PPP Redesign Leadership Group Meeting
Wednesday, June 8, 2005
Attendees

Wesley Ford, LADHS

Anne Robinson, LADHS 
Julia Hutchins, LADHS

Marcia Santos, LADHS

Mandy Johnson, CCALAC


Debra Ward, CCALAC

Carl Coan, Eisner Pediatric and Family Medical Center
Abbe Land, Los Angeles Free Clinic

Deb Farmer, Westside Family Health Center

Margie Martinez, Community Health Alliance of Pasadena
Information Exchanged

· The group reviewed recommendations from the Primary Care Subgroup, Eligibility Subgroup, and Traditional Partner Workgroup.  These recommendations are posted online under workgroup documents: http://ladhs.org/ambcare/pppworkgroup.htm
· The Leadership Group will meet four more times before concluding its business at the end of July.   The group will finalize recommendations on the rate structure (first) and then consider funding of the diabetes management program proposed by the Primary Care Subgroup for fiscal year 2006-07.

· The next workgroup meeting will be held on June 22 from 2-4:00pm at LADHS.

Comments on Subgroup Recommendations
1.  Eligibility Subgroup

· If a patient brings a completed ORSA form to a PPP, the agency should be able use the form to certify PPP eligibility – instead of having the patient fill out a COI.
· The Office of Ambulatory Care should set up another workgroup to figure out how to implement a PPP-specific version of the ORSA form that is more portable than the COI.

2.  Traditional Partner Workgroup
· The California Primary Care Association has not received funding to continue its disease collaborative efforts.  The only way a new agency can be trained in the chronic care model and receive necessary software for creating a disease registry is through the Bureau of Primary Health Care.  This is a competitive process that is not available to all interested agencies. 
· It is important to look at the continuum of disease management programs when considering the factors to use to determine eligibility for participation in the proposed diabetes management program.  Implementing the chronic care model of disease management is a significant hurdle that requires training and new infrastructure.   

· Patients with more than 20 visits per year are probably in need of specialty care.

3.  Primary Care

· Implementing a lump-sum payment for pharmaceuticals would be administratively challenging to monitor and track since agencies would have to show that the pharmaceuticals were used for PPP patients.

· Allowing PPPs to purchase drugs through the County’s agreement with Novation might not be that helpful to PPPs.  DHS should look at the potential savings on outpatient pharmaceuticals under Novation, because they may not be that significant.

· The Leadership Group had discussed implementing a pilot diabetes management program in fiscal year 2005-06, but this is no longer being considered.  Instead, DHS is recommending that the diabetes management program proposed by the Primary Care Subgroup be implemented on a pilot-basis in fiscal year 2006-07.

· Now that the one-time PPP disease management money has ended, some agencies have stopped collecting data.

· It is important that agencies have flexibility in how they use their PPP dollars.  PPPs should be able to move dollars from one area to another.

Rate Increase Discussion

· The previous PPP rate increase was 11 percent.
· A rate increase would reduce access to care (since fewer visits will be provided if overall program funding stays flat), it but would also decrease the amount of money an agency needed to raise per visit to make up the difference between reimbursement and cost.
· Increasing the rate would cause some agencies to run out of money, and close to new patients, earlier in the year.  Since agencies are obligated to cover visits for existing PPP patients even after their funds have expired, a rate increase may not make that big of a difference.  Agencies would just have higher costs at the end of the year.  
· Allowing clinics to implement a sliding-fee scale after spending their maximum allotment would help decrease back-end costs.
· It is important to think about the direction we want the program to go before making any incremental changes.
· Receiving PPP dollars as a block grant without strict visit requirements is the most preferable option.  This idea has been rejected in the past because of difficulties in monitoring.
· A differential rate for certain chronic conditions may make sense since these patients are more costly to treat.
· The rate could be set based on a percent of cost.
Next Steps
· Talk to County Council about whether agency obligations for past PPP patients continue at the start of a new contract cycle.
· Workgroup members should send Anne a list of pharmaceuticals that are most frequently used by their agency.
· Bring data on the frequency of visits for select chronic conditions and the amount of program dollars going towards the current case management fee.
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