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Connecticut

Medical Assistance Program 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: July 20, 2011
Next meeting: Sept. 14, 2011 @ 10 AM in LOB Room 2A.

Ad hoc Subcommittee August meeting date TBA
Welcome: Rep. Cook, Chair of the SC started the meeting by emphasizing the importance of the Subcommittee’s role in the development of the CT Person-Centered Medical Home (PCMH) model.  Upcoming meetings provide the opportunity for all interested stakeholders to give input into the process of this provider level model. Rep. Cook said it is important that anyone vested in this model development attend the meetings or submit questions, comments to DSS, the consultant and/or the Subcommittee.  DSS has made it their priority to obtain stakeholder input. 

DSS Consultant: Meryl Price
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Sources of PCMH Stakeholder input that includes (Slides 6-7): 
· Medicaid Council (Medical Assistance Program Oversight Council) 
· Consumer focus groups

· PCCM Subcommittee
· PCMH Provider Advisory & PCMH Pediatric workgroups
· Other stakeholders:  DSS will have a link with information on the processes on their website for viewing and comments.
DSS role is to take stakeholder input into consideration for a final PCMH model design. Dr. Schaefer (DSS) said DSS and the consultants will coalesce and analyze all the information from the above stakeholders’ input; this will create the basis of recommendations that DSS will use as a set of rules for PCMH initiative.  By the end of Oct. 2011 DSS will release a formal PCMH rule followed by public comment, similar to any DSS regulatory process.  
Subcommittee comments and Q&A:
· Consumer information from the focus groups will inform the PCMH development. 

· Clarify role of Subcommittee in PCMH development/rule process:  

· DSS compared this Sc’s role to that of the various BP OC Committees that make recommendations for the BP Oversight Council to vote on as formal Council recommendations to State agencies.  Councils are advisory in scope. This same process can be used for PCCM SC recommendations on PCMH to the legislative MAPOCO Oversight Council. (MAPCO subcommittees function in this manner at present). 
· Rep. Cook envisions this SC working thru details for recommendation to the Council. The responsibilities of the SC haven’t changed, but are refocused on the PCMH development and implementation process. 
· Participants view this as a positive process. The SC is an open meeting with an opportunity for input from multiple stakeholders including the advocacy community.  Meryl Price (DSS PCMH consultant) stated advocate involvement in the Subcommittee is important as there is limited time and resources for adding extra group meetings.
· Amy Galliard, Chair of the Women’s Health Subcommittee, said that SC is convening a BOGY Provider Work Group to address women’s health care in the system change. Dr. Schaefer was asked how this will have input into the system change.  Dr. Schaefer responded that Dr. DeFrancesco (Chief Medical Officer of Women’s Health CT a large multi- independent practice entity) will assist with the provider group process. DSS has looked at a performance measures approach for Medicaid perinatal care; launching such an initiative to improve birth outcomes could be parallel to PCMH initiative. DSS needs to identify regulations that define who can be a MH. Perhaps a reasonable approach is OBGYN performance initiatives, not necessarily OBGYN practices as a PCMH: however DSS will listen to these providers.  Recommendations from the provider group would be reviewed by the Subcommittee and brought to the MAPOC for consideration as recommendations to DSS. 
· (Slide 3) What is a reasonable “glide path” process? The Consultant has sent out a provider readiness survey that will identify practice status in having or planning to have in place PCMH standards and infrastructure. (more discussion below on glide path)
· Consumer information from the focus groups will inform the PCMH development as well. 
· Slides 8-22 provide an outline of the PCMH Standards (NCQA, TJC PCMH) criteria:  The goal is to have practice standards that are similar and that are manageable and recognizable by DSS. Ultimately standards need to be outcomes-focused (did care improve).  Practices differ in how care is organized and many providers do parts of what is in a PCMH standard and are doing a good job in providing care to their patients.  The overarching goal is to create a more uniformed approach as a ‘recognized’ PCMH practice. Need to articulate the importance of the recognition process. SC comments included the following: 
· Dr. Carbonari noted the variability among practices may create change barriers for some practices.  Dr.  Zavoski (DSS) commented that all of medicine is facing major changes that create anxiety in the provider community nationally. 

· In CT ~119 practices are PCMH recognized. Expectation that in 3-5 years most of the private insurers will be implementing PCMH. (Slide 14 shows national numbers). 
· One of the most important components of PCMH is establishing an electronic medical record (EMR) system; while not required, EMRs greatly help the quality monitoring within the practice and patient care coordination. 
· Slide 17 - comparison of two PCMH standards (NCQA vs. TJC).  Meryl Price requested a TJC crosswalk with NCQA standards; however this is difficult to do as the TJC PCMH recognition standard has just been released.  Another standard, AAAHC PCMH standard (slide 19) is also brand new and has a focus on ambulatory care.  While a broad cross walk with NCQA standards can be done, the AAAHC standard is not multi-payer compatible nor widely used at this time.
Subcommittee Q&A on standards:  

· Are hospitals using TJC recognition standards?  TJC accredits hospitals and their ambulatory care centers: this is different from the TJC PCMH recognition process. 
· Rose Stamilio (ST. Francis Hospital) noted that while federal Accountable Care Organization (ACO) requirements are not yet finalized, SFH is motivating practices to achieve Level 1 NCQA recognition now as part of the process to be prepared for ACO development. A majority of practices have one record/pt: some can share data with other practitioners but generally there is limited/no connection among providers.
· Why can’t providers choose the recognition standard they will use?  Mark Schaefer said the SC can make such a recommendation, but at this time no one has TJC PCMH recognition and we need to learn more about this standard.  The DSS PCMH regulation may not identify a specific recognition model. 
· Ellen Andrews commented that in the larger picture independent practices (IP) may not be prepared to make changes only for the Medicaid system and noted there are other recognition models such as (URAC). CT Health Policy is hosting a WEBINAR on this model August 1st (registration site was sent to the SC).
· Michael Corjulo stated that outcomes should be the driving force: not the particular standard.
· Dr. Zavoski said DSS also needs to work in partnership with DCF and DPH.

· (Slide 20) Glide path “Straw Man” proposal suggests partial reimbursement if a practice is meeting the work plan developed by practice/agreed to by DSS (payer). Subcommittee  discussion Glide Path time period that included the following points:
· Ellen Andrews expressed concerns about glide path stating it feels like solely a provider led process.  Dr. Schaefer reasoned 1) providers are critical to the process noting the CTBHP Enhanced Care Clinic (ECC) process was reviewed and approved by the BHPOC: ECCs have greatly improved access, 2) State Comptroller/Anthem have adopted a glide path process and 3) need to take into consideration PCCM practices resources/funds to achieve PCMH recognition. 
· Rivka Weiser (DSS) indicated that stakeholders’ and providers’ discussions of the value or goal of the “glide path” mentioned two different mechanisms: 1) financial support for practices, and/or 2) meaningful technical assistance in supporting practices to become PCMHs. While the current discussion focused on potential reimbursement, it will be important to determine which mechanisms and supports are most useful and effective. For example, the “glide path” and provider supports could involve targeted and meaningful technical assistance for PCMH practice transformation and recognition, and not necessarily direct cash payment.
· Dr. Carbonari said the approach takes into consideration the PCMH standard recognition costs that are significant to many practices, especially small practices. Infrastructure development and recognition level costs can be a barrier for practices that serve low reimbursed Medicaid patients.
· Mr. Toubman commented that the more than 250 PCCM enrolled providers need to be part of the process as special group.
·  Meryl Price observed 1) there seems to be SC consensus on using a Glide Path approach but will seek more input on this going forward and 2) SC seems to be leaning toward NCQA standard to start but DSS is NOT PRECLUDING OTHER STANDARDS. Further comments on these issues can be sent to the Consultant. DSS noted Medicaid-focus measures in recognition standards can come thru provider performance incentives (P4P initiatives) that DSS will be looking at in early fall 2011.
· (Slide 25) Reimbursement considerations include discourage practices in avoiding accepting ‘sick’ patients and enabling practice infrastructure development.  The PCMH goals need to consider ease of administration that involves MMIS system changes, determining role of enrollment broker, cost administering system, determine need for waiver, compatibility with other initiatives such as Health Homes and Integrated Care Organizations.  
· (Slides 27-31) reviews the various types of state PCMH reimbursement. DSS stated Subcommittee review of other state approaches, consideration of factors most significant in developing PCMH rates and determine what makes sense for Ct is very important.  The subcommittee extended the meeting to begin this discussion that will also be further discussed at the August 18th provider advisory work group meeting.  
DSS would like SC agreement on reimbursement  goals. Highlights of reimbursement model discussion included the following: 

· Dr. Schaefer described multiple reimbursement types for PCMH that could include PMPM base rate in addition to FFS and addition costs (i.e. DM educators) to meet milestones, performance.  State Comptroller’s approach is a base payment, % add-on and (P4P) initiatives. 

· Dr. Carbonari: PMPM base payments plus performance initiatives gives some predictability for PCPs; patient attribution to a designated PCMH will influence payment issues. Want to avoid a model that penalizes PCPs that care for Special needs patients. 

· Claude Holdcomb asked: if practice resources are inadequate to cover the costs of achieving PCMH recognition standards, will Medicaid patients lose their current PCP.  Meryl Price said regardless of a PCP’s PCMH status,  Medicaid patients can continue with their PCP. 
· Mark Schaefer voiced concern that a practice may choose not to provide services to more challenging patients that require more care coordination; Medicaid model design should not  encourage PCPs to avoid accepting the more complex need patients. NYS created different rates of reimburse by population (i.e. Family/ABD). CT goal is to design a reimbursement approach that mitigates adverse selection incentives.  

· Ellen Andrews commented it is important that payments are not risk adjusted solely by eligibility group:  for example one child’s asthma is successfully managed vs. the asthmatic child with high ED use require different PCP care management approaches.
· Mr. Corjulo: one measure is follow-up care after hospital admission that can reduce ED visits. 

· Mr. Toubman is concerned about “shared savings” approach and impact on access. Dr. Schaefer said this approach may be considered in the dual eligible ICO model, but DSS has not suggested “shared saving” in CT PCMH.  Meryl Price commented that shared saving models used in other states are associated with practice outcomes & client satisfaction ratings. 
. 
Dr. Schaefer said this discussion highlights the importance of carefully assessing the pro/con of a variety of funding elements in light of the fact that the FFS system will not be dismantled.  Consider what motivates practice change and the focus of that change (I.e. follow up visits vs. implementing a care management process).  Rather than have a disease management system drive the process, can look at a PCMH methodology that invests in outcome improvement (per Medicaid Council).  Subcommittee discussions will also need to include the member assignment process to a PCP/PCMH, need to identify the member’s PCP that is responsible for preventive care, acute care, etc., and consider the role of an enrollment broker in the new system.  Connection of a patient to a PCP practice is a complex process with known barriers, but the benefit is continuity of care with a PCP who can plan care with the patient/family. 
Next meeting:
Rep. Cook said it is clear what the SC’s role is as we look toward the  Sept 14th meeting  at 10 Am. 
· There was interest in an ‘ad hoc’ AUGUST meeting: DSS could send reimbursement materials in advance.  August date needs to be determined.  

· Meryl Price encouraged the SC members to invite others to the meetings:  questions/comments about the PCMH process can be sent to her via Email: meryl@healthpolicymatters.com  -reference PCMH in the email.
· The meeting handouts are on the MC website: www.cga.ct.gov/ph/medicaid, click on PPCM SC on the left.  
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PCCM Sub-Committee PCMH Update and Discussion
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Meeting Goals and Guidelines
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Meeting Agenda and Goals

		PCMH Stakeholder Process

		PCCM Sub-Committee role in PCMH planning

		Updates and input on PCMH development efforts

		PCMH Standards and NCQA Recognition

		Glide Path

		PCMH Reimbursement 

		Consumer Focus Groups
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Rules of the Road

		Agree to leave old baggage at the door

		Comments limited to two minutes per person 

		2nd opportunity to speak only after everyone has a first turn

		Stick to the topic at hand – no unrelated comments please
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PCMH Stakeholder Process 
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PCMH Stakeholder Input Process

		Very broad input from stakeholders:

		MCMOC

		Consumers (with involvement from advocates, community-based organizations, providers and MCOs)

		PCCM Sub-committee

		PCMH Provider Advisory Group

		PCMH Pediatric Workgroup

		Other stakeholder input 

		DSS will synthesize input and ultimately drive policy, program and reimbursement
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Stakeholder Input On Key Topics

		Underway…

		Standards for recognition

		Glide path for participation

		Special issues (e.g. pediatric practice)

		Provider survey

		Consumer input/focus groups

		Planned…

		Required provider supports

		Enrollment/Attribution (just starting)

		Reimbursement (just starting)
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PCMH Standards Update
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PCMH Standards Need to Be …

		Person-centered

		Data-driven

		Multi-payer compatible

		Easy to administer

		Outcomes-focused

		high-risk individuals 

		Structure, process and outcomes

		Reflective of best practices and a higher standard







*









NCQA PCMH Standards

		Primary care provider driven

		Offers practices a way of doing their work:

		Organizing care around patients

		Working in teams

		Coordinating and tracking care over time

		Build and improved upon over time 2008 => 2011 based on actual experience

		Focused on primary care

		Evidence-based with results that show that NCQA’s approach to PCMH improves quality and decreases cost
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NCQA PCMH Standards and Must-Pass Elements

		Standard		Must-pass Element

		Access and continuity		Access during office hours

		Identify and manage patient populations		Use data for population management

		Plan and manage care		Care management

		Provider self-care support		Support self-care process


		Track and coordinate care		Referral tracking and follow-up

		Measure and improve performance		Implement CQI



























Meryl (mp) - not sure this overhead is helpful -- didn't want to change the wording that NCQA uses on "Must Pass" elements
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NCQA PCMH Standards Strengths

		Provider and consumer driven

		Addresses elements noted desired by the Provider Advisory Group

		Most widely used set of PCMH standards available  (“PCMH Gold Standard”) 

		Tested and improved upon over time

		Selected by the Comptroller’s Office for State Employees

		Already used throughout Connecticut

		2011 standards are significantly more user-friendly than 2008 standards

		Significant thought for a pediatric population

		Application fees have come down significantly
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NCQA PCMH Standards Limitations



		Costly and time consuming to make improvements but…

		PCMH will likely be a “must-do” in the next 3-5 years as primary care evolves across insurers

		Investing in PCMH is a business decision

		Experts say thinking you are a Medical Home (if you are not formally recognized) is the first mistake

		Work to submit is significant

		Need to flexibly view and respond to standards – especially for pediatrics (e.g. wellness oriented based on how you read the standards)

		Some FQHCs have TJC (with PCMH add-on as an option) (but are willing to do NCQA process)
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PPC-PCMH Practices*

* As of 06/30/11

NUMBER OF PHYSICIANS IN RECOGNIZED PRACTICES

		1-2		3-7		8-9		10-19		20-50		50+		Total

		Level 1		334		300		35		47		9		0		725

		Level 2		39		46		2		5		3		0		95

		Level 3		513		708		127		163		53		4		1568

		Total		886		1054		164		215		65		4		2388
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* As of 06/30/11
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PCMH Levels 1, 2, 3 by Percentage
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Summary Data of Size vs. Level


			STATE			PPC-PCMH Level 1			PPC-PCMH Level 2			PPC-PCMH Level 3			Total Recognitions


			AK			1			0			1			2


			AL			8			0			9			17


			AR			0			0			2			2


			AZ			2			0			35			37


			CA			6			0			8			14


			CO			4			2			44			50


			CT			4			0			18			22


			DC			0			0			1			1									Level 1			Level 2			Level 3


			DE			2			0			0			2									30%			4%			66%


			FL			8			2			70			80


			GA			3			0			1			4


			HI			1			0			4			5


			IA			0			0			2			2


			ID			0			0			1			1


			IL			6			2			8			16


			IN			0			0			7			7


			KS			0			0			3			3


			KY			1			0			1			2


			LA			46			1			14			61


			MA			7			0			32			39


			MD			7			0			9			16


			ME			23			6			41			70


			MI			51			2			83			136


			MN			0			0			21			21


			MO			10			0			18			28


			MS			0			0			1			1


			MT			2			1			0			3


			NC			37			12			120			169


			NE			0			0			4			4


			NH			0			0			45			45


			NJ			39			3			19			61


			NM			17			0			0			17


			NV			1			1			0			2


			NY			184			33			402			619


			OH			22			5			47			74


			OK			1			1			0			2


			OR			6			0			0			6


			PA			80			15			181			276


			RI			43			1			27			71


			SC			1			1			25			27


			TN			43			0			3			46


			TX			19			1			92			112


			VA			2			1			30			33


			VT			10			2			26			38


			WA			15			0			31			46


			WI			4			1			72			77


			WV			9			2			10			21


			Total			725			95			1568			2388












The Joint Commission (TJC) PCMH Approach to Recognition

		Brand new as  of July 1, 2011: not yet tested

		TJC PCMH standards are an add-on to a process to accredit ambulatory care facilities 

		52 PCMH questions that are used in addition to the base accreditation process 

		Ambulatory care focused

		Available to already accredited Federally Qualified Health Centers (FQHC’s) including 8 in CT; also ambulatory care sites/centers

		The Bureau of Primary Care pays for both TJC and NCQA recognition for FQHCs

		4 FQHCs prefer JCAHO to NCQA but all would be willing to seek NCQA recognition according to CHCACT
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High-level Comparison of NCQA and TJC’s PCMH Standards

		Does on-site reviews by organization (not site)

		Does not require an EHR 

		Affects the providers’ ability to systematically and readily perform care processes and collect data on outcomes

		Is more focused on ambulatory operations and patient safety while NCQA is more focused on primary care and patient care delivery

		Is new and untested 

		Is not able to provide a detailed crosswalk of TJC and NCQA standards today

		A crosswalk may evolve over time
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High-level Comparison of NCQA and TJC’s PCMH Standards (cont)

		TJC goes on-site; NCQA is based on electronic submission

		TJC recognizes by organizations as a whole; NCQA recognizes by site

		Standards themselves differ; TJC believes they are “less  prescriptive” with different ways to come into compliance and that NCQA is more “detail-oriented”

		NCQA requires 25%, 50%.....JCAHO is frequency-based (e.g. 3/5 records indicate…)

		NCQA is considered the “gold-standard” in PCMH and is multi-payor compatible (e.g. MACPAC) where TJC has fairly limited use
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AAAHC PCMH Standards

		Also brand new

		Ambulatory care focus

		The organization is not able to provide a detailed crosswalk at this time

		Like TJC PCMH Standards:

		Standards are new and  unused

		Don’t affect significant numbers of providers (as far as we know)

		Not multi-payor compatible

		Not widely used
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PCMH Standards: “Straw Man” Proposed Glide  Path Approach

		Glide Path of 9-15 months to achieve full PCMH recognition and to contribute to start-up

		Partial payment once a practice has: 

		Demonstrated clear commitment to PCMH standards

		Work plan, milestones and a time line

		Agreement to meet milestones or lose payment going forward 
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PCMH Standards “Straw Man”



		Initially leaning toward NCQA Level 2 or Level 3 PCMH Recognition  

		2008 for those already certified

		2011 going forward

		Areas of focus for Medicaid through P4P

		But not within the recognition process

		Pediatric focus for those practices
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Pediatric Practice Issues

		Pediatric Advisory Group on Pedi issues

		Concerns that standards are more adult-oriented and “disease oriented”

		This is a matter of interpretation; major improvements for pediatrics in the 2011 (vs. 2008) version

		General issues for “smaller” practices

		Not all practices are familiar with PCMH or NCQA Standards

		Provider education re: PCMH and standards???

		Costs of operating as a PCMH are a concern (for many “small” practices – not just pediatrics)

		Recognition fees

		Costs associated with developing PCMH capabilities (e.g. Electronic Medical Record)

		Resources required to conduct care coordination
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PCMH Standards “Straw Man”

		Seeking input regarding:

		Use of NCQA recognition standards

		Use of other standards (TJC, AAAHC)

		Process

		Submission of documentation to NCQA only or, to DSS directly?

		Site visits? 

		Ongoing audits?

		Glide path

		Next up: Use of outcomes data to monitor PCMH 
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Introduction to PCMH Reimbursement Considerations
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Draft PCMH Reimbursement Goals

		Encourage the delivery of the right service in the right place at the right time

		Promote improved outcomes

		Discourage providers from avoiding risk associated with patient needs

		Promote payment based on level of performance (NCQA recognition “tiers”)

		Enable infrastructure development

		Develop an efficient system with available resources 
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Draft PCMH Reimbursement Goals

		Ease of administration

		Systems changes

		Enrollment broker

		Cost

		Avoiding filing a waiver

		Compatibility with future models (e.g. Health Home, ICO)
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PCMH Reimbursement

		Types of PCMH payment identified nationally:

		Start-up costs

		Targeted fee differential

		Ongoing payments for services provided

		Incentive payments (P4P)

		Shared savings payments



NOTE: DSS is analyzing/reviewing these reimbursement methods but has not yet developed a recommended design for payment at this time
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PCMH –Reimbursement Options





		PMPM		Percentage Add-on to FFS Schedule

		Assignment to PCP		Required		Not required

		Attribution to PCP		Not applicable		Required for performance incentive

		CMS Approval Process		High, required managed care state plan amendment or waiver, 1932 or 1915(b)		Low to moderate, simple state plan amendment 

		Incentives		Limited to 5% per CMS requirements		Up to State

		Administrative Transaction Costs		High, e.g. requires broker function		Low to moderate – still assessing

		Predictability		Moderate, clients can choose not to participate 		High, based on service volume

		Duals		May exclude		Must include
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PCMH Reimbursement

		Possible Analyses for Reimbursement

		Estimate of cost upgrades/infrastructure

		All depends on where you start!

		Actuarial analysis of services

		Rates in other pilots

		Priorities for outcomes, quality, utilization

		Adjustments by practice size, population/risk
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PMCH Reimbursement Examples

		State		Components		Comments

		VT		Payment based on NCQA point achievement with rates ranging from $1.68 pmpm to $2.39 pmpm		Community Health Teams provide services at $350,000 divided among payors

		NY		One-time  payment plus supplemental payments 
Risk adjustment up to $1.67 pmpm 
Bonus payments based on performance at up to $2.38 pmpm		Supplemental payment = $1.67

		NC		Base rates plus $2.50 pmpm for TANF and $5.00 pmpm for ABD		Regional networks compensated at $3.00 pmpm for TANF and $8.00 for ABD

		PA		$1.50 pmpm plus care management ranging from .60 to $7.00 pmpm		Payments will be decreased in 2012 by 15% to reflect shared savings and practice management support



























*









Reimbursement Input	

		What types of payments make the most sense given PCMH reimbursement goals?

		What factors are most significant in developing rates?
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Consumer Focus Group Update 
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PCMH Consumer Focus Groups

		Goal is to obtain unbiased input to inform the development of a truly “Person-Centered” Medical Home

		Incentives for participation:

		We need consumer opinions

		$25 gift card to Walmart

		Transportation to the focus group

		A meal/healthy snack

		Child care if necessary
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PCMH Focus Groups		

		Strategy

		Work with community partners to identify, outreach and recruit participants

		Transportation (and possibly random names of participants) from MCOs

		Participants do not have to share identifying information

		Spanish translation where feasible and necessary for some groups
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PCMH Consumer Focus Groups

		Population		Co-sponsor		Geographic Location 		Dates

		Young adults		DPH		Hartford		TBD

		Individuals with Disabilities		NAMI		TBD		TBD

		Pregnant women and young mothers		CHCACT		Bridgeport (with Spanish translation)		TBD

		(Parents of) Children with Special Health Care Needs  		NW Regional Medical Home Initiative
for Children and Youth with Special Health
Care Needs		Danbury		TBD

		General population		Mothers’ for Justice		New Haven

Willimantic		TBD

		General Population		CHCACT		Torrington		TBD
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PCMH Consumer Focus Groups (cont)

		Topics for input include:

		Current patterns of use

		Presence of a usual source of care

		Frequency of ED use

		Annual physicals or not? 

		Desired experience of care

		What do consumers value?

		Sense that staff at your doctor “know” you

		Sense of understanding and respect for background and culture
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PCMH Consumer Focus Groups (cont)

		Groups will run in late July and August

		Facilitator and note taker will be present

		Plans to audiotape the sessions

		HPM will produce a summary of each meeting and implications for PCMH planning and development early in September
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PCMH Consumer Focus Groups (cont)

		Comments? Suggestions?
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