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Dr. Mark Schaefer reviewed the meeting materials (see pg. 2 below), apologizing that a portion of the items were sent out the day of the meeting. DSS had made last minute revisions and council staff was unavailable to send them out until the morning of this meeting. DSS offered to convene an ad hoc meeting to discuss the PCMH reimbursement documentation prior to the Sept. 14th meeting to provide participants more time to review the PCMH reimbursement information. The Committee participants indicated that they wanted to hold the reimbursement discussion despite the materials being distributed just prior to the meeting.  

DSS will make every effort to distribute relevant materials in advance of the PCCM meetings.  Dr. Schaefer further indicated that the PCCM Committee will receive PCMH documentation at the same time that the Provider Advisory Group receives the same information and that this process would be followed going forward.  DSS will also verify council staff  availability when distributing materials going forward.

It was decided at the end of the meeting that upcoming meetings would include:

· Meryl Price has arranged a phone conference call August 23 from 1-2 PM to gather more input on Medicaid consumer needs and performance measures; subcommittee participants volunteered to participate in this call. 
· Meryl Price agreed to arrange a second call to obtain input on Glide Path and Standards.

· There was agreement for two September Subcommittee meetings to further discuss PCMH standards, ‘Glide Path’ and reimbursement methodology  

· Tuesday Sept 6, 2-4 PM  LOB Room 2B 
· Wednesday Sept 14, 10-12 noon  LOB Room 2B
Meeting participants were asked to offer input regarding important considerations for 1) Medicaid consumers, as compared to commercial plans for incorporating into the PCMH design and 2) measures that indicate PCMH success. 
Important considerations for Medicaid consumers in PCMH vs. commercial plan
  Committee members noted the following:
· EPSDT visits defined in CMS regulations require that clients are informed about the scope of these services, outreach is done for Medicaid clients and includes CMS specific reference such as ‘Bright futures’ for Medicaid children’s preventive care. (See CTVoices letter to DSS below). 
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· Process in place for ‘same day access’ for a PCP visit; a participant noted this reduced CHC, Inc.  ‘no-show’ rate from 40% to 10%.  A practitioner cautioned about indiscriminate use of open access mandatory time frames; for example offices may schedule well visits several months in advance to allow parents to arrange work schedules for the visit. 
· Member specialty care access availability and timely acceptance of PCP referrals. 
· Medicaid member access to timely & appropriate transportation services 
· Linguistic service availability for office visits and explanations about their health care system (health literacy).

· Availability of chronic disease educators (i.e. asthma, COPD, diabetes).

· Two-way communication with the PCP, coordinating multi-disciplinary services for special needs patients. 
· Member choice of a provider within the health delivery system.

· Ensure PCP involvement in chronic care transition management when a patient is transferred to another facility or to home/community-based services. 
· Care coordination should include linkage to community-based services, both medical and social needs and non-traditional services.  

Identify true measures of PCMH success:
Committee members comments included:
· Achieve nationally recognized disease management measures and use of evidenced based guidelines.

· Documentation of individualized treatment plan developed with patient/family

· PCP contact availability outside of office visits.

· Prenatal care measures associated with birth outcomes.

· ED visits – identify ambulatory sensitive care conditions seen in an ED. 

· Evidence of follow-up office visits

· Health equity

· Client satisfaction ratings.
PCMH – goals for Reimbursement (DRAFT)
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Steve Schramm of Optumas (DSS consultant) outlined the key PCMH reimbursement goals (1st doc slides, 2nd doc DRAFT PCMH reimbursement Goals and Objectives for discussion at this meeting).  Mr. Schramm noted that: 

· Reimbursement goals should match payment with provider risks (1st doc, Slide 3) that recognize:
· the added value provided by a PCMH practice
· The adoption of practice infrastructure such as health information technology, and resources for social/SES interventions noted in the above discussion points.
· (Slide 4) Payment structure should:
· Recognize the value of PCP/MH improved efficiencies associated with “real time “clinical data availability provided to PCPs to enable the PCP to manage a patient’s care.
· Reflect underlying case mix differences, by identifying risk profile and adjust payments accordingly. 
· Provide additional payments for a practice level quality performance achievement.
· Mr. Schramm and DSS reviewed a comparison of PCMH base reimbursement options (slide 5) including an example of a proposed PCMH reimbursement model, presented as a “Straw-Man” (slide 6) grid (details in 2nd doc above).
· DSS outlined proposed basic reimbursement components: (see page 1 of 2nd doc for detail)
· Participation payment is defined” as a concurrent payment for qualifying for and serving patients within the PCMH model that meet the model objectives” (Slide 6).  DSS “straw man” example shows the option that incorporates prospective add-on payment to FFS schedule for targeted evaluation and management codes and well visit codes. Prospective payments are based on service use by a member in a PCP’s patient panel. Mr. Schramm noted that DSS proposes that Participation Payments would represent 40% of total PCMH reimbursement
· Performance payment represents “a retrospective incentive payment for achieving quality goals established by DSS with input from stakeholders”.  In the draft proposal this would be applied to “all members who are retrospectively attributed to a PCMH provider as a retrospective Per Member Per Month (PMPM) payment based on achieving certain performance targets”.  Mr. Schramm noted that the PMPM performance payment will not be available to providers that qualify to participate in DSS PCMH Glide Path towards PCMH participation”. (pg 2-3 2nd doc).  DSS stated this PMPM performance payment will reward practice actions that will eventually result in measurable outcomes. 
DSS discussed their perspective of both models: 

· A Prospective PMPM (slide 5, 1st doc) offers providers a steady, predictable reimbursement component; however there are drawbacks to this in that either a 1915(b) waiver or 1932 option from CMS is required for prospective payments.  The PCMH program would be required to follow Medicaid ‘managed care’ rules which would limit DSS ability to reward providers with incentive payments (limited to 5% of the total PCMH payment).  Meeting participants indicated a desire to pursue a prospective PMPM option. 

Dr. Schaefer noted that the timeframe for approval for a waiver would put the Jan. 1, 2012 PCMH start date in jeopardy and use State Agency staff and financial resources toward administrative efforts instead of directing them toward program development efforts. 
Dr. Schaefer further noted that prospective PMPM payment require a Medicaid waiver that reduces PCMH program flexibility (i.e. establishing critical mass of enrollees, marketing practices, etc) and limits P4P dollar allocation.  
· DSS presented a proposed model that incorporates a retrospective Performance Payment to providers based on their ability to achieve quality goals.  In using this type of incentive payment, rather than a prospective PMPM payment, DSS could potentially avoid filing a waiver while discouraging practices from not accepting patients with complex care needs.  Such a system naturally incorporates a case-mix risk adjustment within a 6-10% variation and avoids payments for patients who are not receiving services from an assigned PCMH. The retrospective PMPM payments for practices that achieve quality measures would represent 60% of the overall dollars allocated to PCMHs.  

DSS noted the importance of determining provider opinion on the reimbursement method, largely to ensure provider participation and member access in this new program.  An analysis of the PCMH initiative after one year of operations will allow DSS to assess improved health outcomes vs. increased service use. 
A synopsis of Subcommittee participants’ comments regarding PCMH reimbursement goals and options included the following:
· In order to consider paying providers for outcomes, DSS needs to define and implement both  process and outcome measures. 

· DSS needs timely data submission in order to provide additional performance payments.  DSS noted that Medicaid FFS has a timely payment period of 365 days; DSS needs to consider reasonable modifications to this.  It was noted that multi-payer practices generally gear their billing cycles to the commercial payer timely filing range. 
· Need a Medicaid data set that will include "hierarchical care codes" (HCC) similar to the Medicare Advantage system and ensure there is a field for a Family/household identifier. 
· A payment structure should include provider/patient non face-to-face services (i.e. care coordination, email contact with patients, telephone time). 

· A national 2009 Medicaid provider survey showed that some states do reimburse for defined non-office site interventions.  

· Billing codes, set by CMS do include phone intervention: DSS will ascertain the potential for CMS approval for phone/email two-way patient/PCP communication (see addendum). 

· Reimbursement methodology also needs to be taken into consideration:

· Medicaid member “churning” (members cycling on and off Medicaid related to eligibility). DSS agreed this needs to be addressed, especially in relation to performance incentives.  Consider at what point a PCMH can be held accountable for care for a patient that has been in the practice for short time. 
· Member Choice in changing their PCMH: how is this taken into consideration in the various reimbursement options?
· Payment should include a process to reward PCP/PCMH participation in their patient’s transition of care to another site (i.e. hospital to rehab setting to home). 
· Ensure payment methodology does not incentivize over/under care utilization and/or patient selection based on complexity of health care needs. 
· A significant issue in the proposed “straw man’ model is the lack of predictability of provider reimbursement associated with prospective PMPM payments vs. retrospective PMPM.  It was also hypothesized that prospective enhanced FFS rates may incentivize overuse of services or up-grading of submitted CPT codes; neither of which would further program goals of improved quality of health care and health outcomes. 
DSS noted the concerns expressed about the model design and will consider these in review of the model with CMS for guidance regarding the application of Medicaid regulations to the draft proposed reimbursement options.  

Primary Care Attribution Flow Chart
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The left side of the flow chart indicates the process for those where the ‘usual source of care’ is identified; the right side reflects the proactive outreach process to connect the member to a usual source of care for those that do not have this identified.  
8-23-11 Addendum:  Dr. Schaefer emailed the SC regarding discussion with CMS on issues raised by the PCCM Subcommittee participants 8-18-11.
Dear PCCM Committee, 

I’m writing to provide an update on today’s call with the Medicaid State Technical Assistance Team (MSTAT).  For those of you new to the MSTAT, it is led by the Boston CMS regional director (Rich McGreal) and is staffed by a variety of individuals from the CMS Boston and Baltimore offices.   They are reviewing the various elements of the PCMH model that we are building…standards, glide path, attribution, reimbursement, etc.   They understand that the model is subject to change as we continue to work with stakeholders. 

Today’s call focused on reimbursement.   Their overall impression was that both elements of our draft model, fee schedule add on for participation, and performance payment based on attributed clients, should be approvable as a standard amendment to our existing state plan methods.  They noted special rules that may apply to FQHCs and hospital outpatient clinics.  For example, in the case of the latter, they note the significance of operating within upper payment limit requirements.  

Per the recommendation of the PCCM Committee, we discussed whether e-mail and phone communication with patients could be reimbursable on a fee-for-service basis.  They considered this coverage rather than a reimbursement question, so they will discuss with coverage experts and follow-up directly.   We think there may be ways of including this element within our performance payment if it is not separately reimbursable…and this approach may have other advantages as well.  

In our next call with the MSTAT, they will provide additional feedback on the draft model.  
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Via Email:  Mark.Schaefer@ct.gov 





July 13, 2011



Mark Schaefer, PhD

Director of Medical Care Administration

Department of Social Services

25 Sigourney Street, 11th Floor

Hartford, CT 06106



Re:  Alignment of EPSDT requirements and NCQA Patient-Centered Medical Home Standards



Dear Dr. Schaefer:



As you requested at last Friday’s meeting of the Medicaid Care Management Oversight Council, we have reviewed the 2011 National Committee on Quality Assurance (NCQA) standards for patient-centered medical homes (PCMH).  We are submitting for your consideration comments and recommendations for aligning these standards with federal requirements under the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) program.[footnoteRef:2] [2:  EPSDT mandates are  codified at 42 USC Secs. 1396a(a)(10)(A), 1396(a)(43), 1396d(a)(4)(B),  1396d(r). ] 




We would like to begin by commending the Department for moving aggressively, and we believe effectively, toward ensuring that all persons in the Medicaid program have access to timely coordinated health care, with high quality treatment and support for their individual health care needs.  The process has been open to key stakeholders and respectful of the expertise that they offer as the medical home initiative develops.  A robust network of medical home and health home options, supported by electronic information systems, quality improvement initiatives and performance evaluation, will go a long way toward improving health care for so many Connecticut residents who depend on Medicaid.  As the health care delivery system gets better, the benefits will accrue to individuals and to society in terms of reduced costs and improved overall health.



We believe that the PCMH standards can be enhanced to better serve the 300,000 children and youth in Connecticut’s Medicaid program.  The following comments and recommendations for better aligning PCMH with EPSDT are organized around the key components of the EPSDT program.



Informing and Outreach



Under EPSDT, the State of Connecticut has an affirmative obligation to ensure that children receive needed care.   Thus, the state (or its designee) must provide or arrange for EPSDT services. Under federal law, states must use a combination of written and oral methods to effectively inform eligible individuals about the benefits of preventive health care and the services available at no cost through EPSDT.  Additionally, the state must offer assistance with transportation and appointment scheduling prior to the time when periodic examinations are due.  Outreach and informing will help to establish families’ expectations for care and encourage utilization of the full scope of EPSDT benefits available to children in Medicaid.  



The PCMH standards do not entirely address this key component of EPSDT.  Outreach and informing should occur soon after Medicaid eligibility has been determined, perhaps prior to enrollment with a medical home, and at regular intervals thereafter.   PCMH standards require that practices inform enrolled patients and families about the role of the medical home (Element 1.E), but this requirement does not ensure that families are more generally informed about the importance of preventive care and the scope of their children’s coverage in the Medicaid program.  PCMH standards require that practices proactively remind families of preventive care services (e.g., well-child visits, pediatric screenings, immunizations) and follow-up with those who have not been seen recently (Element 2.D).    The practice is responsible for informing families that it will coordinate patient care across multiple settings (Element 1.E.).  Under EPSDT, practices must specifically offer assistance with scheduling transportation and appointments, including appointments with other health care providers.



Recommendation:  Define the informing and outreach requirements for medical homes, consistent with EPSDT, so that practices inform families about the availability of services (not just those available through the medical home), reach out to families whose children are due for care, and assist families whose children are in need of additional services or assistance.



Screening



Timely screening examinations are the foundation of the EPSDT program.  Medical screens must include 1) a comprehensive health and developmental history for both physical and mental health; 2) a comprehensive unclothed physical examination; 3) age-appropriate immunizations; 4) age- and risk-appropriate laboratory tests, including lead screening at 12 and 24 months of age; and 5) age-appropriate health education and anticipatory guidance.    Vision and hearing screens are key components of the EPSDT screening examination.  Nutritional assessment is also considered an essential service.  The EPSDT program requires dental services for maintenance of oral health and relief of pain and treatment of infection.  Timely screening exams must be offered at pre-determined, state-established intervals that meet the standards of pediatric medical and dental care specialists.  “Interperiodic screens” must be available for addressing acute care needs and health concerns that arise between comprehensive screening exams.  



The PCMH standards require that the practice conducts and documents comprehensive health assessments, including “age- and gender-appropriate immunizations and screenings” (Element 2.C).  The components of the screening and the intervals at which the screenings are delivered are not specified by NCQA, but adherence to professional guidelines is recommended.  Under EPSDT, the state must adopt a periodicity schedule based on professional guidelines, such as the American Academy of Pediatrics “Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents” and immunization recommendations from the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.   



The PCMH standards call for “coordinating patient care across multiple settings” (Element 1.E).  For all children and adolescents, oral health assessment and referral to dental care providers are key components of pediatric care and are required under EPSDT.  Children should be screened at intervals recommended by dental care professionals.  The American Academy of Pediatrics has issued guidelines for oral health supervision by primary care providers (“Bright Futures in Practice:  Oral Health”), to be delivered in the context of regularly scheduled health supervision visits.   Medical home providers have an important role in educating and screening children to ensure that they are receiving the oral health care they need.  



Recommendation:  Supplement PCMH standards and requirements with professional guidelines for timely, comprehensive preventive care, including oral health assessment and referral for dental care, consistent with EPSDT requirements for adoption of a periodicity schedule.  



Diagnostic and Treatment Services

 

Under EPSDT, covered services must include all mandatory and optional services that the state can cover under Medicaid, whether or not the services are covered for adults.   The standards for timely covered services require that coverage must be based on the needs of the individual child if the service is “necessary…to correct or ameliorate defects and physical and mental illnesses and conditions,” without arbitrary limits to the amount, scope or duration of services.  Under EPSDT, states can require prior authorization (as long as the process does not delay the delivery of needed care), place tentative limits on services (so long as there is a process for exceeding the limit when needed), require that services be provided most economically (as long as the less costly treatment is effective and does not unduly delay care), and exclude unsafe or experimental treatment.  Children with special needs are entitled to health and rehabilitative services that address chronic needs, disabilities, and mental health problems.  They are entitled to case management services that facilitate access to needed medical, social, educational and other services.   EPSDT ensures coverage for services that are not generally considered medical in nature if the service is medically necessary for a disabled child.   An example of this benefit is coverage for diapers for an older child with a medical condition that causes incontinence.  



The PCMH standards do not ensure that participating medical home providers necessarily know about EPSDT coverage for all medically necessary care for children in Medicaid.  Effective delivery of children’s health services in the Medicaid program depends in large part on the provider’s understanding of the needs of socially disadvantaged children and the breadth of services available to them in the Medicaid program.  



Recommendation:  Supplement PCMH standards with ongoing provider education and support for their advocacy on behalf of individual children who need special services.



    




Thank you in advance for your consideration of our comments and recommendations.  



Very truly yours,  				
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Mary Alice Lee, PhD			Sharon D. Langer , MEd , JD

Senior Policy Fellow			Senior Policy Fellow		

 (
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DRAFT FOR POLICY DISCUSSION as of August 17, 2011

TO BE INSERTED AS PART OF THE OVERALL INTRO, STANDARDS AND GLIDE PATH DOCUMENT PREVIOUSLY DISTRIBUTED.  

PCMH Reimbursement Goals and Objectives

Based on an ongoing process to obtain broad stakeholder input, DSS has formulated PCMH reimbursement goals and objectives.  DSS’s overall goal for PCMH reimbursement is to develop a person-centered system of health care delivery that appropriately incents PCPs to offer infrastructure, services and quality improvement efforts associated with the PCMH model.  Objectives are to:   

· Encourage providers to deliver (and consumers receive) the right service, in the right place, at the right time in a person-centered manner;

· Promote improved structure (e.g. payment based on level of performance) and outcomes.  This should recognize the value-added that providers offer by:

· Achieving measurable improvements in quality of care;

· Coordinating care within a practice and, across medical, behavioral and social service providers as well as community-based organizations; and,

· Developing and implementing health information technology strategies that promote coordination, improvement, and the ability to measure quality.

· Discourage providers from avoiding risk associated with patient needs by recognizing case mix differences in the population served by individual practices;

· Enable PCMH infrastructure development Promote efficiency across the health care system  including, but not limited to Ease of administration, simplest federal authority that does not consume unnecessary resources (e.g. waiver application);

· Require limited information systems changes; and,

· Compatibility with future models (e.g. Integrated Care Organizations (ICO)).

Reimbursement Components

To meet these overarching goals and objectives, DSS suggests a two-part PCMH reimbursement approach that incorporates:

· A “Participation Payment”, defined as a concurrent payment for qualifying for, and serving patients within, the PCMH model, which meet the objectives described above; and, 

· A “Performance Payment” that represents a retrospective incentive payment for achieving quality goals established by DSS with input from stakeholders. 



DSS intends to pay both Participation Payments and Performance Payments to those providers who meet DSS-defined PCMH standards (“Qualified Providers”) described above for consumers that are attributed to their practice.  

Participation Payment

For all DSS consumers including those who are prospectively attributed to a PCMH provider, and those who are not, DSS will pay a percentage increase above the Medicaid Fee Schedule for targeted evaluation and management (E&M) and well visit codes (“PCMH Fee Differential”).   Of the total PCMH reimbursement, the Participation Payment will be worth no more than 40% of the total PCMH reimbursement.

The PCMH Fee Differential will only be available to providers who qualify as a PCMH.  The amount of the differential will depend on the level of qualification.  The differential will also vary by provider type (i.e., physician practice, FQHC, hospital outpatient clinic).  As a percentage add-on to the fee schedule, the PCMH Participation Payment will be paid concurrently with service utilization and billing.  The Fee Differential has the advantage of adjusting for case-mix.  A practice that has 10,000 patients with one visit per year will receive the same reimbursement as a practice with 5,000 patients who require two visits per year.   

The amount of the PCMH Fee Differential will depend on the level of qualification (i.e., NCQA Level 2 vs. Level 3).  A portion of the percentage increase will also be available to providers that qualify to participate in DSS’ PCMH Glide Path towards full PCMH participation.  The DSS PCMH Glide Path is discussed in greater detail above.

A fee differential helps to subsidize the costs associated with operating as a PCMH.  However the fee differential does nothing to encourage better and more economic care.  For this reason, the majority of the PCMH funds will be dispersed through a performance payment.

Performance Payment

For all members who are retrospectively attributed to a PCMH provider, that PCMH provider will be eligible for a retrospective Per Member Per Month (PMPM) payment based on achieving certain performance targets.  The performance targets will focus on care experience, care process, quality, and outcomes.  Performance Payments will be risk-adjusted to adjust for the case-mix differences between and among the populations treated within the practice.



The PMPM performance payment will be available for individuals served by the PCMH, even if those individuals were not prospectively identified with the PCMH provider as their “Usual Source of Care.”   Of the total PCMH reimbursement, the performance payment will be worth at least 60% of the total reimbursement.



The Performance Payment will be based upon a PCMH successfully meeting pre-determined performance measures associated with an effective person-centered care delivery model.  The measurement period will be based on a calendar year and may be pro-rated based on the portion of the year that each patient is eligible.  The performance payment will not be available for individuals who were eligible for less than 9 months during the performance period.



The PMPM performance payment will not be available to providers that qualify to participate in DSS’ PCMH Glide Path towards PCMH participation.  The DSS PCMH Glide Path is discussed in greater detail above.



Attribution Part 1: Prospective Attribution of Individuals to Providers to Support Outreach, Engagement, and Care Management

To simplify and streamline administration of the new medical ASO program, DSS intends to utilize the same methodology to link individuals with a USC, whether that USC is a traditional PCP or a PCMH.  



For individuals already served by DSS, DSS will determine each individual’s Usual Source of Care (USC) based on a retrospective analysis of primary care service utilization.  For those individuals who are new to DSS or, those who have insufficient claims history, DSS will ask the consumer to select a USC.  For example, DSS will mail consumers a list of providers within their geographic area that are open and accepting new patients from which they can select a PCMH or other PCP as a USC.  When inviting patients to choose, the Department will identify each USC that is a qualified PCMH.



In either case, when a new or existing DSS consumer is linked to a PCMH, that provider will be designated as their USC and the patient will be attributed to the practice.  Such attribution will facilitate care delivery and reimbursement; both provider and consumer will be aware of the relationship so that care can be delivered, coordinated and improved.



Prospective Attribution

Below are the specific steps to establish a prospective attribution between individuals and a PCP or PCMH providers who will serve as the identified USC (see also Attachment 1, PCMH Attribution Flowchart).

Step 1 – When a person or family presents to DSS, DSS will examine its claims database to determine if a USC exists for that individual or the individual family members based on a “plurality of services”.

Step 2 – To determine if a USC exists based on utilization history, DSS will analyze prior utilization and employ a sophisticated algorithm that examines a combination of services used, setting, and physician billing codes.  Claims will determine whether individuals meet the minimum service volume that demonstrates a connection to a USC.  

Step 3 – If the minimum service volume is met, DSS will send a letter to the individual that names the provider as the USC.  If no USC exists, DSS will send a letter that requests that the individual select a USC. The letter will provide a list of PCPs including qualified PCMH providers in his or her geographic area who are open and accepting new patients.  Using that list, the individual can select a USC.  The letter will also encourage the individual to schedule an initial appointment with his or her chosen USC.

Step 4 – DSS will send (quarterly) rosters to all PCMH’s that list individuals that have been attributed to them.  This will allow the primary care providers to reach out and actively engage individuals and their families in improving their health.



Note that many individuals will remain unattributed to any PCP or PCMH provider; this is inevitable.  Also note that the above proposed solution balances stakeholder comments.   Some stakeholders argued that PCMH providers should be held accountable for an entire population of individuals, including those who were assigned to the provider by default.  Others argued that PCMH providers should be held accountable only for those who actively use the PCMH as their USC.  



DSS’s hybrid approach includes in a provider’s panel those individuals have actively used the PCMH as their USC, as well as some additional individuals who express the intent of using the PCMH provider as their USC going forward.  By including this second group of individuals who choose the PCMH but have yet to use them as their USC, there is some expectation that the PCMH will contact and attempt to engage those individuals in primary care, and will be accountable for their care. 



Attribution Part II: Retroactive Attribution of Individuals to Providers to Support Performance Measurement and Payments

The Performance Payment will be based on the PCMH provider’s performance in serving individuals who are attributed to the PCMH provider retroactively.   The use of a retroactive methodology helps ensure that PCMH providers are held accountable only for those individuals who actually used the provider as their USC or who intended for the provider to serve as their USC.



DSS will rerun the claims analysis as described in Part I, but with a focus on the performance year.   Individuals for whom the PCMH provider provided the plurality of services will be attributed to the provider’s population for the purpose of determining the Performance Incentive payment.  In addition, any individual who was assigned to the provider prospectively would continue to be assigned, so long as they did not meet the minimum service volume of another provider.   



It is likely that most individuals who were prospectively attributed as outlined in Attribution Part I will also be retrospectively attributed for the purpose of performance measurement.   However, there will be many exceptions.  Some of those identified in Attribution Part I will a) lose coverage under Medicaid, b) elect to use the services of a different USC, or c) request a change in USC.  These individuals would not be included in the provider’s Performance Management fee population for the purpose of performance measurement.  In addition, some individuals who were unattributed prospectively may, in the course of the measurement year, begin using the services of the PCMH provider.  In this case, they would likely be included in the provider’s performance population. 
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		Sample Reimbursement Model (Excel)

		



*





*









PCMH – Goals for Reimbursement

		Reimbursement – recognize the added value provided by a PCMH. Payment structure should:

		Reflect the value of person-centered care provided by providers and non-provider staff;

		Support adoption and use of health information technology for quality improvement;
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PCMH – Goals for Reimbursement

		Payment structure should (continued):

		Recognize the value of provider work associated with remote monitoring of clinical data using technology;

		Recognize case mix differences in the person population being treated within the practice; and

		Allow for additional payments for achieving measurable and continuous quality improvements.
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PCMH – Comparison of Base Reimbursement Options





*

		Participation PMPM		Percentage Add-on to FFS Schedule

		Attribution to PCP		Required and for a single PCP		Not required and can be for multiple providers

		Assignment to PCP		Required		Not required and can use current provider mix

		CMS Approval Process		1932 or 1915(b) Waiver
		Not required

		Incentives		Up to State		Up to State

		Administrative Transaction Costs		Significant		Minimal

		Predictability		High, based on enrollment		Low, based on service volume
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PCMH – Reimbursement ‘Straw-Man’





*

		

Key Component		Participation Payment:
Percentage Add-on to FFS Schedule		Performance Payment:

 PMPM

		Allocation of Costs		Meant to cover the portion of PCMH required expenses and activities associated with the Medicaid members in an average practice

		Attribution to PCP		Prospective based on utilization or identification		Retrospective based on utilization

		Payment Determination		% increase to a targeted set of codes		Pre-determined fixed PMPM amount as a ceiling

		Timing		Concurrent with service utilization		Retrospectively after measures compiled

		Target Relative Weight		<40%		>60%
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PCMH – Participation

Reimbursement Flowchart

		See Handout #1
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PCMH – Participation

Reimbursement Narrative

		See Handout #2
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