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Council on Medical Assistance Program Oversight
Legislative Office Building Room 3000, Hartford CT 06106

(860) 240-0321 Info Line (860) 240-8329     FAX (860) 240-5306

www.cga.ct.gov/ph/medicaid
Sen. Toni Harp Sen. Terri Gerratana
Summary for October 12, 2012 at 9:30 AM in LOB Room 1E

Senator Harp opened the meeting at 9:30 AM. 

Attendance: Sen. Toni Harp, Sen. Terri Gerratana,  Steve Mackinnon, Carol Trapp, Vicki Veltri, M. Alex Geerstma, Ellen Andrews, Mary Alice Lee, Sheila B. Amdur, Deb Polun, Liz Collins, Christine Bianchi, Jeff Walter, Beth Cheney APRN, Colleen Harrington, Mark Shoc, Judi Jordan, Kristin Dowty, Kate McEvoy, Commissioner Roderick, Bremby
There were introductions of committee members. 
Redetermination Update
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Kate McEvoy gave an update on the redetermination status

· On June 22, the Department issued letter guidance to the regional offices establishing requirements for timely processing of Medicaid redeterminations. Under this guidance, the regional offices are required to do the following: 
· designate operations managers responsible for providing oversight, serving as the point of contact for emergencies, and using various sources (EMS Overdue Redetermination Report, monthly Medicaid download, other) to track progress in reducing pending overdue redeterminations
· designate staff responsible for initiating all Medicaid redeterminations that are received in person at the office, by mail or by FAX
· implement streamlined procedures to distribute re-determinations to staff and to prioritize spend-down redeterminations for completion
· date stamp all redeterminations on the day on which they are received
· initiate all redeterminations in EMS and update the EMS narrative within two business days of the stamped date (note that redeterminations that are received on the day before EMS month-end must be initiated the same day on which they are received)
· reinstate Medicaid in situations in which a re-determination form is received after EMS month-end but prior to the end of the calendar month
· On June 27, the Department issued a clarification of the letter guidance stating that it is applicable to all redeterminations, including those received by regional offices prior to the issuance of the guidance
· On September 26, the Commissioner issued a memo to all staff reinforcing the June 22 guidance
· On October 1, the Regional Administrators issued additional guidance to staff instructing them to review EMS alerts identifying clients scheduled for discontinuance due to failure to submit forms and check to see if those clients have, in fact, submitted their forms and should therefore not be discontinued 
· This is the best available means, within current resources, to prevent individuals who have submitted forms as required from being discontinued
Discussion and Questions:

· Sen. Gerratana asked for clarification on the context of the redetermination issue.  
· Sheila Admur asked what the quality checks were to make these things happen is.

· Aware that DDS to make sure redetermination to make sure they aren’t outsourced.

· Kate McEvoy responded with the operations managers in each office are charged with an ES.  She said it is a challenge for us. There is an EMS overdue report. There is a monthly Medicaid download report. 

· Marc Shok DSS Adult Service Manager said there is two Staff at DDS, Department of Corrections and DMHAS and are largely funded by their organizations. Their job is to troubleshoot any problems that are to arise on any DDS clients, to make sure they are in the proper coverage group and be available as a resource as a staff.

· Mary Alice Lee asked what sort of program what have been done with the regional procedures and informs who can do troubleshooting with the renewal process.

· Marc Shok said that is something that we need to go back and address.

· Vicki Veltri questioned if this new process reduced the backlog on redetermination? The people designated to do this in the regional offices, how many they go processed? What would you change to make it change if you had more resources?
· Kate responded with that they are evaluating the impact currently and looking retrospectively at the data and want to come back next month on the impact. They now have contracted with Xerox for spend down activity and try to disargroate on the spend-down activity. The tracking on the redetermination, pose the question to the regional manager. Many of the elements of ConneCT will be a great resource; efforts right now will be focused on that. There will be a uniformed process and be launched next fall. The system will be going to the next readily available person. Staff will be available at staff across the board and being able to focus in that way are useful. 

· Dr. Geerstma asked a follow-up on what Mary Alice asked. Comments made about patients who fall behind on EPSTD (Well Visits) visits. Patients don’t understand the process of redetermination; they just think they are dropped off.  Our counselor has the same struggle and can’t get through. A number of the community pediatricians who are private entities don't have counselors and are unaware. 
· Kate McEvoy echoed his concerns especially for children. DSS means educating providers and beneficiaries. She gave an example of Mothers for Action group in Christian Community Action. What is the nature of the response from the department? From the standpoint, relates to the retention of 1 year olds, streamlined short form to put into practice by pre-populating the forms with the information they already have and broadcast to partners. DSS needs to more effectively broadcast what we're doing in the meantime. The implementation and accessibility of call-centers.  

· Ellen commends the department for their presentation.
· Liz Collins echoed that is critical for the communication piece. There is a need to having those contacts with DSS on site.

· Jeff Walter commented about how it would be helpful to have some sort of reference or metrics. 

· Sen. Harp agreed with Jeff Walter's point. She asked if DSS has metrics or forms they use to find out what’s happening on the ground. 
· Commissioner Bremby appreciated the questions around metrics. As a department, they are driven by hard data. What that they have been doing they would simply have steps. ConneCT will help they have documents and process. Fixing all problems will go beyond the quick intervention set, EMS itself is scheduled and supported financially to be replaced by all Medicaid programs will be replaced operations by the end of the first quarter 2014. 
· Sen. Harp expressed excitement about the changes coming in 2014. 
Complex Care Committee Duals Demonstration

Kate McEvoy introduced the next agenda item by providing a context of the duals demonstration update. CT DSS has been selected for a 1 million dollar planning grand co-chaired by Sheila Amdur and Rep. Villano that came along with evolutionary curve. 
· Goals- Through the Demonstration, stakeholders and the Department seek to create and reward innovative local systems of care and supports that provide better value  over time by: integrating medical, behavioral and non-medical services and supports, providing financial incentives to achieve identified health and client satisfaction outcomes

· The evolutionary curve entertains important questions- Which population would this project serve? Comments made about the recognized as a group of stakeholders, look at this across the age continuum. The group was to universalize the approach. 

· The project was one of several offered by CMS. New initiatives to help underwrite in a different way. CMS Shared Savings program, where ACE are becoming eligible to share Medicare savings. Regret ability, CT was not chosen under CPCI. Have to be concise, both for beneficiaries for providers. They Amplified the current ASO Model

· Enhanced ASO Model

· Under the Demonstration, the ASO will address the need for more coordination in providing services and supports, through such means as: 

· integration of Medicaid and Medicare data 

· predictive modeling

· Intensive Care Management (ICM)

· electronic tools to enable communication and use of data 

· Important notes: First time in CT, they will be able to use Medicaid and Medicare data. We will be able to use the predictive modeling. 
· Now: Medicaid will be able to use intensive Care Management focuses on PCMH. Enables the nurse care manager and identify cultural awareness. Enable Electronic tools to enable communication and use of data. Key feature is connecting ability across providers. 
Expansion of Person-Centered Medical Homes (PCMH) pilot to serve MMEs

· Under the Demonstration, the Department will extend the enhanced reimbursement and performance payments to primary care practices that serve MMEs

· Person Centered is a key focus on the initiative. Enhanced reimbursement, start-up payments to start-up practices to work towards EHR. Same metrics for the State Employee health Plan. PCMH pilot involves a technical aspect to support those who are working towards accreditation. Want to give a platform for incidence of chronic disease management. Has the intent of moving towards local based systems for care. 

Procurement of 3-5 “Health Neighborhoods” (HNs)

· HNs will reflect local systems of care and support and will be rewarded for providing better value over time  

· HNs will be comprised of a broad array of providers, including primary care and physician specialty practices, behavioral health providers, long-term services and supports providers, hospitals, nursing facilities, home health providers, and pharmacists 

· Connecting the providers through care coordination contracts. They will govern the means through care settings and accountability for multi-disciple care coordination. 
· Another essential part of the project is the Care Coordination Payment, APM-Payments and Performance payment based on quality outcomes and shared saving.
· There has been concerned with the manger care organizations 

· The Department submitted the final application to CMMI on May 31, 2012

· Final submission reflected revisions related to feedback received during the thirty-day public comment period

· Application is posted on Department’s web site: http://www.ct.gov/dss/lib/dss/pdfs/mmedemo.pdf
Key Activities
· The Department has mapped best practices associated with other integrated care initiatives and produced white papers on: care coordination, structure of provider networks, performance measures

· Further, the Complex Care Committee has heard presentations from Connecticut stakeholders on existing models of care coordination (medical and behavioral health ASOs, Access Agencies, behavioral health partnerships), as well as coordination of providers across disciplines.
· The Department is now drafting an operations plan for the proposed “health neighborhoods”, three to five of which are expected to be procured by RFP in 2013

· Issues Pending Resolution

· CMS has not yet established minimum standards for performance (quality and care experience) that must be met to share in savings

· CMS has not yet issued its methodology for: establishing cost targets or benchmarks against which performance will be measured, computing savings (e.g. minimum savings threshold, first dollar requirements)

· CMS has queried Connecticut as to its intent in electing “health home” funding as a component of the duals demonstration

· Colleen Harrington has reviewed with DMHAS. 

Questions Presented: 
· Should Connecticut elect Affordable Care Act (ACA) health home funding within the “health neighborhood” model that will be implemented under the Demonstration to Integrate Care for Dually Eligible Individuals?

Back Ground 
· ACA built upon existing efforts to integrate medical, behavioral and social services and supports for individuals with behavioral health and chronic conditions by permitting states to seek approval of state plan amendments to implement such coverage

· ACA “health home” amendments qualify states to receive eight quarters of enhanced Federal Medical Assistance Payment (FMAP) in support of this work

· By contrast to the typical Connecticut FMAP of 50% FMAP for health homes is at 90%
· To be eligible for the health home option, beneficiaries must have:

· two or more chronic conditions

· one chronic condition and risk of developing a second or 

· a serious and persistent mental health condition
· Chronic conditions are defined as including behavioral health conditions, substance use disorders, asthma, diabetes and heart disease
· To be eligible for the health home option, beneficiaries must have:

· two or more chronic conditions

· one chronic condition and risk of developing a second or 

· a serious and persistent mental health condition
· Chronic conditions are defined as including behavioral health conditions, substance use disorders, asthma, diabetes and heart disease
· States have the option to elect health home funding for all beneficiaries with these conditions, or to limit the set of conditions that are included

· States may define the level of severity that is required to qualify
· CMS has stated that electing health home funding in support of one population tolls the eight quarters only for that group, and does not foreclose electing successive 90% FMAP periods for other populations

· DMHAS has been partnering with a work group of the CT Behavioral Health Partnership (BHP) since enactment of the ACA health home option to assess how this model could be implemented in support of the needs of individuals with Serious and Persistent Mental Illness (SPMI)

· Federal Match is 90% for eight quarters. Important for the conditions are limited, SPMI and go for people who have other chronic illness and not jeopardize funding. 

DSS/DMHAS WORKING Agreement 

· Connecticut should not elect health home funding within the health neighborhood model that will be implemented under the duals demonstration 

· Connecticut should elect health home funding outside the context of the duals demonstration and implement a number of condition-specific health homes for both dually-eligible and single-eligible individuals with Serious and Persistent Mental Illness (SPMI)
· Health neighborhoods should include a behavioral health partner 

· DSS will share a revised proposal to the Complex Care Committee who will show the change in language.
Rationales

· Incorporating health home funding under the health neighborhood would introduce a level of complexity to the funding model that is undesirable:

· creates challenges with attribution

· potentially confusing for beneficiaries

· potentially burdensome for providers (tracking of data, reporting)

· difficult to divide APM II payments and to isolate outcomes for purposes of performance payments

· Colleen Harrington explained how people who have SPMI don't have a best relation to their PCP. Their longest term provider tends to be the behavioral health provider. 
· Individuals with SPMI should be prioritized for participation in the health home model because they face serious access barriers in receiving integrated medical and behavioral health care

· No identified source of regular and consistent primary care

· High utilization of hospital emergency departments

· Inadequate attention to co-morbid conditions

· Lack of trust basis with providers

· Stigma

· Sheila Amdur commented about the challenge is what the charge is going to be how the intensive care management of those populations. 
· Jeff Walter commented about appreciating the complexity and running the community with the health home. Try to map it out of the view from the recipients' point of view. 
· Sen. Harp spoke about Health Care Facilities being the primary source of care. She commented about thinking outside the system including homeless shelters. 

· Kate McEvoy commented about how you include partners with ICM (Intensive Care Management). Questions are starting to arise are important. The attribution process is being considered.

· Implementing health homes in this way supports best practices demonstrated in other states that have already done so:

· smaller scale of participation and number of providers 

· leadership by behavioral health entities

· an orientation that regards the behavioral health condition as the driver for purposes of care coordination

· This also permits Connecticut to build on lessons learned from both health home and health neighborhood models in developing additional types of health homes without having “run the clock” on the enhanced federal match by broadly incorporating health home funding for all types of chronic conditions within the health neighborhoods

· individuals with other qualifying chronic conditions

· individuals in other geographic areas, should the state elect to pilot this model only in certain geographic areas

· Questioned posed are: What care team will be selected? Who is going to be charged with the care coordination?

Comparison of Models 
	Feature
	Health Neighborhood

(3-5 to be procured)
	Health Home

(number to be determined)

	Provider composition
	Broad range of medical, behavioral health, and long-term services and supports.
	Care team selected from among three options identified in State Medicaid Director letter.

	Feature
	Health Neighborhood

(3-5 to be procured)
	Health Home

(number to be determined)

	Population served
	All Connecticut individuals who 1) are dually eligible for Medicare and Medicaid except those served by a Medicare Advantage plan; and 2) have received their primary care from a HN participating provider in the twelve months preceding implementation.  Each HN is anticipated to serve a minimum of 5,000 individuals. 
	Individuals with an identified SPMI who are either eligible for Medicaid only, or eligible for Medicare and Medicaid.  The population may further be limited by the severity of the chronic condition and potentially by geography.


· Health Neighborhoods is aimed to serve 5,000 individuals. There is an option for individuals to opt-out.
	Feature
	Health Neighborhood

(3-5 to be procured)
	Health Home

(number to be determined)

	Method of attribution
	Individuals who have received their primary care from an HN participating provider within the twelve months preceding implementation of the Demonstration will be passively enrolled with that HN and will have the opportunity to opt out. 
	To be determined, but a typical means is to attribute participants based on their source of behavioral health care.


· Attribute people based upon their behavioral health care. 

· Comments made about: If we implement health homes we must serve both single and dually eligible individuals. Cannot limit to only dually.

	Feature
	Health Neighborhood

(3-5 to be procured)
	Health Home

(number to be determined)

	Care coordination model
	Proposes to permit participants to select a Lead Care Manager (LCM) from among a list of qualified participating members of the HN.  This LCM will be the single point of contact for a multi-disciplinary team of providers, whose goal it is to integrate the beneficiary’s services and supports through a person-centered care plan.
	Care team composition is determined by the option that is selected.  The health home care team’s goal is to integrate the beneficiary’s behavioral health, medical and community services and supports through a person-centered care plan.


· There is an explicit service to pull in outside sources of services and supports.
	Feature
	Health Neighborhood

(3-5 to be procured)
	Health Home

(number to be determined)

	Means of paying for care coordination
	Connecticut proposes to make a PMPM payment that will incorporate the costs of care coordination as well as supplemental services including medication therapy management, nutrition counseling, falls prevention, recovery assistant and peer support.
	States that have implemented health homes have typically made a PMPM payment to the behavioral health entity in support of the costs of care coordination.


· Colleen Harrington discussed what other states have done with the Behavioral Health Homes. In the group, Rhode Island and Missouri have lessons learned and look how things have been implemented. The ACA is about integrated care how to get better integrated care. A good example about what’s going on with best use resources for coordination of care.
Questions, Comments, and Discussion

· Dr. Geerstma commented on the origins in pediatrics from a number of pilot projects. It gives an opportunity to address chronic illness in children. It is important to look at the age continuum. Gives an autism example. 
· Ellen Andrews commented on the importance of taking advantage of the CMS opportunities and go forward with the populations you’re talking about. It is better to look at the behavioral health partner rather than a co-lead. 

· Sheila Amdur commented on how health homes are not age specific and only condition specific. DCF needs to be included in the scope of the coverage. 

· Jeff Walter responded with the child adolescent group works with their group. They are working on that within their BHP.

· Victoria Veltri complimented DSS for their efforts in healthcare. Commented on how she would like to see pushed towards the private market.

· Deb Polun thanked the department for the presentation. There is still a lot of questions and discussion still to be had. She invited others to the Complex Care Committee to be included in the health home discussion. She had asked the department for examples on the member level.
· Jeff Walter questioned if the Medical Homes be allowed within the health neighborhoods.

· Kate McEvoy responded with the PCMH will be a part of their health homes. PCMH will continue to receive regular PCMH payments. 
· Sheila Amdur explained the specificity of the model. 
· Sen. Harp commented about issues to her attention are licensure issues, for those have done health care and behavioral health care. There was a question of what is the degree of involvement of DPH.  Just to make sure it won’t be an impediment.
· Kate McEvoy made comments about across payers, state innovation model grant model, Members of the care team with fresh eyes. DPH recommends you look at Community Health Workers, aspects of communication. 

· Sen. Harp commented about there are some complex issues with DPH and has to be involved with them. She recommends having that discussion.
· Sen. Harp commends the Complex Care Committee with their time and commitment to that issue.

Eligibility and Enrollment Reports 

Xerox Overview: 
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Kristin Dowty: Council recommendations how to record their data going forward. Repackage their reporting: due to their heavy lift, were unable to accomplish those recommendations. Will come back in January with a revised format
Husky A, C, D- Enrollment Presentation
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Presentation made by Steve Mackinnon from Xerox 
· Husky A membership Adults and Children, Husky A Activity Reporting, Husky C- ABD, Husky D. 
Discussion and Questions

· Sen. Harp comments about the over in terms of projection for Medicaid beneficiaries. Questions if is it trending hire that we projected with our budget?

· Response: LIA enrollment is trending upward. It is not leveling off. 

· Mary Alice Lee commented about how it very easy to add the Husky B numbers, which has declining enrollment.

· Kristin Dowty responded how there is a reporting team that’s working on it.

· Deb Polun questions if there is a plan to reduce the back log in applications being processed.
· Kate McEvoy commented on how this is a serious concern. It is an interim investment and move towards elements of imaging. They did the endeavor last month.

· Deb Polun commented about how the hopeful trend is going in the right direction.

· Christine Bianchi questioned where are the family planning numbers are?

· DSS said they are not reported in this reporting package. They are considered limited benefit plans: TB and Family Planning. 

· Announcement: Required 1115 Waiver- There was an incorrect link. CMS has proposed to extend the federal comment period. CMS has corrected in their system.
· Consumer Access Committee Recommendations on Prior Authorization Process. Christine Bianchi spoke about how the last council meeting. The subcommittee has not had the opportunity to discuss the issues with the department. Department and committee members plan to discuss these issues about the last two recommendations. Discuss the cost and the process which is understood

· Sen. Harp said she looks forward to hear the report

· Dr. Geerstma commented about how as a PCMH Member PCMH Process- NCQA recognition apparent lack of interchange and interaction between the three entities. PCMH Process in DSS in relation to EMR. HITE-REC. E-Health CT awarded that. HOE—Health Information Exchange Process. And HITE-REC Process is linked. Providing active outreach to all clinicians to enroll in meaningful use EMR implementation. EMR – very little input from HIT. Why are they being collaborated and communication? Where are the linkages? Meaningful is not the same as quality improvement.
· Sen. Harp commented about the oversight of that are going on with DPH and is there collaboration with DSS. 

· Vicki Veltri commented about HITE-CT and explained about the board and the initial effort to partner with providers. There have been issues in the past year around funding. They are challenged around the exchange itself. It's been down to a minimum with compliance with the federal government. DPH would be the best place to go. 
· Sheila Amdur made comments about if the Affordable Care Act is going forward the reality is 156,000 Medicaid recipients in 2014. There should be more concern with this.  There are huge workforce issues once all those people. Unless we address the workforce issues and the readiness of providers issues. Meeting after the election. 
· Sen. Harp- Role in Implementing Affordable Care Act. It would be instructive for us to hear how they will roll-out and how you will react. Think they need to bring DPH in, need to be looked at again. Will the Dept. be prepared to speak to that at the next meeting? Ask the DPH talk to us about their role in the Complex Care Group and their role working with this evolution of health care delivery in this state. 

· Kate McEvoy commented on how the Office of HealthCare Reform and Innovation- lead entity on that.  There is a funding opportunity through EMS through a strategic plan. There needs to be work collaboratively how these issues have been raised. It does map a pathway going forward and point to aspects of linkages. She will forward the linkage to members.

· Victoria Veltri commented about developing a model design. The application is set-up together and then put in request money for those implemented.

Next Meeting's November Agenda 
1. Mary Alice Lee- Patterns during pregnancy- Pregnant women losing coverage
2. Affordable Care Act Implementation Efforts 

Sen. Harp thanked everyone for attending meeting today. 

Next meeting will be held on November 9, 2012.  MAPOC meeting closed at 11:42. 
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Redetermination Update



		On June 22, the Department issued letter guidance to the regional offices establishing requirements for timely processing of Medicaid redeterminations. Under this guidance, the regional offices are required to do the following: 



		designate operations managers responsible for providing oversight, serving as the point of contact for emergencies, and using various sources (EMS Overdue Redetermination Report, monthly Medicaid download, other) to track progress in reducing pending overdue redeterminations
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Redetermination Update





		designate staff responsible for initiating all Medicaid redeterminations that are received in person at the office, by mail or by FAX



		implement streamlined procedures to distribute re-determinations to staff and to prioritize spend-down redeterminations for completion



		date stamp all redeterminations on the day on which they are received
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Redetermination Update





		initiate all redeterminations in EMS and update the EMS narrative within two business days of the stamped date (note that redeterminations that are received on the day before EMS month-end must be initiated the same day on which they are received)



		reinstate Medicaid in situations in which a re-determination form is received after EMS month-end but prior to the end of the calendar month
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Redetermination Update





		On June 27, the Department issued a clarification of the letter guidance stating that it is applicable to all redeterminations, including those received by regional offices prior to the issuance of the guidance



		On September 26, the Commissioner issued a memo to all staff reinforcing the June 22 guidance
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Redetermination Update



		On October 1, the Regional Administrators issued additional guidance to staff instructing them to review EMS alerts identifying clients scheduled for discontinuance due to failure to submit forms and check to see if those clients have, in fact, submitted their forms and should therefore not be discontinued 



		This is the best available means, within current resources, to prevent individuals who have submitted forms as required from being discontinued
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Goals

Through the Demonstration, stakeholders and the 

Department seek to create and reward innovative local 

systems of care and supports that provide better value 

over time by:



		integrating medical, behavioral and non-medical services and supports



		providing financial incentives to achieve identified health and client satisfaction outcomes
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Key Structural Features



		Enhanced ASO Model



		Under the Demonstration, the ASO will address the need for more coordination in providing services and supports, through such means as: 



		integration of Medicaid and Medicare data 

		predictive modeling

		Intensive Care Management (ICM)

		electronic tools to enable communication and use of data 
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Key Structural Features (cont.)



		Expansion of Person-Centered Medical Homes (PCMH) pilot to serve MMEs



		Under the Demonstration, the Department will extend the enhanced reimbursement and performance payments to primary care practices that serve MMEs
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Key Structural Features (cont.)



		Procurement of 3-5 “Health Neighborhoods” (HNs)



		HNs will reflect local systems of care and support and will be rewarded for providing better value over time  

		HNs will be comprised of a broad array of providers, including primary care and physician specialty practices, behavioral health providers, long-term services and supports providers, hospitals, nursing facilities, home health providers, and pharmacists 
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Key activities



		The Department submitted the final application to CMMI on May 31, 2012



		Final submission reflected revisions related to feedback received during the thirty-day public comment period



		Application is posted on Department’s web site:





http://www.ct.gov/dss/lib/dss/pdfs/mmedemo.pdf
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Key activities (cont.)



		The Department has mapped best practices associated with other integrated care initiatives and produced white papers on:



		care coordination

		structure of provider networks

		performance measures



*





*
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Key activities (cont.)



		Further, the Complex Care Committee has heard presentations from Connecticut stakeholders on existing models of care coordination (medical and behavioral health ASOs, Access Agencies, behavioral health partnerships), as well as coordination of providers across disciplines



*





*









*

Key activities (cont.)



		The Department is now drafting an operations plan for the proposed “health neighborhoods”, three to five of which are expected to be procured by RFP in 2013



*





*









Issues Pending Resolution

		CMS has not yet established minimum standards for performance (quality and care experience) that must be met to share in savings





		CMS has not yet issued its methodology for:





		establishing cost targets or benchmarks against which performance will be measured

		computing savings (e.g. minimum savings threshold, first dollar requirements)









*





*









Issues Pending Resolution (cont.)

		CMS has queried Connecticut as to its intent in electing “health home” funding as a component of the duals demonstration







*





*









Question presented:







Should Connecticut elect Affordable Care Act (ACA) health home funding within the “health neighborhood” model that will be implemented under the Demonstration to Integrate Care for Dually Eligible Individuals?

*





*









Background:



		ACA built upon existing efforts to integrate medical, behavioral and social services and supports for individuals with behavioral health and chronic conditions by permitting states to seek approval of state plan amendments to implement such coverage



 

		ACA “health home” amendments qualify states to receive eight quarters of enhanced Federal Medical Assistance Payment (FMAP) in support of this work



		By contrast to the typical Connecticut FMAP of 50% FMAP for health homes is at 90%



*





*









Background:



		To be eligible for the health home option, beneficiaries must have:



		two or more chronic conditions

		one chronic condition and risk of developing a second or 

		a serious and persistent mental health condition



		Chronic conditions are defined as including behavioral health conditions, substance use disorders, asthma, diabetes and heart disease



*





*









Background:



		States have the option to elect health home funding for all beneficiaries with these conditions, or to limit the set of conditions that are included



		States may define the level of severity that is required to qualify
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Background:



		CMS has stated that electing health home funding in support of one population tolls the eight quarters only for that group, and does not foreclose electing successive 90% FMAP periods for other populations
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*









Background (cont.):



		DMHAS has been partnering with a work group of the CT Behavioral Health Partnership (BHP) since enactment of the ACA health home option to assess how this model could be implemented in support of the needs of individuals with Serious and Persistent Mental Illness (SPMI)
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DSS/DMHAS Working Agreement:



		Connecticut should not elect health home funding within the health neighborhood model that will be implemented under the duals demonstration 



		Connecticut should elect health home funding outside the context of the duals demonstration and implement a number of condition-specific health homes for both dually-eligible and single-eligible individuals with Serious and Persistent Mental Illness (SPMI)



		Health neighborhoods should include a behavioral health partner 
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*









Rationales:



		Incorporating health home funding under the health neighborhood would introduce a level of complexity to the funding model that is undesirable:



		creates challenges with attribution

		potentially confusing for beneficiaries

		potentially burdensome for providers (tracking of data, reporting)

		difficult to partialize APM II payments and to isolate outcomes for purposes of performance payments
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Rationales (cont.):



		Individuals with SPMI should be prioritized for participation in the health home model because they face serious access barriers in receiving integrated medical and behavioral health care





		no identified source of regular and consistent primary care

		high utilization of hospital emergency departments

		inadequate attention to co-morbid conditions

		lack of trust basis with providers

		stigma
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Rationales (cont.):



		Implementing health homes in this way supports best practices demonstrated in other states that have already done so:



		smaller scale of participation and number of providers 

		leadership by behavioral health entities

		an orientation that regards the behavioral health condition as the driver for purposes of care coordination
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Rationales (cont.):



		This also permits Connecticut to build on lessons learned from both health home and health neighborhood models in developing additional types of health homes without having “run the clock” on the enhanced federal match by broadly incorporating health home funding for all types of chronic conditions within the health neighborhoods



		individuals with other qualifying chronic conditions

		individuals in other geographic areas, should the state elect to pilot this model only in certain geographic areas
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Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Provider composition		Broad range of medical, behavioral health, and long-term services and supports.		Care team selected from among three options identified in State Medicaid Director letter.





















*









Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Population served		All Connecticut individuals who 1) are dually eligible for Medicare and Medicaid except those served by a Medicare Advantage plan; and 2) have received their primary care from a HN participating provider in the twelve months preceding implementation.  Each HN is anticipated to serve a minimum of 5,000 individuals. 		Individuals with an identified SPMI who are either eligible for Medicaid only, or eligible for Medicare and Medicaid.  The population may further be limited by the severity of the chronic condition and potentially by geography.
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Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Method of attribution		Individuals who have received their primary care from an HN participating provider within the twelve months preceding implementation of the Demonstration will be passively enrolled with that HN and will have the opportunity to opt out. 		To be determined, but a typical means is to attribute participants based on their source of behavioral health care.
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Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Care coordination model		Proposes to permit participants to select a Lead Care Manager (LCM) from among a list of qualified participating members of the HN.  This LCM will be the single point of contact for a multi-disciplinary team of providers, whose goal it is to integrate the beneficiary’s services and supports through a person-centered care plan.		Care team composition is determined by the option that is selected.  The health home care team’s goal is to integrate the beneficiary’s behavioral health, medical and community services and supports through a person-centered care plan.
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Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Means of paying for care coordination		Connecticut proposes to make a PMPM payment that will incorporate the costs of care coordination as well as supplemental services including medication therapy management, nutrition counseling, falls prevention, recovery assistant and peer support.		States that have implemented health homes have typically made a PMPM payment to the behavioral health entity in support of the costs of care coordination.
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Questions or comments?
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Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12


Number of Adults


143,891 144,436 144,832 145,265 145,360


145,142


Children Under 19


268,987 269,393 269,515 270,008 269,702


268,888


Total Enrolled


412,878 413,829 414,347 415,273 415,062 414,030
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JAN 2012 FEB 2012 MAR 2012 APR 2012 MAY 2012 JUN 2012


Month Begin 2,199 2,467 2,507 2,298 2,361 2,156


In 8,270 7,526 8,017 7,942 6,883 8,300


Processed 8,002 7,486 8,226 7,879 7,088 8,153


Month End 2,467 2,507 2,298 2,361 2,156 2,303


TOTAL
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JAN 2012 FEB 2012 MAR 2012 APR 2012 MAY 2012 JUN 2012


Month Begin 4,809 4,843 4,833 5,091 5,177 5,007


In 4,794 4,409 4,972 5,051 4,385 5,239


Processed 4,760 4,419 4,714 4,965 4,555 5,564


Month End 4,843 4,833 5,091 5,177 5,007 4,682


TOTAL
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JAN 2012 FEB 2012 MAR 2012 APR 2012 MAY 2012 JUN 2012


Month Begin 6,206 6,439 6,163 6,430 6,360 6,214


In 8,329 6,801 8,105 7,393 7,050 8,633


Processed 8,404 7,607 8,462 8,497 8,123 9,466


Month End 6,131 5,633 5,806 5,326 5,287 5,381


TOTAL
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HUSKY B
Enrollment Growth by Month
(Previous 15 Months)
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There was a 95 or a 0.7% increase in HUSKY B enrollments over the previous month. 



HUSKY PLUS Enrollment
(Previous 15 Months)
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There was an decrease of 6 or 2.6%  in HUSKY Plus enrollment over the previous month.





Charter Oak Program
 Enrollment Growth By Month
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There was a 44 or 0.7% decrease in Charter Oak enrollments over the previous month.  



HUSKY
(Only Children Applying)
Applications Received
New and Renewal
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There was a 48 or 5% decrease in New and Renewal applications over the previous month.







HUSKY/Charter Oak
(Both Children and Adults Applying)
Applications Received
New and Renewal
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There was a 76 or 4.7% decrease in New and Renewal applications over the previous month.



Charter Oak
(Only Adults Applying) 
Applications Received
New and Renewal







8

There was a 160 or a 9.9% decrease in New and Renewal applications over the previous month.







HUSKY Only
Applications Referred to DSS 
New, Renewal and Combined AUs
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There was a 1% increase in the referral of new HUSKY applications and a 1.1% increase in referrals of renewal applications.



HUSKY B Only
Applications Denied or Closed
(Does not include Closed Renewals Eligible for HUSKY A)
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There was a 78 or 17.8% decrease in HUSKY B applications denied or closed over the previous month.







HUSKY B/Charter Oak 
Applications Denied or Closed
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There was a 151 or a 8.6% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.  



Charter Oak 
Applications Denied or Closed
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There was 112 or a 11.4% decrease in Charter Oak applications denied or closed over the previous month.  





HUSKY B Only
Applications Pending at End of Month
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There was a 96 or 16.7% increase in HUSKY B applications pending over the previous month. 



HUSKY B/Charter Oak 
Applications Pending at End of Month
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There was a 116 or 10.9% increase in HUSKY B/Charter Oak assistance units pending over the previous month.  







Charter Oak Only 
Applications Pending at End of Month
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There was a 95 or a 7.5% increase in Charter Oak assistance units pending over the previous month.





Did Not Reapply at Renewal
by Application Type
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There was a 44 or 19% decrease in the number of renewal applications Closed for not reapplying from previous month.





HUSKY B Health Program
 Disenrolled - Failure to Pay Premium 
(Last 12 Months)







There was 27 or 5% increase in the number of children disenrolled due to failure to pay premiums.
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Charter Oak Program
 Disenrolled - Failure to Pay Premium (Last 12 Months)







There was a 109 or 16% increase in the number of individuals disenrolled for failure to pay premiums.
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HUSKY B Health Program Count of Enrollees By  County 
As of 10/01/2012
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HUSKY B Health Program Enrollment By Band
As of 10/01/2012
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Charter Oak Program Enrollment By County 
As of 10/01/2012
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Charter Oak Program Enrollment By Band
As of 10/01/2012
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Charter Oak Program
Age by Premium Band
As of 10/01/2012













CT PCIP Applicants By Month







There was a 61 or 31.6% decrease in CT PCIP Applicants over the previous month.
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CT PCIP Enrollment







There was 17 or 2.9% increase in CT PCIP enrollment over the previous month.
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CT PCIP Applications
 Pending More Than 1 Month







There was a 26 or 9.1% increase in CT PCIP Applications pending more than 1 month.
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CT PCIP Enrollment By Age/Gender
10/1/2012
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CT PCIP Disenrollments By Month
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Xerox Office Hours





Our office is open Monday through Friday from 8:30 AM to 5:00 PM

1-800-656-6684
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New  Renewal Total New  Renewal Total New  Renewal Total New  Renewal Total


Pending At Start of Period 442 171 613 1,195 145 1,340 1,164 194 1,358 2,801 510 3,311


New During Period (+) 574 327 901 1,167 291 1,458 1,166 360 1,526 2,907 978 3,885


Resolved During Period (-) 514 297 811 1,108 289 1,397 1,330 340 1,670 2,952 926 3,878


Pending at End of Period 481 190 671 1,227 141 1,368 984 199 1,183 2,692 530 3,222


HUSKY Charter Oak HUSKY/Charter Oak Grand Total
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County Total


Fairfield 3,671


Hartford 3,379


Litchfield 1,012


Middlesex 591


New Haven 3,532


New London 900


Tolland 519


Windham 508


Total 14,112




image21.wmf

Premium Band               Definition


01                                 From 185% up to 235% of FPL


02                                 From 235% up to 300% of FPL


03                                 Over 300% of FPL
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01 02 03


Total


Total Enrollment by Premium Band 7,432 5,413 1,267 14,112


Premium Bands
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County Total


Fairfield 1,318


Hartford 1,413


Litchfield 446


Middlesex 286


New Haven 1,599


New London 376


Tolland 282


Windham 227


Total 5,947
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Premium Band


Definition


01 & A


Less Than 0 up to 150%


02 & B


Over 150% to 185%


03 & C


Over 185% up to 235%


04 & D


Over 235% up to 300%


05 & E


Over 300%
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01 02 03 04 05 A B C D E Total


Enrollment by Premium Band 908 376 451 390 498 576 320 567 6481,213 5,947





Premium Bands


Subsidized Unsubsidized
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19 - 30 Years 31 - 40 Years 41 - 50 Years 51 - 64 Years Total


Band 1 47 45 132 684 908


Band 2 12 9 51 304 376


Band 3 11 22 75 343 451


Band 4 6 15 66 303 390


Band 5 9 25 62 402 498


Band A 21 19 69 467 576


Band B 11 12 35 262 320


Band C 19 38 94 416 567


Band D 22 42 137 447 648


Band E 37 81 180 915 1,213


Total 195 308 901 4,543 5,947




image27.png

Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12







image28.png

0

Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12






image29.png

Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12






image30.emf

Gender Under 19 19-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 Over 65 Total


Female 1 16 13 7 19 33 53 72 103 11 328


Male 0 12 1 11 21 19 47 68 90 7 276


Total 1 28 14 18 40 52 100 140 193 18 604
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Disenrollment Reason Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Total


Voluntary Termination 5 5 9 3 8 12 9 16 6 7 6 0 86


Non-Payment of Premiums 9 9 17 21 19 18 19 24 39 40 35 34 284


Not a CT Resident 0 0 0 0 0 0 0 1 0 0 1 1 3


Client Desceased 0 0 1 0 0 0 0 0 1 2 0 0 4


Change in Program 0 0 0 0 0 0 1 0 0 0 0 0 1


Current Employer Sponsored Insurance 0 0 0 2 0 0 1 0 0 1 3 1 8


Health Reinsurance Association insurance 1 0 0 0 0 0 0 0 0 0 0 0 1


Potentially Eligible for MLIA 0 0 0 1 0 0 2 0 1 0 1 1 6


Private Pay Insurance 0 0 0 1 2 1 1 2 0 0 0 0 7


Client Eligibible for HUSKY A 0 0 0 0 0 1 0 0 0 0 1 2 4


Receiving HUSKY A Insurance 0 0 0 0 0 0 0 0 0 0 0 0 0


Receiving Medicare 0 0 0 2 0 0 0 1 0 1 3 2 9


Receiving MLIA 0 0 0 1 0 0 0 0 0 0 0 0 1


Eligibility has Expired 0 1 2 4 0 1 4 2 1 2 1 6 24


Unsanitary Office Conditions 0 0 0 0 0 0 0 1 0 0 0 0 1


Other 0 0 3 1 0 0 0 2 0 3 3 4 16


Total 15 15 32 36 29 33 37 49 48 56 54 51 455
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HUSKY, Charer Oak & CTECIP Programs.






