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                                                       Connecticut 


Medicaid Care Management Oversight Council

Primary Care Case Management Subcommittee
                                                                               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


Co-Chairs: Rep. Toni Walker & Rep. Michelle Cook
Meeting Summary: April 24, 2011
Next meeting: Friday May 20, 2011, 1-2:30 PM 

Attendees: Rep. Michelle Cook chaired the meeting, Dr. Mark Schaefer (DSS) attended. 
(Click icon below for participants’ sign sheet)
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Prior to the DSS reports, Rep. Cook stated she and Rep. Peter Tercyak met with the DSS Commissioner and then with Dr. Schaefer to discuss the Primary care case management (PCCM) program. From these conversations, Rep. Cook expressed confidence the Department intends to build on the PCCM program, not risking federal match dollars. The Commissioner understands the frustrations with the initial pilots and looks to the future growth of this model.
Review of Mercer PCCM evaluation plan
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At the March 2011 meeting Mercer reviewed the planned PCCM evaluation process: (Click icon for March 2011 meeting summary)
Given the planned Medicaid program changes (ASO, PCMH, Health Homes and Integrated Care Organizations) Mercer expects to provide information that directs future program development through the evaluation.  The SC agreed to email Dr. Schaefer comments on the Mercer evaluation (include Mercer PCCM review in subject line of email).
Update on Current HUSKY PCCM program
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(Page 1) Current status of HUSKY PC:  HUSKY PC is a choice for HUSKY members living in Windham, Waterbury and the Hartford & New Haven contiguous towns. Expansion to Putnam began in February 2011 after CMS approval of the waiver amendment; notices about HUSKY PC choice will be sent to clients in Putnam and surrounding areas in May. DSS will seek provider PCCM applications in Torrington the first week of May and expects to send notices in August to HUSKY members in that area. 
Discussion issues included:
· Current HUSKY PC enrollment process is by authorized unit (HOH & children) so the “family unit” is in the same choice model (MCOs– family has to enroll in the same plan).

· (Page 3) Enrollment vs. attribution of a member to a PC MH was discussed (no decisions regarding the new MH process at this time); 
· DSS was asked if this process could start with Torrington in August 2011 enrollment rather than Jan. 2012.  DSS said the agency is making changes in EMS (eligibility side) and MMIS (claims side) to accommodate a new process in Jan. 2012. 

· Since there are over 2000 non-plan choosers defaulted monthly by random assignment to MCOs that will cease operations as MCOs Dec. 31, 2011, it would be prudent to default current non-plan choosers into HUSKY PC areas.  Dr. Schaefer, who recommended this in July 2009, said decisions about this can be revisited, cautioning that such a default involves agency resources that are also needed to prepare for the program changes in Jan. 2012. A PCP said it is crucial that any enrollment process change not create disruption with a member’s PCP/regular source of care.
· Dr. Schaefer said the Medicaid environment is conducive to change: CT is moving in a different direction than other states (many moving back to MC) and CMS sees CT as the vanguard in system change.  The change presents certain challenges such as hospital/other provider payment under FFS schedule in a State Plan Amendment; the loss of waiver status complicates this.  DSS and the CT Hospital Association will work on this over the next several months and submit the results to CMS. 
· (Pages 2-4) DSS reviewed “new Medical Home program” that notes items raised by PCCM advocates in the past.  Discussion highlights included:
· Primary concern that DSS is ‘walking away’ from the existing PCCM (HUSKY PC) program.  Rep. Cook said DSS’s intent is to expand the existing program. 
· How can the State support the current HUSKY PCCM program with ~ 251 enrolled individual providers while working toward achieving new standards either in NCQA, hospital JACHO, etc?  Is the focus on name vs. the model? Need to recognize PCCM providers already enrolled, use their experience to build the program with new standards. 
· Mr. Toubman stated certain steps can be taken now to ‘reward” current PCCM providers: remove the FOI requirement (see page 4), give providers a form letter from DSS that they can give to their patients inviting them to choose HUSKY Primary Care now. 
·  DSS said the Subcommittee needs to identify the standards first then look at what currently is in place in PCCM and plan accordingly.  The Children/Youth with Special Needs Medical Home model will part of the plan. 
· DSS was asked why the RFP for the ASO identifies starting with 15 Medical Homes at first.  Dr. Schaefer said the RFP was written in a short time frame.  DSS would consider a broader expansion plan of PC Medical Homes (MHs): 30% of practices in 2012, 60% in 2013 and 100% of Medicaid practices as MHs by 2014.
· (Page 4) performance incentives may not be fully in place at the initiation of the new MH program.  DSS legal staff will review the applicability of the required Freedom of Information Act (FOI) transparency to HUSKY PC and the new person-centered medial home.
· Ellen Andrews raised several questions about the PC MH plan that included: the ASO temporary responsibility for care management, financial transparency in determining PC MH per member per month payment amounts (DSS suggested looking at Vermont’s tiered approach), compliance with Medical Home vs. Health Home that have diverse provider demands, health IT can be a barrier to a practice participating in MH.  Dr. Schaefer said these are all important points that need to be addressed through a Committee work group to reach consensus.  A consultant will work with DSS and the Committee on this.
· Mr. Toubman said Medicaid regulations don’t recognize federal reimbursement for a “medical home’ option: does recognize the 1) ACA Health Homes with 90% FMAP for two years, 2) targeted case management for specific groups and 3) PCCM.  DSS is working with CMS to determine this issue with the Governor’s approval for this distinct health purchasing approach.
· Comments can be sent to Dr. Schaefer via email after participants further review the materials – indicate topic in subject email.
Planning Overview – Medical home/health home/duals demonstration
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The planning document provides a broad overview of the processes for medical home (applied to all Medicaid populations under the ASO structure), health homes for chronically ill members with co-morbidities and an integrated care organization that manages care at the local level.  This could be an Accountable Care Organization (ACO) in time when the federal rules are finalized. 
· (page 5) DSS is restructuring the 11th floor to meet the challenges of the system changes.  DSS will contract for and monitor MH/HH operations, the DSS team will review the ASO contract-based performance, a rate setting unit for performance incentives noted to be labor intensive to build, a RN consultation team that will review care coordination provision and further training for a DSS quality team. 

·  Medicaid FFS system will be reviewed by Mercer, focusing first on the dual eligible risk profile. 
· The Medicaid Council ABD Subcommittee will be working with DSS, DMHAS and consultant on the planning process for the ICO. 

· (page 1):  Need to review provider payment methods used in other states, examine risk adjustment options.

· Identify standards that are appropriate for sub-populations.  

· Need time to decide if all this will be accomplished through a Medicaid State Plan amendment or a waiver. 

How to accomplish the work: this major system change requires consultative support to DSS and consumer and provider input. Participants stressed the SC’s role needs to be participatory in this process, rather than receiving DSS updates. DSS is open to discussion on he SC’s level of comfort in involvement in the level of planning details going forward.
· Mr. Holcomb offered to organize a pediatric IT work group since health IT has been identified as a barrier to small practices participation in the PCCM medical home model. Dr. Schaefer offered to discuss this with him and provide information to this work group on IT work being done in the State. 
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MERCER

Revised Strategy for PCCM Program Evaluation

The Connecticut Department of Social Services (DSS) had previously requested Mercer to
evaluate the PCCM program as it was piloted and exists today. However, recent innovative
program changes will result in implementation of a revised system of care that will utilize an
Administrative Services Only (ASO) model to change local service delivery that supports
emergence of medical home and integrated care organizations. To that end, Mercer
proposes changes to the PCCM evaluation model as depicted in the Table below.

Mercer understands that the new delivery model seeks to implement a health care model
that:

» Uses the person’s own experience as point of departure

= Strives to understand behaviors and symptoms from the perspective of the person

» Tailors care and treatment to each individual

»= Promotes both empowerment of the person and shared decision making

= [nvolves the person as an active, collaborative partner

= Strives to involve the person’s social network in his/her care

The original proposal utilized a consumer survey to evaluate satisfaction with the existing
PCCM program model and methods to obtain input regarding fidelity to the PCCM structural
and process requirements. Patient surveys will provide information about patients’
satisfaction with, and experience of care based on their current experience but it is difficult
to apply the information from patient satisfaction surveys to specific issues or questions
about future care delivery. With the current plan to implement the ASO model and
supporting the emergence of medical homes, the question becomes: what would be the best
method to elicit consumer, stakeholder and provider input in planning changes to affect the
quality of experience for patients and clinicians alike? The critical factor in successful
implementation of a medical home model centers on the provider capabilities to participate
in the network and actually implement practice transformation activities. Therefore Mercer
proposes changes in the evaluation methodology to focus more on provider input and
practice characteristics with consumer input solicited through qualitative techniques that will
focus on expectations that consumers have for services to empower their participation in

" decision-making and treatment and expectations of a practice that serves as their medical
home.

Mercer's proposed changes are based on expert opinions regarding methods in asking
consumer input in care delivery changes. Typically three methods are used to get the
information researchers and planners need for planning care delivery changes:

1. Point-of-care data gathering at the time of the visit

2. Patient and family focus groups

Services provided by Mercer Health & Benefits LLC. Consulting. Outsourcing. Investments.





Page 2

3. Patient and family walkthroughs or walkabouts 12

Based on the new developments and changes underway by DSS to implement an innovated
service delivery model that will move away from MCOs to an ASO model with a PCCM or
PCCM-like medical home network, Mercer proposes a revised PCCM evaluation as
described in the Table below.

Original Propdsed PCCM evaluation
strategy and methodology

Revised PCCM evaluation strategy
and methodology

Evaluation focus:

Current PCCM structure and processes

Member Satisfaction with PCCM
program

Barriers to member PCCM program
selection

Identify areas of strengths and

opportunities for the PCCM Program and -

develop recommendations to improve
the program

Evaluation focus:

Eliciting information to guide and direct
future program development and affect
strategic decision making related to
program implementation and operations
to support:

— Improved quality of care and care
experiences for members

— Change in local service delivery to
support emergence of medical
homes and integrated care
organizations.

The primary study questions:

What are the processes in place by
PCCMs to operationalize strategies to
achieve PCCM program goals?

What progre'ss has been made to meet -

PCCM program goals by DSS and
PCCMs? '

What are the barriers to meeting the
goals and reporting progress for
PCCMs?

How satisfied are consumers who are

| The primary study questions:

What are the practice characteristics in
place by PCCMs that facilitate patient
centered health care?

What is the gap between PCCM practice
characteristics and PCMH practice
characteristics?

What do stakeholders and consumers
want and expect from a medical home
practice?

' What are the important characteristics for

! Edgman-Levitan S, Shaller D, Mcinnes K et al. (eds.). The CAHPS Improvement Guide: Practical
Strategies for Improving the Patient Care Experience. Boston: Department of Health Care Policy,
Harvard Medical School; 2003.
2 Memorial Healthcare System. Patient- and Family-Centered Care Toolkit: Communicating and
Implementing Patient- and Family-Centered Care, A guide for MHS Leaders and

Managers.

Mercer
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Original Proposed PCCM evaluation
strategy and methodology

Revised PCCM evaluation strategy
and methodology

enrolled in PCCMs with the health care
experience?

What are the factors that influence
choice in the selection of PCCMs versus
MCOs by consumers enrolled in PCCMs
and consumers enrolied with MCOs?

baselines and future assessment of
consumer experiences that will reflect -
outcomes of the transition to the new
patient centered services delivery
model?

-What do providers need and expect in

order to complete practice transformation
to support a medical home or integrated
care model?

Study Methodology:

Completion of interviews with various. .
stakeholders involved in the PCCM pilot
including: providers, DSS staff, Provider
Advisory Committee members, Medicaid
Council Sub-Committee chairs and
program Advocates as identified by DSS.

PCCM member survey in PCCM county
locations using selected CAHPS items
with addition of questions regarding
reasons for selecting the PCCM
program.

Survey of MCO sample in same PCCM
county locations to using selected

CAPHs items with the addition of
questions regarding reasons for selecting '
the MCOs versus PCCM.

Study Methodology:

Completion of interviews with various
stakeholders involved in the PCCM pilot
including: DSS staff, Provider Advisory
Committee members, Medicaid Council
Sub-Committee chairs and program ’
advocates as identified by DSS.

Structured interviews with PCCM and
non-PCCM providers to solicit
information on current practice
characteristics and perceived need for
changes to implement a patient centered
medical home and eventual health home.

Focus group with PCCM members to
solicit input regarding most important
characteristics for consumers to
empower them to participate in their
health care and evaluate their health
care provider(s) concerning provision of

' patient centered care.

Focus group with MCO members to
solicit input regarding most important
characteristics for consumers to

"empower them to participate in their

health care and evaluate their health
care provider(s) concerning provision of
patient centered care.

Mercer
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Original Proposed PCCM evaluation
strategy and methodology

Revised PCCM evaluation strafegy
and methodology

Deliverables:
» Report.to:

- Evaluate PCCM program relative to
implementation of initial pilot PCCM
program goals through detailing
provider, stakeholder and consumer
input on satisfaction with the program
and ability to meet program goals

Deliverables:
= Report to:

~ Describe the practice characteristics
in place by PCCMs to facilitate
patient centered health care and gap
between PCCM practice
characteristics and PCMH practice
characteristics.

~ Detail stakeholders and consumer
expectations for patient centered
health care and health home practice
providers and gap between PCCM
practices and expectations for future
patient centered medical home
practices.

— Describe the important
characteristics for baseline and future
assessment of consumer ,
experiences that will reflect outcomes
of the transition to the new patient
centered services delivery model.

= Recommendations for baseline
assessment of eligible population pre-
implementation consumer experience
prior to implementation of the transition
to the ASO model that can be used to
assess outcomes of the ASO model
implementation to support emergence of
medical home and integrated care. DSS
may want to consider administering the
PCMH consumer satisfaction survey that
will be available the summer of 2011.

PCMH_Brochure_Fa
ct_Sheet_Final...

e:\connecticut\pcem independent assess\revised pcom eval strategy 4 25 11 (2).doc
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PCCM Committee Update – 4/29/11


Current Status of Program and Expansion

In the four towns where the HUSKY Primary Care program currently operates, we have 530 enrolled clients and about 251 enrolled individual practitioners.  Shortly after approval of the waiver amendment in February, we began the expansion to Putnam.  We received applications from 25 PCPs that practice at eight different locations.  We are now working with Day Kimball Hospital and other sites to enroll them into Medicaid and PCCM.  We intend to proceed with a notice to clients in Putnam and surrounding areas in May.  The notice will provide information about the HUSKY Primary Care program and provide them with instructions if they wish to disenroll from managed care and participate in HUSKY Primary Care.   

We intend to solicit applications for Torrington the first week in May.  The receipt of applications will coincide with the return of the HUSKY Primary Care project coordinator in June.  We should have a sufficient number of participating providers by August, at which time we can send a notice to members in the Torrington area.  

PCCM Committee Update – 4/29/11


New Medical Home Program

In May, we will begin to define the elements of the new person-centered medical home program that we will launch in January 2012.  We are in the process of negotiating a contract amendment with Optumas to facilitate program design meetings with a Provider Advisory Group and consultations with consumers.  These meetings are expected to begin the week of May 23rd and to continue through the summer, concluding by September.  This will be followed immediately by the issuance of an RFA.  

While it is highly likely that the new program will be a PCCM model, CMS has suggested that other options may emerge in the coming year. 


There are a number of ways that we expect the program may differ from the current PCCM program as follows:


1. Definitions and standards – The new program is likely to be based on an NCQA or similar nationally recognized medical home accreditation, with several levels.  The new program standards will need to take into consideration that the totality of the enrolled population is substantially different than HUSKY-enrolled families.  Person-centered medical homes will need to be responsive to the needs of the most medically frail individuals in Connecticut, including those who are elderly, with disability, or who have multiple chronic conditions, serious mental illnesses, or addictions.  Finally, the new standards will have to be reconciled with the standards under the Multi-payer Advanced Primary Care Program, a medical home partnership with the Office of the State Comptroller and the Department.  The Department committed to joining in this initiative in 2011, although participation has been delayed in light of the plan to phase out managed care. 


2. Definition of a provider – In the current program, a provider is an individual practitioner who may reside in a solo practice, group practice, FQHC or hospital outpatient clinic.  In the new program, we are considering whether a provider should be defined as an entity rather than a practitioner.  We believe this could simplify enrollment, requiring less administrative effort to track changes in an individual’s choice of practitioner.  A change of this sort may require modifications to EMS and MMIS, but will be simpler to administer over the longer term and it appropriately focuses accountability on the medical home rather than the individual practitioner. 


3. Capitation payment – PCCM providers have been paid a per-member/per-month (PMPM) capitation rate of $7.50 to provide care coordination services.  The new program will likely have multiple rates, adjusted to reflect the level of accreditation and possibly the risk rating of an enrolled member.  Optumas will undertake a market survey in order to provide the Department and the Provider Advisory Group with information to support the development of a new capitation rate structure that rewards higher standards and service to more complex or challenging members.  Unlike the current program, the new medical home program can assume the eventual participation of more than 550,000 Medicaid beneficiaries, which means that a lower payment may provide sufficient revenue to support coordination functions among providers, depending on the level of accreditation.  Higher fees may be reserved for providers with high accreditation or providers who have qualified for health home payments and who are serving individuals with multiple chronic conditions. 

4. Hospital inpatient rates – The Department will need to amend the Medicaid state plan to provide for a different payment methodology before substantially expanding program enrollment.  Services provided to medical home enrollees must be paid at Medicaid state plan rates, which, in the case of hospitals, means per discharge case rates.  An expansion of the program without altering the per discharge case rates would cost the state more than $140 million each year.   Planning to support a rebasing of hospital inpatient rates has begun, including discussions with the Connecticut Hospital Association, but likely will not be completed until late summer.  Once the plan is completed and approved by OPM, we will publish notice and submit to CMS, a process that typically takes at least 90 days. 

5. Enrollment vs. attribution – The process of assigning or attributing members to a person-centered medical home is one of the more interesting design considerations that will need to be addressed in the new program.  Currently, we pay contractor ACS to administer a PCCM enrollment process, as it has been done in managed care and PCCM programs for more than two decades.  Providers receive a PMPM payment for enrolled individuals.  These payments sometimes continue even when the individual no longer uses the provider as his or her usual source of care.  For example, Medicaid recipients, especially those who have never had an assigned primary care provider, will likely use multiple sources of care or the hospital emergency department.  Providers currently receive PCCM payments for individuals who may no longer be active in their care.  CMS has encouraged us to examine alternative methods such as those that have been adopted by Medicare for Accountable Care Organizations.  For example, the Department could forego active enrollment processes entirely and instead use passive attribution process in which an individual is attributed to a provider based on claims data that show that the individual is using a provider for routine outpatient care.  This would in some respects be similar to default enrollment.  Individuals would be defaulted into their usual source of care.  The automation of any process will require system changes in MMIS.  It is not clear whether EMS changes would be required.

6. Voluntary vs. mandatory – There has been much debate about freedom of choice versus mandatory assignment or lock-in to various provider entities, whether medical home, health home, or integrated care organization.  The current 1915(b) waiver is a mandatory waiver program, but with freedom of choice of managed care organization or PCCM provider.  Member restrictions, if any, will need to be considered in the design of the new program. 

7. Marketing – The Department’s financial ability to “market” the HUSKY Primary Care program should not be an issue in January 2012, as all members will receive information about the overall program.  Depending on the outcome of the discussion re: enrollment or attribution, it may be that medical homes will qualify for capitation payment for all or nearly all of the members that use them for their usual source of care.  

8. Marketing restrictions – The Department’s position on marketing restrictions will depend on the federal authority under which we implement the new medical home program and a review of any restrictions that might be applicable under such authority.  Under federal managed care rules, managed care and PCCM programs are subject to marketing restrictions to ensure, for example, that inappropriate ‘steering’ does not occur.   Advocates and providers have questioned the validity of the Department’s marketing restrictions contained in the PCCM provider agreements.  Our policies in this area will be reviewed.

9. Freedom of Information Act transparency – Objections have been raised about the applicability of Freedom of Information Act compliance requirements to PCCM provider contracts.   Although it does not appear that this has served as a barrier to provider participation (there are nearly half as many providers as members), is reviewing the applicability of this requirement to HUSKY Primary Care and to the new person-centered medical home program.  

10. Performance incentives – The measurement of performance, whether access, quality, satisfaction, or economy, and incentives for performance is an important aspect of the design of our medical home program.  Performance measurement will be part of a larger scope of work that we will undertake as part of the dual demonstration project.  Performance measurement probably will not be in place fully at the initiation of the new medical home program. 
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Health Care Restructuring

Planning Overview


		Category

		Description

		Tasks

		Responsible Entity and Source of Funds






		

		

		

		Medical Home

		Health Home

		Integrated Care Organization



		Definition and standards

		What are the requirements/


qualifications?

What will be the process for determining that an entity meets the requirements? 


How should individuals be attributed or enrolled? 

		· Facilitate stakeholder meetings

· Develop comparison documents and other reports to support strategic planning


· Focus discussion on key policy questions and summarize recommendations


· Develop additional requirements for special populations—pediatric, geriatric, disabled, etc. 




		Medical Home Project Consultant


Funding: TBD

		Duals Project Manager


Funding: Duals grant



		Payment method

		How will entities be paid? 

How will payments be risk adjusted and tiered based on level of qualification?


How will the payment be administered?

		· Estimate resource burden associated with MH/HH/ICO requirements

· Review and summarize PCCM and medical home payment rates and methods used in other states


· Examine risk-adjustment options


· Conduct financial analysis to project state administrative costs under various rate and phase-in assumptions

		Financial/actuarial consultantTBD


Funding: TBD

		Duals Project Manager


Mercer


Funding: Duals grant (primarily)



		Performance measurement

		How will performance be defined and measured?

How will targets or benchmarks be established? 

Can performance measurement incorporate meaningful use data from HIT incentives program?  

Who will be responsible for measurement of performance?

		· Facilitate stakeholder discussions


· Identify different domains for performance measurement


· Research and present existing measures within each domain


· Reduce and refine list of specific measures within each domain


· Compile new metric options for discussion based on stakeholder input and literature


· Finalize performance measurement set


· Develop technical specifications for each measure


· Establish “baseline” for evaluating quality outcomes post-implementation and as the basis for continual improvements in quality, access and efficiency




		Performance Measurement Consultant 


Funding: Duals grant 



		Incentive payments 

		How will incentive payments be linked to performance?  

How will incentive payments be administered?

		· Facilitate stakeholder discussions


· Research and present methods for incentive payment administration


· Finalize incentive payment algorithms 


· Develop contract structure and language that supports administration of incentive payments


· Define incentive payment requirements to support incentive payment operations through MMIS




		Medical Home Project Consultant


Funding: TBD

		Not applicable 



		Data integration, analysis, budget and savings projections



		Is integrated data valid? 

What are the chronic disease characteristics of the target populations?


What utilization and service patterns are expected to change with service delivery reforms?

		· Linkage of the distinct Medicaid and Medicare data sets into an integrated data set to facilitate the various analyses required

· Data validation and actuarial analyses.


· Various data analyses, initial risk adjustment reviews, and budget and savings projections related to the prospective implementation of this effort. 

		Not applicable

		Mercer

Funding: Duals grant 



		Risk-adjusted capitation rate setting to support global budgets


Gain-share distribution

		

		· Establish risk adjusted capitation rates for Medicare and Medicaid expenditures


· Compute statewide global budget and perform state/CMS gain share calculations


· Compute ICO specific global budgets and perform state/CMS gain share calculations




		Not applicable

		Actuarial Consultant: TBD


Funding: TBD



		Readiness assessment

/practice support

		

		· Survey statewide interest and preparation for medical home

· Develop protocol for assisting practices in completing a readiness assessment


· Track progress toward implementation


· Develop process to solicit and capture requests for practice support

· Provide practice support and coaching

		Medical Home Project Consultant


ASO?


Funding: TBD

		Not applicable



		Request for applications

		

		· Prepare RFAs to solicit qualified applicants, separate RFAs for medical home, health home, and ICOs

		Medical Home Project consultant


Funding: TBD

		Duals Project Manager


Funding: Duals grant



		Departmental oversight

		How should the Department be staffed and organized to oversee the initiatives

		· Functional analysis of department resources for programmatic and financial oversight


· Recommendations for adjustments in organization, staffing, or consultative resources

		Medical Home Project Consultant


Funding: TBD

		Duals Project Manager


Funding: Duals grant



		Implementation plan

		

		· Detailed project plan delineating tasks, dates, and personnel responsible

		Medical Home Project consultant


Funding: TBD

		Duals Project Manager


Funding: TBD



		Waiver/


state plan amendment/


demonstration application 

		

		· Completion of waiver or application


· Submission to legislature (as appropriate)


· Submission to CMS


· Response to questions


· Federal approval

		1915(a),(b) or 1932

Medical Home Project Consultant


Funding: TBD




		State plan amendment


Medical Home Project Consultant


Funding: TBD




		Demonstration application


Duals Project Manager


Actuary (TBD)


Funding: Duals grant (primarily)
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