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The meeting was a discussion of the enhanced fee-for-service reimbursement model that the Department of Social Services is pursuing for the Person Centered Medical Home Model being implemented by the Department.  Dr. Schaefer stated that it is a robust design that can be implemented by the January 1, 2012 target date.  DSS is willing to consider different reimbursement methodology as the program matures.   
Discussion points included:

· Advocates stated concerns that they were not given separate meetings with DSS to discuss the reimbursement methodology, while providers were allowed such meetings.  DSS stated that they were following the process that was created by the subcommittee. Advocates were able to meet with DSS Commissioner. 
· Concerns were raised that all the data, not just the averages, used for the incentive portion of the payments must be available.  That way, providers can use the data to target improvements.

· Measurement specifications for providers have not been detailed as of yet.

· Proprietary issues related to electronic health record software/systems may be a concern/challenge for an integrated system/network.  

· Concerns were raised that the rating system would result in many providers receiving the maximum incentive.  DSS replied that the rating system will be based on quartiles, so there will be graduated rewards.

· The payment methodology will be based on practices with 5 full time equivalent physicians.  This is the average size of current practices participating in the Medicaid program.  Concerns were raised that larger practices would not be eligible for start up grants.  DSS stated that as larger practices are more likely to have the necessary resources to transition to the new model, the finite state resources have to be targeted at the smaller practices.  The $25,000 start-up cost is unlikely to be the ultimate go / no-go decision point for a larger practice or academic institutions.  Start-up funds are the only funds which are practice size specific. 
· Medicaid fees for primary care will be increased under the federal health reform.   Fees that are currently 50% of the Medicare level for adults and approximately 80% of the Medicare level for children will be increased to 100% of the Medicare level.  This will hopefully incent more providers to participate in the Medicaid system.
· There were strong concerns that DSS did not pursue a per member, per month (PMPM) reimbursement methodology that had been strongly supported by the subcommittee.  Dr. Schaefer reiterated that DSS is open to changing the reimbursement methodology in the future, but felt that the enhanced fee-for-service model was best able to ensure a January 1, 2012 implementation. Concerns were raised that the per member per month methodology fees not always offer payment for the level of service provided for  client, especially those who have chronic care needs. 

· Questions were raised about the differing reimbursement levels for primary care providers vs. federally qualified health centers (FQHC’s).  It was explained that FQHC Medicaid reimbursement is based on encounters, rather than the fee-for-service system.   FQHC’s also have a larger percentage of their clients who are Medicaid enrollees.

· Concerns were raised that the system as presented did not have enough built in consumer protections.  DSS stated that other portions of the system, such as the Administrative Service Organization contract, will have more specific consumer protection provisions. A placeholder for consumer protections is in the model. 
· Concerns were raised that models implemented in other states were not being implemented in CT.  Response: level of analysis presented in presentation was a high level summary of the work done by the Department and its consultants.  Other states were contacted/reviewed.  The intent of reaching out to other states was to leverage the parts of their models which worked in the context of Connecticut.

· Next meeting is scheduled for December 14th, 10 -12 pm in the LOB, Rm. 2A

Recommendations: 

· Sheldon Toubman: 1) The subcommittee should endorse PMPM payment instead of enhanced fee for service at the outset, and 2) require input from advocates on all the necessary consumer protections to make that system work.
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Person-Centered Medical Home Initiative 

Frequently Asked Questions



Presentation to the Care Management Committee and Person Centered Medical Home Provider Advisory Committee 

November 2, 2011
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Frequently Asked Questions (FAQs)

1.  Why isn’t the Department using an enrollment approach to link individuals with the PCMH? Why isn’t the Department letting PCMH providers know in advance who their patients are?

		Broader solution to link all recipients to their PCP, not just those who are linked to a PCMH provider

		Same methodology for PCPs and PCMHs, more efficient and less confusing for recipients

		Combination of recipient choice and service history to assign recipients to a PCP

		Prospective assignment process so that PCPs are aware of who has been assigned to them to conduct outreach

		Monthly notification to PCPs of assignees 
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FAQs (cont)

Isn’t an enrollment process necessary to help ensure that patients know who their PCMH provider is and to help establish the PCMH/patient relationship?

		Methods for formalizing the PCP-patient relationship can and should be adopted by all PCPs, whether PCMH or otherwise

		Every provider should formalize a new patient’s participation in his or her practice and discuss mutual expectations including, but not limited to:

		What are the patient’s responsibilities?

		What are the responsibilities of the PCP?

		How will the patient and their PCP work together to help support health and wellness?

		The PCMH must establish and maintain a relationship with patients as part of the NCQA medical home standards; a state administered enrollment process would be redundant
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FAQs (cont)

3.a. Why isn’t the Department using a monthly PMPM payment for PCMH rather than a fee-schedule add-on? Don’t fee schedule add-ons promote utilization?

		The best evidence for improving quality and cost-effectiveness is observed in enhanced PCMH initiatives where pre-paid monthly fees are used to support care management for high- risk, high-need individuals

		The literature is not as conclusive re: value of PMPM payments for individuals with more routine needs

		A hybrid approach helps ensure that additional dollars support activities associated with advanced primary care

		The Department intends to introduce monthly PMPM payments for individuals with complex care needs later in 2012

		The Department will also examine this option for individuals with routine care needs
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FAQs (cont)

3b. What other factors influenced the Department’s decision to pursue the proposed PCMH fee schedule add-on during the first year of the PCMH program?

		A fee schedule add-on provides a simple, straightforward way to ensure that providers receive additional up front dollars to support PCMH development

		A monthly PMPM payment would require a PCCM waiver or state plan option, which would be difficult to undertake within available resources in the allotted timeframe

		The Department’s Integrated Care Organization (ICO) initiative may also require a waiver; pursuing a single waiver that addresses all of the service delivery and purchasing reforms will be more efficient – including PCMH and any changes to the PCMH design going forward
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FAQs (cont)

3b. What other factors influenced the Department’s decision to pursue the proposed PCMH fee schedule add-on during the first year of the PCMH program?

		More burdensome and costly to administer

		Problems with ensuring that the payments follow the patient when they decide to go somewhere else for care

		Fee-add on offers the benefit of risk adjustment by simply reimbursing practices in proportion to their visit volume, rather than by the number of patients seen

		Starting with a fee add-on allows more time to develop additional  appropriate risk adjustment approaches that could be used to adjust monthly payments
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FAQs (cont)

3.b. What other factors influenced the Department’s decision to pursue the proposed PCMH fee schedule add-on during the first year of the PCMH program? (cont)

		By avoiding the introduction of an enrollment process early in 2012, the Department and its stakeholders keep their options open for creating a common enrollment approach that is applicable to both the PCMH and Integrated Care Organization (ICO)/Health Home programs

		A fee schedule add-on ensures adequate funding to support practices without worrying about sufficient PCMH enrollment

		An enrollment approach leaves a practice vulnerable to insufficient enrollment and thus, insufficient funds to build infrastructure
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FAQs (cont)

3.b. What other factors influenced the Department’s decision to pursue the proposed PCMH fee schedule add-on during the first year of the PCMH program? (cont)

		It isn’t clear whether CMS would support a monthly payment for practices on the Glide Path, i.e., those practices that are not yet providing PCMH services

		The fee schedule enhancement is consistent with the model used by the Office of the State Comptroller to launch its PCMH program for state employees

		The Department’s approach is multi-payer compatible within Connecticut

		The Department is prepared to revise the methodology and intends to do so if necessary to ensure compatibility with other Connecticut payers
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FAQs (cont)

Why isn’t the Department allowing FFS reimbursement for care coordination, phone/e-mail communication and disease education?

		Costs associated with these activities are included in fee schedule add-on and performance payments

		Neither a fee add-on nor a monthly payment ensures that these activities will happen….

		The Department will require PCMH practices to demonstrate these activities in the first year of PCMH participation  

		Although the Department could reimburse for these costs on the physician fee schedule, such an approach would create some exposure for growth or cost inflation over time
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FAQs (cont)

5.   Why not delay it to get it right?

		As designed, the proposed PCMH model reasonably balances different considerations while offering: 

		Immediate support to PCMH recognized providers

		Rewards to PCMH providers for offering better value to recipients and the Department

		The opportunity to get service delivery reforms underway

		The opportunity for the state to gain valuable experience
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FAQs (cont)

5.   Why not delay it to get it right?

		Establishes PCMH platform before introducing second stage service delivery reforms, i.e., ICO/health home demonstration

		Second stage reforms must be implemented by December 2012

		PCMH is vehicle for Department’s $10M smoking cessation incentive grant

		Partnership with Yale EPH and Hispanic Health Council

		Four year evaluation, each year is a separate study condition

		Evaluation requires adequate number of participants each year of the study

		







*







Connecticut Department
of Social Services

Making a Difference







_1381835442.ppt


Person-Centered Medical Home Initiative 

Model Summary
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PCMH Standards for Participation		



		National Committee for Quality Assurance (NCQA) Recognition required:

		Level 2 or 3

		2008 or 2011 (with 2011 going forward)

		Additional DSS PCMH participation requirements:

		Federal EPSDT requirements

		Smoking cessation incentive program

		Efforts to decrease racial and ethnic disparities among consumers

		Consumer protections (PCMH and ASO)





		



PCMH Model Summary                 November 2, 2011



PCMH Model Summary                 November 2, 2011



*









Agenda

		Stakeholder Input Process

		Standards for Participation

		Glide Path Approach

		Performance Measurement

		Reimbursement Model

		Hybrid Reimbursement Model Overview

		Glide Path and Start-up Payments

		Participation Payments

		Performance Payments

		Appendix A: PCMH Inputs

		Appendix B: PCMH Measures





PCMH Model Summary                 November 2, 2011



PCMH Model Summary                 November 2, 2011



*









Proposed PCMH Glide Path Approach

		Method to support PCMH development efforts

		Three “phases” of the Glide Path 

		Goal is to support practices over time based on actual NCQA development, application and review process

		Equal payment increment over phases of the glide path

		Increment will cease if a practice fails to advance to the next phase
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Proposed PCMH Glide Path Approach (cont)

		All Glide Path practice sites must:

		Submit a gap analysis to achieve PCMH

		Develop a detailed work plan based on gap analysis

		Comply with requirements (consistent with MU and NCQA process) to meet timeframes:

		PCMH Phase 1 Glide Path – no more than 6 mos.

		PCMH Phase 2 Glide Path – no more than 6 mos.

		PCMH Phase 3 Glide Path – no more than 6 mos.

		Opportunity for 6 month extension total

		Total Glide Path timeframe not to exceed 24 months
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General Performance Measurement Proposal Elements

		“Triple-Aim”:

		Enhance the health of individuals 

		Enhance the health of populations and

		Control the cost of care

		Measure and reward performance across a range of domains for both:

		Participation 

		Ongoing improvement
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General Performance Measurement Proposal Elements

		Move from process to outcomes

		Year 1: 

		claims-based measures plus submit EHR data necessary to support year 2 measures and to demonstrate phone/e-mail, care coordination, disease education

		PCMH CAHPS (in its entirety) as a key measurement domain

		Year 2: performance payments based on both claims-based measures and outcomes (plus PCMH CAHPS)
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General Performance Measurement Proposal Elements

		Move from process to outcomes

		Year 3: review all measures with gradual movement toward increased EHR submission (plus PCMH CAHPS)
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General Performance Measurement: Proposal Rationale  

		Proposed criteria for the selection of measures:

		Relevance to consumers, improved experience and improved health

		Relevance to PCMH and improved quality 

		Basis in evidence 

		Minimize or manage the burden on providers and the State to collect data

		Actionable for improvement
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General Performance Measurement Proposal Elements

		Select a reasonable number of measures that DSS would track for the purpose of improving quality, monitoring performance and making incentive payments

		Survey feedback indicated 7-10

		Additional reporting measures tracked by:

		The ASO

		Within PCMH EMRs over time
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PCMH Reimbursement Model

 

PCMH Model Summary                 November 2, 2011



PCMH Model Summary                 November 2, 2011



*









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 Dollars to Hybrid Reimbursement Components



Note – All Figures Are Estimates for Discussion Purposes Only
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PCMH Reimbursement Model

Step 1: Determine Total DSS Practice Revenues – Adult PCMH

Note – All Figures Are Estimates for Discussion Purposes Only
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		Revenue Driver		Assumptions/Revenues

		Average Physician Group Size 		5

		Average Panel Size 		2,000 Patients

		Revenue associated with Primary Care Service Delivery		Approximately $2.4m
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PCMH Reimbursement Model

Step 2: Determine Adult PCMH Fixed Costs

Note – All Figures Are Estimates for Discussion Purposes Only
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		Start-up Items (Fixed)		Costs

		Start-up Amortized Over 3 Years		$25,000*

		Accreditation Costs and Training 		$30,000

		EMR One-Time Costs 		$45,000

		Total Start-Up Costs		$75,000

		*$75,000/3 = $25,000
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EHR and PCMH Cost Splits
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		EHR  Start-up		EHR On-going

		EMR Planning and Selection
Hardware – Initial/Upgrades
Software/License – Initial/Upgrades
Incremental Staffing – Temporary
Training – Existing Staff
Infrastructure – Misc space/other
EMR – Implementation expenses		Annual Maintenance
Field Engineering
Licenses – Upgrades
Hardware/IT – Replacement
Thru-put Capacity – Expansion
IT Consulting     
Financing Costs

		PCMH Start-up		PCMH On-Going

		PCMH Planning
NCQA – Consultation and fees
Physician Training – Initial/Monthly
Staff Training – Initial/Monthly
Patient Reminder Process
Automated Scheduling Process		On-going PCMH Eval/Improvement
Care Coordination/Integration
Social Services Integration
Physician Non-visit interaction
Patient-Centered Team Meetings
Annual Practice Training
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PCMH Reimbursement Model

Step 3: Determine Adult PCMH Variable Costs

*5 Physicians @ $40,000 per Physician FTE

Note – All Figures Are Estimates for Discussion Purposes Only
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		On-going Items (Variable)		Costs

		On-going Costs:		$440,000

		  Physician Costs 		$200,000*

		  Annual IT/EMR Maintenance		$  25,000

		 Care Management 		$  95,000

		 Social Services and Support 		$120,000

		Less Variable Cost Offsets:		($140,000)

		 Meaningful Use Payments		      ($50,000)

		 Reduced Filing and Support		      ($90,000)
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PCMH Reimbursement Model

Step 4. Net PCMH Impact: Adult Pediatric

Note – All Figures Are Estimates for Discussion Purposes Only
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		Net Impact		Amount

		Total Revenues		$2.4M

		Total Costs		       $465,000

		 Total Offsets 		($140,000)

		 Net Impact		 $325,000

		Percentage Medicaid Share
Total $Medicaid Share		30%
$97,500
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PCMH Reimbursement Model

Step 5. Allocate $ to Hybrid Components
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		Component		Type/Basis for Reimbursement

		Glide Path Start-up Payments		Lump-sum payments paid prospectively to assist with initial investment

		Participation Payments		FFS Add-on paid concurrently to assist with on-going PCMH costs

		Performance Incentive Payments		PMPM payments paid retrospectively for certain quality and outcome targets

		Performance Improvement Payments		PMPM payments paid retrospectively for improvement over past targets 
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PCMH Glide Path – Start-up

		Enhanced reimbursement for practices or clinics that begin practice transformation

		Quarterly or semi-annual RFA for new practices

		Successful applicants will receive: 

		Additional reimbursement associated with preparation for NCQA recognition and EHR adoption

		24 months to achieve full NCQA recognition 

		Practice support from UCONN BMI and Medical ASO

		Available to independent practices only 
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PCMH Glide Path – Start-up

		Most independent practices have 5 or fewer physicians and limited resources to invest in PCMH

		Supplemental infrastructure payments proposed for independent practices only

		From $13,000 to $25,000 per practice 

		Three installments, one for each phase of glide path

		Refunded if PCMH qualification is not achieved within the agreed upon Glide Path timeline

		Supplemental infrastructure is not available to FQHCs or hospital outpatient departments
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PCMH Glide Path - Start-up
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		Practice Size		Phase 1		Phase 2		Phase 3		Total

		1		$4,300		$4,300		$4,400		$13,000

		2		$5,300		$5,300		$5,400		$16,000

		3		$6,300		$6,300		$6,400		$19,000

		4		$7,300		$7,300		$7,400		$22,000

		5		$8,300		$8,300		$8,400		$25,000

		5+
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Participation Payment

		Fee-for-Service Add-on to selected Primary Care Codes

		All individuals seen by primary care providers within PCMH practices will have services paid with add-on

		Add-on amount varies by

		Certification - Glide Path, Level 2, and Level 3

		Setting - Adult, Pediatric, FQHC, Hospital Clinic 



See Reimbursement Summary exhibit for more detail on reimbursement
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Codes Subject to Participation Fee Increment

		Evaluation and Management Codes*

		Sick and well visits

		Codes TBD 

		See attached PCMH Participation Fee Increment Code Table





* Final Code Set TBD
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Performance Payments







		Payment will be calculated (and risk-adjusted) separately:

		For each measure

		For each providers’ performance

		Paid in the aggregate to the practice

		Risk adjusted PMPM performance payments





See Performance Payment exhibit for more detail on reimbursement
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Proposed Performance Incentive  Payment  Methodology

		Pay individually by measure

		Bring increased focus and attention to each measure, results and room for improvement

		Pay performance incentives for each measure based on relative targets for 50% of the total incentive pool

		50th – 75th percentile => 50% of possible incentive

		75th – 90th percentile => 75% of possible incentive

		90th – 100th percentile => 100% of possible incentive
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Proposed Improvement Incentive Payment Methodology

		Pay improvement incentives for each measure based on relative targets for the remaining 50% of the total incentive pool

		5% improvement over prior year results => 



	50% of possible improvement incentive payment

		10% improvement over prior year results => 



	75% of possible improvement incentive payment 

		90th – 100th percentile => 100% of possible improvement incentive payment
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Appendix	A: PCMH Inputs
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PCMH CT Stakeholder Feedback Highlights
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		Constituency/Stakeholders 		PCMH Input Meetings		# of meetings/contacts

		Medical Assistance Provider Oversight Council (MAPOC)		Monthly meetings from January through November		11 (Major to minor agenda item with 2 near full meetings on PCMH)

		Primary Care Case Management (PCCM) Sub-committee of the MAPOC		Monthly meetings from March through October		8 (Major to minor agenda item with several full meetings on PCMH)

		DSS PCMH Provider Advisory Group (PAG)		Monthly meetings June through October 		5 Meetings

		PCCM and PAG Performance Measurement Involvement		Multiple conference calls and e-mails
Electronic survey regarding PCMH Performance Measures		4 Conference Calls
E-mails: > 50 on substantive issues
26 survey respondents

		PCCM and PAG PCMH Glide Involvement		Conference calls		1 Conference Call
2 input meetings
Numerous  e-mails

		PCMH Pediatric Provider Workgroup (sponsored by the Child Health Development Institute)		Meetings held in June, July and October 		3 group meetings with representative pediatricians. Glide Path and provider supports
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PCMH CT Stakeholder Feedback Highlights
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		Constituency/Stakeholder Group		Nature of Input

		Six  consumer focus groups of 8-10 recipients/group (HUSKY A&B, Charter Oak and MLIA recipients):
 General Medicaid (Rural and Urban)
 Pregnant women and mothers’ of newborns (with                     Spanish translation)
 Adolescents
 Individuals with disabilities
 Parents of Children with Special Health Care Needs		Produced in collaboration with:
 AFCAMP
 Brooker Memorial 
 CHC ACT
 Danbury Children’s First
 Department of Public Health
 Mother’s for Justice 
 NAMI
 WIC

		Provider PCMH Readiness Survey on current practice patterns, willingness to practice in a manner that is consistent with PCMH and plans for PCMH recognition		186 provider respondents  (August 2011) distributed in collaboration with:
 Connecticut Hospital Assn.
 Connecticut Medical Society
 CT Chapter of the AAP
 CMCS IPA
 Essex Internal Medicine 
 CHCACT
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Additional PCMH Connecticut Stakeholder 

Feedback Highlights
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		Constituency/Stakeholder Group		Nature of Input

		CHCACT		Conference calls and PCMH presentation at annual conference

		Connecticut Health Foundation		Meeting and conference calls

		Connecticut Comptroller’s Office		Meeting and conference calls on PCMH initiative (multi-payer focus)

		Department of Public Health		Meetings on care coordination and focus groups

		CT Regional Health Information Exchange		Meetings/discussions on collaboration and support for PCMH’s

		ALL PCCM and MAPOC Organizations		PCCM, MAPOC and other meetings
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PCMH Connecticut Expert Input (Partial Listing)
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		Expert Group		Nature of Input

		CMS		Requirements on federal authority

		Freedman Healthcare		Two meetings for input on performance measures

		Literature Review		Empirical evidence for program design, performance measures and reimbursement

		National Committee on Quality Assurance		3 conference calls, numerous e-mails for input on requirements, other state practices, CT NCQA participation, etc.
Webinar for CT stakeholders (September)

		State of Massachusetts
State of North Carolina
State of New York
State of Oklahoma
State of Vermont		Calls, e-mail, and web research for program design and reimbursement approach


		The Joint Commission		Three conference calls and e-mail on standards

		University of Connecticut		Meeting on performance measures
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Appendix B: PCMH Performance Payment Measures
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Pediatric Incentive Measures
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		Measures		Measurement Criteria

		PCMH Year 1

		Childhood and Adolescent Well Care: Well Care visits		Well care visit during the measurement period consistent with the EPSDT schedule consistent with the AAP schedule including newborn visits at 3-5 days and by 1 mo; visits at 2, 4, 6, 9, 12, 15, 18, 24 and 30 months; annual visits thereafter between 3 and 20 years thereafter.

		Dental screening <3 		Successful connection of children age 3 or under to dental services OR the provision of preventive dental services in the PCMH OR any child with a dental claim during the measurement period.

		Adolescent Behavioral Screening		Adolescents age 13-18 who were screened for behavioral health concerns and risky behaviors.

		Dental Exam for Young Children		Successful connection of children under age 3 to dental services including any child with a dental claim during the measurement period.


		Emergency Department Use by Children with Asthma		Children with asthma who utilize the Emergency Department during the measurement period.
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Pediatric Incentive Measures
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		Measures		Measurement Criteria

		High Utilizers of Emergency Department Services		Children from birth to 20 years of age who utilized the Emergency Department three or more times in a six month period during the measurement year.

		Developmental Screening 		The delivery of a developmental screening with a formal tool at 9, 18, 24 and 30 month well child visits.


		Patient/Caregiver Experience
		The aggregate score for the PCMH Consumer Assessment of Healthcare Providers and System (CAHPS) data set for a 12 month period relative to all other participating pediatric PCMH providers.
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Pediatric Incentive Measures
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		Measures		Measurement Criteria

		PCMH Year 2

		Pediatric Obesity		Children and adolescents age 2-20 who had an outpatient PCP visit with a BMI percentile outside of the acceptable range with a documented follow-up plan that the patient and family agreed to during the measurement period.


		Follow-up with children who are diagnosed with ADHD		Children treated with psycho stimulant medication for an ADHD diagnosis whose medical record had documentation of at least two follow-up visits during a 12-month period.


		Follow-up for High Utilizers of the ED		Children from birth to 20 years of age who utilize the Emergency Department three or more times in a six month period during the measurement year and have a person-centered follow-up plan to which the recipient and their family have agreed documented in the EMR.
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Adult Incentive Measures
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		Measure		Measurement Criteria

		PCMH Year 1

		Diabetics HbA1c		Adults age 20-75 with a diagnosis of diabetes who received 2 HbA1c tests at least three months apart during the measurement period.


		Diabetes: LDL-C
		Adults with a diagnosis of diabetes whose provider measured their LDL-C during the measurement period.


		Diabetic Retinal Eye Exam		Adults age 20-75 with a diagnosis of diabetes who received an eye exam with an eye care professional during measurement year or, in the year prior to the measurement year.


		Chronic Illness/Disease Management		Adults age 20-75 with a diagnosis of CVD who were treated with a statin drug and received at least two LDL-C test during the measurement period.
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Adult Incentive Measures
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		Measure		Measurement Criteria

		Re-admissions following an Inpatient Hospitalization		Adults age 20-75 with inpatient admissions with a claim for post-admission follow-up within 7 days and within 14 days of the admission during the measurement period.


		High Utilzers of ED Services		Adults age 20 -75 who utilized the Emergency Department three or more times in a six month period during the measurement year.

		Medication Management for Asthmatics		Adults over age 20 who were identified as having persistent asthma and were appropriately prescribed medication for a prescription that was filled during the measurement period.

		Medication Management for Behavioral Health Issues		Adults who screened positive for behavioral health symptoms who received medication (and/or) medication management services during the measurement period.  
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Adult Incentive Measures
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		Measure		Measurement Criteria

		Blood Pressure Management for CVD		Adults age 20-75 with a diagnosis of diabetes or CVD disease with a Blood Pressure of less 140/90 where the consumer receives two blood pressure screenings during the measurement period.

		Consumer Experience		The aggregate score for the PCMH Consumer Assessment of Healthcare Providers and System (CAHPS) data set for a 12 month period relative to all other participating PCMH providers.

		Adult PCMH Measures Year 2

		Inpatient Admit Days per 1000 - Exclude Maternity, NICU, Peds and transplants		The percent reduction in baseline in potentially avoidable re-admissions (based on ambulatory sensitive conditions) within a 30-day period among PCMH consumers age 20 or older with an acute inpatient discharge during the measurement period excluding maternity, NICU, Pediatrics and Transplants.
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Adult Incentive Measures
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		Measure		Measurement Criteria

		HbA1c for Diabetics
		Individuals age 20-75 with a diagnosis of diabetes who exhibit an:
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
 

		Pharmacy		Adults age 20-75 with a diagnosis of CVC disease who had an LDL level less than 100 with appropriate follow-up during the measurement period.
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Adult Incentive Measures
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		Measure		Measurement Criteria

		PCMH Year 2

		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


		Hyperlipidemia: LDL  levels for patients with CVC disease                               		PCMH consumers with a diagnosis of CVC disease who had an LDL level less than 100 

		Blood Pressure Control:  for patients with Diabetes and/or CVC disease		PCMH consumers with a diagnosis of diabetes or CVC disease with a Blood Pressure of less 140/90 where the consumer receives two blood pressure screenings during the measurement year  
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Potential Adult Incentive Measures
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		Measure		Measurement Criteria		Methodology

		PCMH Year 2

		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
		Medical record/EMR

		Hyperlipidemia: LDL  levels for patients with CVC disease                               		PCMH consumers with a diagnosis of CVC disease who had an LDL level less than 100 		Claims-based Medical Record/EMR

		Blood Pressure Control:  for patients with Diabetes and/or CVC disease		PCMH consumers with a diagnosis of diabetes or CVC disease with a Blood Pressure of less 140/90 where the consumer receives two blood pressure screenings during the measurement year  		Claims-based/EMR  Medical Record
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Connecticut Department
of Social Services

Making a Difference




PCMH
Inputs

Oversight Committee:
Monthly from January
through October 2011

0SS Provider Advisory Group
June (x 2), July, August, and
October 2011

PCCM Committee: monthiy
from March through
October 2011

HUSKY Advocates in
multiple meetings, by phone
and e-mail

Six diverse consumer focus
groups held statewide

Medical Home
Development

PCMH Performance
Measurement Preferences.
Survey with 26 responses

Information (PCMH
Readiness) with 186
responses

CDHI Provider Pediatric
‘Workgroup: June, July and
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Additional
PCMH Inputs New York, North Caroling,

s, Oklahoma, Vermont

Development

Process








Incentive Pool for PCMH
Bonus Payment

Performance Incentive: Meet Improvement Incentive:
relative performance targets for Demonstrate Improvement
individual measures on Individual Measures








