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Meeting:  MSLC B1 Integration Learning Collaborative Meeting 
Location: NH Department of Health and Human Services, Concord NH 
Date:   September 6, 2019  
Time:   9:00 AM – 11:00 AM 
 
Action Items B1 Topics: 
 

# Description Owner Status 

1.  A workgroup will be convened with representatives 
from IDNs and MCOs to identify ways to share 
information resulting from the CCSA/CA.  This action 
item will be brought to the monthly IDN Lead meeting 
for further discussion. 

K. Capuchino Pending 

2.  A meeting will be scheduled for September to choose 
a Closed Loop Referral vendor. Representatives from 
each IDN will be included in this meeting. 

L. Diggins Pending 

3.  The MCOs Health Risk Assessment Universal tool will 
be shared with the IDNs. 

MSLC Pending 

4.   The MCOs will discuss ways to help providers to 
better understand their provider portals. A WebEx or 
fax blast were discussed as options.  

MCOs Pending 

5.  MSLC will articulate a clear topic for the October B1 
Integration meeting from the suggestions made during 
the meeting. 

MSLC Pending 

 
I. Introduction  
 
V. Brown opened the meeting and welcomed attendees.  She reviewed the meeting goals, 
agenda items, and introduced the panelists. V. Brown then reviewed the Spotlight submitted 
by IDN4. 

II. Action Items 
 

V. Brown gave an overview of action items from the August 2nd B1 Integration LC. She stated 
that the first two bullets on the September 6th B1 Integration meeting slide deck would be 
addressed during today’s meeting and that the third bullet that reference format specifications 
for the CPAS Training Repository was completed at the end of August.  

III. MCOs Comprehensive Assessment (CA) Panel Discussion 
 
A. V. Brown opened the panel discussion with an overview of Medicaid Care Management 

(MCM) contract language related to the assessment tools. 
B. K. Capuchino expressed that she wanted to explain the importance of level setting as 

there is confusion over the universal assessment tool used by the MCOs and the CCSA 
required by DSRIP. She 
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explained the difference between the Health Risk Assessment (HRA)/Health Need 
Assessment (HNA), which is the “get to know you” tool used by the MCOs, and the 
MCO’s CA which is administered for those members that meet specific requirements.    
The MCOs have always used the HRA to gather information on members. The HRA is 
universal (i.e., used by all three MCOs). K. Capuchino explained that the HRA is not 
comparable to the CCSA and does not include the 12 CCSA domains. She explained 
that, as the MCOs discuss their assessment processes, it is important to understand 
that the members that receive the CA is very small. K. Capuchino stressed that she 
wanted to highlight that these are two different things and that in fact the MCO CA is 
proprietary in nature. While the MCO CA meets all of the CCSA domain areas, fewer 
patients will receive this assessment, whereas all IDN/DSRIP patients must receive a 
CCSA. 

C. J. Muldoon explained the difference between the MCOs CA tool and the HRA using the 
questions “Who, What, When and Why” when comparing the tools. The MCOs are 
required to make outreach to every member with timeframes attached as part of the 
MCM contract.  J. Muldoon further explained that the CA is done on members identified 
as having a positive response to one of the questions on the HRA, based on risk 
stratification, or if they are a member of a priority population as defined by the State, 
which include members who are on waivers, babies born with neonatal abstinence 
syndrome (NAS), babies in the Neonatal Intensive Care Unit (NICU), IV drug users, and 
suicide attempt in the last 12 months. 

D. K. Wheeler stated that the next step is to share information with local partners. He 
stated that they acknowledge that these tools are different but want to identify where 
they can share information regarding member to integrate and improve care.  

E. S. Murphy reiterated that the HRA goes out to everyone and the CA is triggered by 
different algorithm for each of the three MCOs. The next step as a result of the CA is 
the same for each MCO which with a higher level of care.   

F. M. Belanger stated that IDN1 uses 4 domains which include physical health, mental 
health, SUD and Social Determinants of Health (SDoH). All domains are included in 
these categories.  

G. K. Capuchino explained that health care systems are already capturing certain 
information and that is why a specific tool was not required for the CCSA. 

H. B. Gunn stated that IDN6 partners already have assessment tools in place and he 
worries about duplication.  

I. K. Wheeler explained that a small number of members receive the CA and that the CA 
will generate a care plan that can be shared with any provider partners involved with the 
patient that have appropriate permissions. The CA is currently completed by the MCOs 
so this would not have an impact on the provider. The provider practice would see the 
care plan. 
Q: A question was asked if the MCOs have spoken with any provider partners about 
collecting HRA information.  
R: NHHF asked provider partners if they were interested in collecting this information. 
Providers questioned the purpose and perceived this as duplication and pushed back. 
J. Muldoon stated that in reality the tool can be completed in 10 minutes. 

J. K. Capuchino stated this is perpetuated due to the misunderstanding of the universal 
tool and asked the plans to condense the needs and translate this to provider partners 
so they will support the initiative.   
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K. S. Murphy stated that they may be able to take the CCSA and filter it on the MCO side. 
She then continued that she is not hearing that duplication is an issue from providers as 
it relates to the CCSA.  
Q: M. Craig asked if the HRA tools could be shared.  
R: Yes. These tools have been shared and will be made available. ACTION ITEM 

L. J. Muldoon stated that all assessments are shared with providers through the portal. 
The care plan is also available through the portal. They also mail out a copy of the care 
plan to the provider.  
Q: M. Belanger asked about the uptake on the provider portal.  
R: W. Kennerson stated that the provider relation team introduces the portal to 
providers. The training is delivered to the practice managers and care managers and 
not the provider themselves. They are then asked to share the information with their 
practice. 
R: M. Belanger suggested that the MCOs consider sharing member information with 
providers using nationally-accepted standards in addition to their portals. Especially 
given that most providers would have to work with portals from 3 MCOs, 3 commercial 
payers, and Medicare. If the MCOs captured member goals, assessment, and plan of 
treatment in line with the meaningful use common data set and shared this through a C-
CDA (Consolidated Clinical Document Architecture) document, many providers could 
pull these documents into their EHRs via the CommonWell and Carequality networks.” 
R: K. Capuchino stated that the focus should be to identify ways to reduce the number 
of clicks or actionable steps for the providers to get the information they need. CMT is 
not a solution because not everybody is using it.  
Q: W. Kennerson explained that the question has come up as to whether the CA can 
replace the CCSA if they have access to the tool. 
R: K. Capuchino responded that if the patient has a CA that gets to the IDN partner and 
there is a way to capture it, it could count as a CCSA. However, it does not replace the 
ongoing assessment of the information that is in that tool and any new information on 
the patient. She continued that we need to ensure that the people that have a 
relationship with that member gets the care plan in the most efficient way possible.  

M. J. Muldoon expressed that there should be consideration to the stringency to access the 
MCO portal as integrated healthcare models involve community workers and social 
workers.  

N. W. Kennerson stated that anyone under that provider contract could be a user to that 
portal. It could be anyone that works under the contract. 

O. J. Muldoon expressed that accessing the portal is not well understood and there needs 
to be a better understanding of how the portals can be used, who can use them and 
how that information is supported 

P. W. Kennerson agreed and stated that she would bring this to provider relations at 
NHHF and do a fax blast or WebEx. ACTION ITEM 

Q. P. Evers expressed a concern regarding the impact of adding another layer of work to 
the provider’s workload but added that the Local Care Management Entity (LCME)  
relationship with the IDNs could end up being a positive step to a more purposeful and 
meaningful sharing of information. There are a lot of complex care meetings and the 
MCOs need to be at the table. To date we have not be invited them. Face to face with 
the patient/client in the room is going to be the best way of utilizing the information. 

R. P. Janelle commented that the most powerful impact made has been adding Event 
Notification System (ENS) and the ability to extend this to the nontraditional and non-
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provider organizations is important. IDN4 has 30 non provider partners out of 43 total 
partners. Although there are legal issues there should be a conversation around the 
around access to the portal. They may not need access to the entire portal but hope 
there is an opportunity to have that conversation. 

S. B. Gunn explained that when the MCOs are on the phone as part of the Community 
Care team meeting, they share data and information with the team that translates to 
emerging risks. 
Q: K. Capuchino asked the group how they want to move forward with the discussion 
and whether they thought it was a statewide or IDN discussion. There needs to be an 
agreement today on how we should move forward. 
R: MCOs agree that they want to be at the table with a smaller workgroup with the 
intention of developing something that meets the needs of both MCOs and IDNs. 
R: K. Wheeler stated that this is an opportunity to work together to identify solutions that 
work for everyone.  
R: W. Kennerson suggested that the MCOs compliance teams should be brought in as 
they are familiar with the regulations and as a health plan we have to hold to those 
regulations. 

T. K. Capuchino will move this forward through the IDN lead Meeting. ACTION ITEM 
 

IV. Data Subcommittee Report  
 
A. L. Diggins stated that the Data Subcommittee meeting has been effective. 
B. Performance measures update- 

a. Multiple IDNs voiced concerns over the relationship of Care 03 Denominator 
files to actual reported patients.  

b. DHHS will review the denominator files and will determine the validity and value 
of the 2018 outcomes. 

c. DHHS will provide the next denominator file at least for the Care 03 measures 
by May 15, 2020 relative to the 2019 data. 

C. Pay for Performance 
a. All Data Team leads received a document from M. Belanger on the potential 

inconsistencies and uncertainties of Pay for Performance coming through in the 
next couple of periods because of the timeframes, missing information and 
confusion of calculation of metric goals, etc. There is still uncertainty around 
80% or more of what we can be paid for over the next couple of periods.  

b. K. Capuchino has included the Data Team on the Executive Lead Meeting 
Agenda where the team will present to executive leads on the state of 
performance payments and its uncertainty. 

D. Closed Loop Referral 
a. The Data Team has received quotes for two vendors and are currently 

reviewing. A meeting will be schedule for September to make a decision on a 
vendor. ACTION ITEM 

E. Collective Medical (CM) Update 
a. New hospitals on the horizon. HCA is coming on board. 
b. New Technology in development 

i. IDN4 is working on a plan with CM to come up with a different way to 
request information from providers associated with individuals entering the 
ED. If a patient arrives in an ED, the ED provider will have the ability in the 
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notes section within CMT to put in a request for patient information. This 
request would then go blindly out through CMT as a notification to any 
provider who has attributed themselves to that patient. It would allow those 
provider organizations to send information through Direct Secure 
Messaging. This is a second tier way to share care plans and notify 
providers that information is being sought on these patients. Catholic 
Medical Center (CMC), Center for Life Management and Mental Health 
Center of Greater Manchester will trial this. This will allow for a better way 
to request information that we did not have before and helps around the 42 
CRF Part 2. 

F. L. Diggins gave an update on CM Ambulatory and Hospital Partners and MAHEC 
updates. 

G. L. Diggins stated that if anyone is interested in attending any of the data meetings let 
her know. 
 

V. Future B1 LC Meeting Topic 
A. V. Brown asked the group if they had any ideas on topics for the October B1 

Integration LC. No response from group. 
B. V. Brown reviewed the current list of topics that were identified previously. She 

stated that partner engagement was discussed earlier in the project but may need to 
be revisited. Some IDNs have been more successful with partner engagement than 
others.  

C. M. Craig stated that she thinks of partner engagement as it relates to the MDCT. 
Who is engaging those other than the required members? Are you engaging peers? 
IDN3 is starting to think like this. 

D. T. Jennison explained that we may want to think about how we can expand partner 
engagement to make your projects deeper through sharing care plans. The 
conversation with the MCOs revealed that everyone is doing shared care planning. 
How do we share these with each other, how are we building them together, how are 
we communicating about them with clients. We should come back together to keep 
at that conversation about shared care planning which includes for 80% of health 
outcomes those folks that are not paid by MCOs. This creates a challenge because 
there is no incentive for MCOs to pay folks who they are not contracted with but the 
outcomes for folks that are really complex rely on input and effort by folks not paid by 
MCOs. This is an opportunity because we have some good practice that folks are 
discovering across the state that maybe we could dig into a little better. 

E. Shared Care Planning varies from IDN to IDN. It might be helpful to discuss what this 
looks like in each region. 
Q: What engagement are the MDCTs having with the MCOs and their care 
managers? The MCOs are saying we want to be at the table when particular patients 
are discussed that are their members. What are the MCOs expectation? Partners are 
not calling MCOs until they need an approval for something.  

F. MSLC will take this back and articulate this into a topic for next month. ACTION 
ITEM 

G. W. Kennerson would like to see providers at the table. 
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H. T. Jennison stated that IDN6 includes provider partners each month at their Clinical 
Advisory meeting. 
 

VI. Technical Assistance Update 
 

There was no TA during the month of August. 
 

VII. Next Steps 
 

Next meeting is October 4, 2019 from 9-11AM. 


