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The meeting discussion was a continuation of previous discussion on the PCMH model with today’s focus on the proposed reimbursement model. In past meetings Dr. Schaefer stated the agency would take into consideration input from the DSS Provider Advisory work group, the PCCM committee that would make recommendations to the Medicaid Council regarding the PCMH practitioner level model operational and reimbursement components.  DSS stated the Medicaid Council as an oversight Council, would review the Subcommittee recommendations along with DSS proposal and either approve the plan with or with out further recommendations.
PCMH Reimbursement models (click on 1st icon for details)
Slide 3 outlines the calculation process for the reimbursement model detail in slides 4-11 for the prospective participation payment and Slides 12 – 14 outline the retrospective performance payments.  The calculations and proposed payment model is based on ADULT PCMH practices that is 100% Medicaid, assess what level of revenue is required for a model to achieve standard recognition (NCQA). 
Discussion points included:

· (slide 4) PCMH patient panel size: the PAG work group said the average patient panel size should be reduced from 3000 to 2000-2500 with the revenue decreased to $2.4M.  The revenue is the physician revenue per 1 FTE for a 5 practitioner practice.  PCCM SC suggested doing average weighted calculation for FQHC vs. small independent practice (IP) including a mean and mode.   
· PAG group opinioned the PCMH fixed cost estimate is too low: the SC suggested look at source and range of costs. EMR costs need to include lost revenue for staff training and transitional costs to electronic record.
· PCCM SC: is there an adjustment for low volume vs. high volume Medicaid  practices.  The PAG group also discussed varying payment by patient mix. 

· PAG said dollar amount is too high in variable cost not enough dollars in fixed cost.  
· Estimate is based on PCP/MD FTE, consider the model looks to the medical “team” (i.e. RN) in a practice that meet the operational activities for PCMH recognition.  Consultant said literature suggests 1 care coordinator for 250 patients: identify whole patient panel number (denominator) to those patient that meet criteria for care coordination. Even with a ‘team’ in place that handle care coordination activities for the PCP, the PCP loses patient time/revenue to work with the team.   
· PCCM participant: using a prospective PMPM payment in place of enhanced FFS would encourage more practices to become PCMH.  Slide 8-10  shows payment modeling. Enhanced FFS  code increment is for all E&M codes.  Care management /disease management services/referrals to certified educators would be part of the performance incentive, but the enhanced FFS rate up front could support the initial cost associated with this. In CTBHP care coordination is billed as $15/15 minute service: need care coordination/case management codes – would be conducive to EMR system.
· There remained strong provider support for an up front reimbursement through PMPM; a retrospective PMPM performance payment is untimely in meeting practice costs for systems to achieve the performance measures. 
·  The PAG work group position was allocating 80% of the reimbursement ‘up front’ and the balance of 20-25% as additional performance incentives and increasing the Glide path percentages.

Federal Authority: (click on 2nd icon): Dr. Schaefer reviewed the PCMH design considerations, CMS feedback and federal authority design comparison (see slides). The member attribution will be to a usual source of care/choice for a PCP  that may be a PCMH. It was noted that a waiver or 1932 option would allow and follow the proposed PCMH plan.                                    
Regardless of the authority for the program, Rep. Abercromie commented there is a need for Medicaid patient bill of rights, CGA can weigh in on involvement of the Committees of Cognizance role in approving a waiver vs. State Plan Amendment.  The Representative thanked DSS for the presentations and noted the focus needs to be directed first at short term accomplishments required by Jan. 1, 2012 and then evaluate what needs to be revised in the system.  Further discuss toward the short term goal at the Oct. meeting.
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Meeting Agenda

		PCMH Reimbursement Model – Hypothetical for Adult Medicaid Practice*

		PCMH Costs: Practice Revenues, Fixed/Variable Costs and Offsets, and Net Impact

		Allocation of Funds to Participation vs. Performance

		Payment Modeling: Participation and Performance Payment Illustrations

		Performance Payment Measures and Implementation

		Appendix: Potential PCMH Measures







* Not Appropriate for Pediatric, FQHCs, or Hospital Outpatient Clinics
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PCMH – Reimbursement Model

		Step 1: Determine Total Practice Revenues

		Step 2: Calculate PCMH Fixed Costs

		Step 3: Calculate PCMH Variable Costs/Offsets

		Step 4: Calculate PCMH Net Impact

		Step 5: Allocate Funds to Participation and Performance Payment Components



*

Note – All Figures Are Estimates for Discussion Purposes Only





*









PCMH Reimbursement Model

Step 1: Determine Total DSS Practice Revenues

*

Note – All Figures Are Estimates for Discussion Purposes Only

		Revenue Driver		Assumptions/Revenues

		Average Physician Group Size 		5

		Average Panel Size 		3,000 Patients

		Revenue associated with Primary Care Service Delivery		Approximately $4.5m
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PCMH Reimbursement Model

Step 2: Determine PCMH Fixed Costs

*

Note – All Figures Are Estimates for Discussion Purposes Only

		Start-up Items (Fixed)		Costs

		Start-up Amortized Over 3 Years		$8,333*

		Accreditation Costs and Training 		$15,000

		EMR One-Time Costs 		$10,000

		Total Start-Up Costs		$25,000

		*$25,000/3 = $8,333



























*









PCMH Reimbursement Model

Step 3: Determine PCMH Variable Costs

*

*5 Physicians @ $45,000 annual incremental cost  per Physician FTE

Note – All Figures Are Estimates for Discussion Purposes Only

		On-going Items (Variable)		Costs

		On-going Costs:		$405,000

		 Physician Costs 		$225,000*

		 Care Management 		$  80,000

		 Social Services and Support 		$100,000

		Less Variable Cost Offsets:		($100,000)

		 Reduced Filing and Support		    ($100,000)

		 Meaningful Use Payments		    ($???,???)































*









PCMH Reimbursement Model

Step 4: Determine Net PCMH Impact: Costs Less Offsets

*

Note – All Figures Are Estimates for Discussion Purposes Only

		Net Impact		Amount

		Total Revenues		$ 4.5M

		Total Costs		       $405,000

		 Total Offsets 		($100,000)

		 Net Impact		 $305,000

		Percentage Increase		7%
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Allocate % Increase to Participation and Performance 

		Step 5: Allocate Funds to Participation and Performance Payment Increments 

		Participation Payment:

		Model 50%, 90%, 100% of Net PCMH Impact

		Performance Payment:

		50% and 10% for Full Impact

		Additional Incentive Dollars in Excess of Full Impact



*

Note – All Figures Are Estimates for Discussion Purposes Only
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Codes Subject to Participation Fee Increment

		All services*

		Evaluation and Management Codes**

		Sick and well visits

		Other





*CT OSC/Anthem – 2% Add-on to All Services

** NY Medicaid – Fixed $ Add-on to E&M Services
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Payment Modeling



*

Note – All Figures Are Estimates for Discussion Purposes Only

		% PCMH Annual Costs Covered		Amount of Fee Schedule Add-on		% PCMH Annual Costs Covered		Performance
PMPM

		Fully Funded @ 100%

		50%		3.5%		50%		$0.90

		90%		6.3%		10%		$0.20

		100%		7.0%		0%		$0.00

		Full Funding Plus Incentive @ 125%

		50%		3.5%		75%		$1.30

		90%		6.3%		35%		$0.60

		100%		7.0%		25%		$0.45
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Participation Payment Illustration

*

Note – All Figures Are Estimates for Discussion Purposes Only

		Step		Amount		Comments 

		Fee-For-Service Add-on		3.5%*		Paid Concurrently on All Codes
and on all Primary Care Services Rendered by PCMH practice

		Attribute patients to the PCMH practice		N/A		Not Patient-Specific, instead Practice-Specific

		* Assumes 50% Participation Add-On and 50% Performance PMPM
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Performance Payment Illustration

*

Note – All Figures Are Estimates for Discussion Purposes Only

		Step		Amount		Comments 

		Per Member Per Month (PMPM)		$0.90*		Paid Retrospectively based on Meeting Certain Performance Incentives on those Patients Attributed to PCMH practice

		Attribute patients to the PCMH practice		Based on Actual Utilization		Patient-Specific

		* Assumes 50% Participation Add-On and 50% Performance PMPM
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Performance Payment:

Incentive Measures

		How many? Incentive payment measures vs. routine reporting

		What type?

		Process, outcome, utilization

		Self-management of chronic conditions

		Non visit-based patient communication

		Process to select and develop measures

		Timeline and agreed upon deliverable
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Performance Incentive Payment Illustration

*

Note – All Figures Are Estimates for Discussion Purposes Only

		Step		Amount		Comments 

		Measure performance to incentive payments		      $0.90		Assumes 50% Participation Add-on and 50% Performance PMPM

		Attribute patients to the PCMH practice		700 patients		Based on retrospective review of claims or patient ability to “vote with their feet”

		Multiply incentive payment dollars x # of patients x member months		The payment will be made based on the number of member months in the reporting period of one year 
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Potential PCMH Measures: Appendix

 Developmental screening for 9-12 mo, 24-30 month old

Don’t bother with pharyngitis (all at 99%)

Influenza should include everyone to discuss

Discuss adolescent behavioral screen

Lead screening – very politically dicey question with the provider community – providers nor the lead experts agree with this

What are the major issues and what do we want to address first (e.g. ED)

ED in peds

ED in adult and also inpatient 



In peds you’re only measuring 2  institutions anyway



Asthma is less of an issue than people think but you have to do it.  

Diabetes is appropriate- pick one or two of the four



Influenza in adults – we should think about

Eliminate cervical cancer – this is done by Obs. Also chlamydia the Obs are doing this.  Adol PCPs are more likely to do it with a urine screen



*





*











		Adult:

		Bruce Gould

		Rob Cushman

		Tom Agesta

		Keith Sunusas

		Alex

		Cliff

		Child



Ada Fenick

Lisa Honigfeld

Madu Mathur

Karen Dettmer
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Potential Incentive Measures

		Process
Measure		(Sample) Measurement Criteria		Care Coordination (tracked with “$0 Pay Claims”)

		Diabetes: HbA1c test		Member with diabetes (age 18-75) received 2 HbA1c tests at least 3 months apart during measurement year		Educate member on meaning of HbA1C, called member if HbA1C last done > 3 months ago.

		Diabetes: LDL-C test		Member with diabetes (age 18-75) received an LDL-C test during measurement year		Offer referral to nutritionist if HbA1C > 7

		Diabetes: Dilated Retinal Exam (DRE)		Member with diabetes (age 18-75) received an eye exam with an eye care professional during measurement year or the year prior to the measurement year		Educate member on importance of eye screening, called member if no eye exam in 2 years.

		Cardiovascular Conditions (CVC): LDL-C test 		Member with CVC (age 18-75) received an LDL-C test during measurement year		Educate member on meaning of LDL, called member if LDL last done > 12 months ago.

		Childhood and Adolescent Well Care: Well Care visits (OV)		Members age 3 to 5 & 11-18 who received a well care visit during the measurement year		Call to remind parents of exams and/or immunizations that are due.

		Testing for Pharyngitis:Group A streptococcus test, prescribed antibiotic		Members, age 2-18, who were diagnosed with pharyngitis or tonsillitis, prescribed an antibiotic and received a group A streptococcus test for an episode in the measurement year		"Care Guide" patient instructions  generated instructing member to contact physician if symptoms are not improving.
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Potential Incentive Measures

		Process
Measures		(Sample) Measurement Criteria		Care Coordination  (tracked with “$0 Pay Claims”)

		Use of Appropriate Medications for Asthma		The percentage of patients 5-50 years of age during the measurement year who were identified as having persistent asthma and were appropriately prescribed medication during the measurement year.		Educate patients to utilize medication appropriately and contact the PCMH if symptoms get worse

		Influenza Immunization for Patients 50 Years of or Older		Percentage of patients aged 50 years and older who received an influenza immunization during the flu season (September through February).		Outreach to patients to obtain an influenza vaccine.

		Breast Cancer Screening		The percentage of women 40-69 years of age who had a mammogram to screen for breast cancer.		Outreach to patients to obtain a mammogram for breast cancer screening

		Cervical Cancer Screening		The percentage of women 21-63 years of age who received one or more Pap tests to screen for cervical cancer.		Outreach to patients to obtain a cervical cancer screening

		Chlamydia Screening for Women		The percentage of women 15-24 years of age who were identified as sexually active and who had at least one test for Chlamydia during the measurement year.		Outreach to patients to obtain a Chlamydia screening test

		Adult Weight Screening and Follow-up		Percentage of patients aged 18 years and older with a calculated BMI in the past six months or during the current visit documented in the medical record AND if the most recent BMI is outside parameters, a follow-up plan is documented.		Educate patients on importance of weight management and self-care
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Potential Incentive Measures

		Outcome
Measures		(Sample) Measurement Criteria		Care Coordination  (tracked with “$0 Pay Claims”)

		Childhood and Adolescent immunizations:                                                               4 DTPs;                                                                                 3 Polios                                                                        1 MMR                                                                                                                    3 Hep Bs                                                                               3 Hibs,                                                                                                           1 VZV		Childhood:  Members who turned 2 during the measurement year and received all immunizations listed.                                Adolescents: Members who turned 13 during the measurement year and received all immunizations listed on or before their 13th birthday		Call to remind parents of exams and/or immunizations that are due.

		Diabetes: 
HbA1c levels
LDL-C levels 		HbA1c level below 7 within the measurement year
HbA1c level above 9 within the measurement year
LDL-C level below 100 within the measurement year
LDL-C level above 130 within the measurement year
		Educate member on meaning of HbA1C and LDL, offered nutritionist support.

		CVC/Diabetes depression screening (Chronic Diseases)		Members with CVC or diabetes who were screened for depression		Flag charts to ensure members are screened at time of visit, and if results in diagnosis ensure  treatment or referral, as recommended by PCP
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Potential Incentive Measures

		Outcome
Measures		(Sample) Measurement Criteria		Care Coordination  (tracked with “$0 Pay Claims”)

		Blood Pressure Control:  for patients with CVC disease 		Blood Pressure less 140/90		_________

		Hyperlipidemia: LDL  levels for patients with CVC disease                               		LDL level less than 100 		_________

		Blood Pressure Control:  for patients with Diabetes 
		Blood Pressure less 140/90		Offer two periodic blood pressure screenings during the measurement period  

		Other Measures		Measurement Criteria


		Chronic Illness/Disease Management (e.g. diabetes, asthma)		Offer educational content and review of self-management at office visits for individuals with chronic conditions

		Non-visit based communication (phone, e-mail)		Offer non-visit based follow-up from patient visits when necessary including care management activities and self-management support
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Potential Incentive Measures

		Other Measures		Measurement Criteria

		Electronic Medical Record		Used to manage patient documentation for at patients on a regular basis

		Emergency Department visits per 1000 		Reduction in potentially avoidable ED visits. Members  Birth to 17 and 18 years or older with an Emergency Room visit with a diagnosis indentified as avoidable. 

		Inpatient Admit Days per 1000 - Exclude Maternity, NICU, Peds and transplants		Reduction in potentially avoidable inpatient admissions. Members 18 years or older with an acute inpatient admission

		Readmission Days (within 30 days)  - Exclude  Maternity, NICU, Peds transplants		Reduction in potentially avoidable Readmissions. Members 18 years or older with an acute inpatient discharge during the measurement period 

		Smoking Cessation		Members 18 years of age and older who were current tobacco users, who were seen by a practitioner during the measurement year and who discussed or were recommended cessation methods or strategies.

		BMI		Patients 5-75 who had their body mass index (BMI) documented during an outpatient visit during the measurement year or year prior 

		Extended Care hours 		Increased Member access to covered services.

		Pharmacy		Generic Drug Utilization -generic drug prescribing rate, during the measurement period.


































*







Connecticut Department
of Social Services

Making a Difference







_1378197208.pdf









