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Council on Medical Assistance Program Oversight
Complex Care Committee
            (Previously ABD Committee)

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

COMPLEX CARE COMMITTEE—September 28, 2012

Deb Polun opens the Complex Care Committee meeting at 9:30 AM. 

Attendance: Deb Polun, Margaret Murphy, Veronica Mansfield,

Karyl Lee Hall, Ellen Andrews, Henrietta Small, Jill Benson, Hilary Teed, Sheldon Toubman, Julia Evans Starr, Alicia Woodsby, Tiani Hercules, Pam Meliso, Quincy Abbot,  Jennifer Hutchinson, Dory McGrath, Matthew Katz, Mary Ann Cyr, Steve Moore, Molly Rees Gavin, Marie Smith, Rivka Weiser, Kate McEvoy.

There were introductions of the membership of the committee. 
 Qualidigm Presentation on Health Neighborhoods
Thomas Meehan M.D ,MPH Chief Medical Officer and Ann Elwell RN, MPH from Qualidigm gave a presentation of Health Neighborhoods to the Complex Care Committee. 
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Qualidigm has assisted Person Centered Medical homes to achieve NCQA recognition.  Qualidigm also worked with CHA and other providers in CT's Communities of Care transition project to reduce readmissions to hospitals.
Strategic Approach to Communities

· Interactive workshops, individual training and support for each community

· Group training/sharing – all communities together

· Laying the groundwork for Health Neighborhoods concept

Community Development 

· Relationship building

· Shared purpose

· Culture of no blame

· Availability of/and collection of data

· needs assessment/environmental scan

· root cause analysis

· 30-day readmission rate
· Anne Elwell gives an example of readmission: giving people a line to their APRN will decrease readmission rate as an ultimate outcome. 

Challenges to Community Building 

· Varying levels of knowledge/experience

· Culture change

· Communication

· Willingness to share
· Huge Culture Change

· Usually challengers with local competitors 

· The real need is to address what is better off for the patient. 

Challenges to Care Transitions
· Consistency of information

· Communication across providers/patient/family

· Care coordination

· Patient/person/family education

· Identification of high risk individuals

· Medication issues

· End of Life care
· Need a Proxy 

· How are they coordinate care across all settings

· Recognition of medication issues are huge. 

Community Interventions

· Performance assessment and feedback

· Enhanced communication between/across settings

· Timely post hospitalization physician visits

· Standardized patient/family education

· Emergency care plans

· Medication reconciliation

· Palliative/Hospice care

Qualidigm Support

· General education and technical support across communities

· One-on-one and group technical support for each community

Successes: Transfer of Information Committee

· Convened a committee of representatives from across the healthcare continuum

· Developed a set of data elements determined to provide safe transition between healthcare settings

· Reviewed by DSS and DPH

· Currently being utilized by communities and incorporated into EHRs when available
· Notes: Different providers : Using the same language 

Successes: Patient and Provider Education Committee

· Input from consumers and community providers from across the continuum

· Collaboration with education and quality improvement consultants

· Developed videos and written materials related to patients with heart failure

What is Heart Talk?

· Educational videos for licensed staff, non-licensed staff and patients/families/caretakers

· Patient Education booklet

· Standardized for use in all care settings

· Funded by CMS

· Goal:  reduce preventable hospital readmissions for patients with HF
· Available in English, Spanish, and Polish 

· Voluntary Effort

Why Develop the Videos?

· Connecticut is a small state, opportunity for large impact

· Patients make multiple stops along the continuum within the state

· Same message, different 
terms
· Heart Talk can be accessed through Video, Youtibe and Video Series

· National and State wide educational program

Impact

· 14 Communities established and thriving

· Implementation of evidence-based practices

· Standardization of processes

· Improved communication

· Peer-to-peer sharing and mentoring

· 8.3% relative improvement in 30-day readmission among patients with heart failure

Broadening the Community Focus
· Feb 2012 - broadened initiative to address preventable hospital readmissions of all patients across the state.

· CT Community-Based Care Transitions Program (CCTP) Proposals

· Align with CHA Health Engagement Network (HEN)

· Other related initiatives
· Linking with the Hospital Association

Care Transitions Leadership Academy

· Free Seminar- Critical 

· Care Transitions and Community Building

· Data, Collection, Analysis and Interpretation

· Interventions and Strategies

· Palliative Care

Upcoming Workshops:

November 7th – Hospice Care

January 24th – Motivational Interviewing
Institute of Medicine Report

· Best Care at Lower Cost: The Path to Continuously Learning Health Care in America”

· Ten Recommendations

1. The Digital Infrastructure

2. The Data Utility

3. Clinical Decision Support

4. Patient-Centered Care

5. Community Links

6. Care Continuity

7. Optimized Operations

8. Financial Incentives

9. Performance Transparency

10. Broad Leadership

Sustainability

· Communities/Health Neighborhoods will thrive, meet and exceed expectations if there is: 

· A shared purpose

· Seamless communication

· Continuous nurturing

· Focus on person-centeredness 
Lessons Learned

· Focus on person-centeredness

· Passion among providers and social service   
      organizations

· Peer-to-Peer learning and sharing is essential

· Communication is key

· CT is a small state
· Doing the right things

· Private Physicians  
Deb Polun opened discussion and questions to members. 
Discussion and Questions: 
· Ellen Andrews discussed how important consumers are in this process and stressed the need to partner with patients (consumers).
· Karyl Lee stressed the importance of education of providers about consumers and consumers to providers. People should be knowledgeable about providers.

· Molly Rees Gavin stressed the depth about engaging consumers in a meaningful way. The Care Transition initiative is for human empowerment and she applauded the work in that regard.

· Matt Katz remarked about the relationship between network neighborhoods and PCMH. 

· Tom Meehan responded by stating there is an advocacy panel to help with the networking.

· Sheldon Toubman remarked about the assessing practices to get NCQA. How does the organization get paid? To CHN: How is Qualidigm doing that CHN is already doing?

· CHN responds with: Engagement in Qualidigm. Support any practices that want to go through the Qualidigm Learning Module. There is a team that goes out and recruits.

· Concerns rose with EHR and Supportive services duplicative. 
· Qualidigm is paid and supported through Physicians Foundation, IPA, Grants, and Synergies with other organizations.
Update on status of Duals Initiative
· Kate McEvoy (DSS) gave an update on the Duals initiative. Efforts over the summer have focused on identifying best practices in other integrated care initiatives as well as mapping CT’s current capabilities.
· Best practice work has yielded three white papers that have previously been shared with the Complex Care Committee.  These provide detail on care coordination, the structure of integrated care networks and performance measures. 

Connecticut’s current strengths include, but are not limited to:

· new ASO capabilities including member support, predictive modeling and Intensive Care Management (ICM);

· the PCMH initiative, which is continuing to increase in participation and is using the same performance metrics that are being used by the state employee health plan PCMH; and

· initial integrated care approaches in behavioral health.
· The application was submitted May 31, 2012 to CMS.

· Questions still being decided and discussed:

· What method will CMS use to calculate shared savings?

· What performance measures will be useds to assess the outcomes?

· CMS has issued initial guidance but a list of measures is still pending finalization.  CMS has indicated that it will likely permit States to use several additional measures of their choosing Desire is to ensure they are actionablefor providers
· Under what authority will the demonstration will operate:
· Sheldon Toubman questioned if the Department had notified CMS about the proposed use of performance payments.  Kate McEvoy indicated that this was included in the application and that CMS has not commented on this aspect.
· Kate McEvoy commented that DSS does not anticipate issuing an RFP for health neighborhoods until April, 2013.

 DMHAS/DSS Agreement on Health Homes
· 
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· Question Presented: 
· Should Connecticut elect Affordable Care Act (ACA) health home funding within the “health neighborhood” model that will be implemented under the Demonstration to Integrate Care for Dually Eligible Individuals?

· Background

· ACA built upon existing efforts to integrate medical, behavioral and social services and supports for individuals with behavioral health and chronic conditions by permitting states to seek approval of state plan amendments to implement such coverage

· ACA “health home” amendments qualify states to receive eight quarters of enhanced Federal Medical Assistance Payment (FMAP) in support of this work

· By contrast to the typical Connecticut FMAP of 50% FMAP for health homes is at 90%
· To be eligible for the health home option, beneficiaries must have:

· two or more chronic conditions

· one chronic condition and risk of developing a second or 

· a serious and persistent mental health condition
· Chronic conditions are defined as including behavioral health conditions, substance use disorders, asthma, diabetes and heart disease
· States have the option to elect health home funding for all beneficiaries with these conditions, or to limit the set of conditions that are included

· States may define the level of severity that is required to qualify.
· CMS has stated that electing health home funding in support of one population counts the eight quarters only for that group, and does not foreclose electing successive 90% FMAP periods for other populations
· DMHAS has been partnering with a work group of the CT Behavioral Health Partnership (BHP) since enactment of the ACA health home option to assess how this model could be implemented in support of the needs of individuals with Serious and Persistent Mental Illness (SPMI)

· DSS/DMHAS Working Agreement

· Connecticut should not elect health home funding within the health neighborhood model that will be implemented under the duals demonstration 

· Connecticut should elect health home funding outside the context of the duals demonstration and implement a number of condition-specific health homes for both dually-eligible and single-eligible individuals with Serious and Persistent Mental Illness (SPMI)

· Health neighborhoods should include a behavioral health co-Lead Agency.

· Rationales
· Incorporating health home funding under the health neighborhood would introduce a level of complexity to the funding model that is undesirable:

· creates challenges with attribution

· potentially confusing for beneficiaries

· potentially burdensome for providers (tracking of data, reporting)

· difficult to partialize APM II payments and to isolate outcomes for purposes of performance payments
· Individuals with SPMI should be prioritized for participation in the health home model because they face serious access barriers in receiving integrated medical and behavioral health care

· no identified source of regular and consistent primary care

· high utilization of hospital emergency departments

· inadequate attention to co-morbid conditions

· lack of trust basis with providers

· stigma

· Implementing health homes in this way supports best practices demonstrated in other states that have already done so:

· smaller scale of participation and number of providers 

· leadership by behavioral health entities

· an orientation that regards the behavioral health condition as the driver for purposes of care coordination

· This also permits Connecticut to build on lessons learned from both health home and health neighborhood models in developing additional types of health homes without having “run the clock” on the enhanced federal match by broadly incorporating health home funding for all types of chronic conditions within the health neighborhoods

· individuals with other qualifying chronic conditions

· individuals in other geographic areas, should the state elect to pilot this model only in certain geographic areas
*Please see Comparison Models in the Attachment.

Discussion and Questions: 
· Question about Condition Specific- How does the condition become Health Home?
· Question is referred to discussion about Comparison Models. 
· Discussion about the DSS/DMHAS working agreement. 

· Jenifer Hutchinson from DMHAS discusses how there is still a lot of unanswered guidance. 

· DMHAS- Determine which model of information is working? To see what really works?

· Cost Savings in the Future.

· Alicia Woodsby asked a question about the relationship and structure about having the Behavioral Health as a Co-Lead.  Differences about what is health homes and health neighborhoods. 

· Jen responded this is still being defined. The definition of Chronic condition- Substance and abuse and SPMI will be explained soon.
· Question  about the ability to target sub-populations.

· Something that can be explored

· How can we maximize that income

· Still needs  consultation with OPM. 

· Sheldon asked what is the rationale for the Co-Lead Behavioral Health. 
· Kate responded that there is a high incidences of SPMI Individuals included in the demonstration and will be best in demonstration. 

· How will the Co-Lead Function?
· Karyl Lee – Actual Scope of Services?

· Deb Polun requested that DSS provide concrete examples of consumers in Health Homes. Stories of Consumers, including “fake” providers to help provide clarity to the committee about who would be using health homes, how they would interact with their providers, and how the providers would interact with each other both in and out of the health neighborhood.

· DSS will come back with those examples. 

· Matt Katz and the Medical Society expressed concern about the complexity of the plan. Matt asked that the issue of the behavioral health co-lead be put on next month’s agenda.
Deb Polun announces the new time for future meetings- 4th Friday of each month from 12:30 PM to 2:00 starting October 26, 2012
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Qualidigm: Our Vision and Mission

OUR VISION… quality health care for all. 



OUR MISSION… advancing the quality, safety and cost effectiveness of health care. 

*







		Enhanced access to care

		Care continuity

		Practice-based team care

		Comprehensive care

		Coordinated care

		Population management

		Patient self-management

		Health Info Technology



What is a Medical Home?

*

		Evidence-based care

		Care plans

		Patient-centered care

		Shared decision-making

		Cultural competency

		Patient feedback

		New payment systems

		Quality measurement and improvement







*









		Becoming a condition of participation 

for many payers

		Viewed as a building block for Accountable Care Organizations (ACO)

		Overlaps with EHR Meaningful Use criteria

		Endorsed by patients, business,



    policy makers, specialty societies

Why is PCMH Recognition Important?

*





*









Who is the National Committee for Quality Assurance (NCQA)?

		Largest PCMH accrediting organization in the nation 

		Private, not-for-profit organization

		Recognized symbol of quality 

		Widely-adopted evaluation model



*







When is a practice ready for PCMH?

		Electronic Health Record (EHR)

		Computer system with:



		Clinician/staff experienced with computer programs

		Time commitment-a minimum of 4 hours per week for 6 months between lead MD and office manager



		



		Email

		Internet Explorer



		Microsoft Office

		Adobe Acrobat Reader



*





*









How does the practice proceed?

		Purchase survey tool license

		Obtain online application materials

		Assess compliance with standards

		Pay application fee

		Submit online application, practice information, and agreements



*





*









Conducts a needs assessment of the practice

Provides a customized plan or roadmap for the practice

Conducts three on-site meetings over six months

Provides technical assistance via webinars, conference calls and email 

Assists with selection of conditions and measures

Provides templates of Policies & Procedures and clinical performance reports

Reviews NCQA standards and required documentation

Assists with NCQA submission process

Qualidigm Model (NCQA PCMH)

*





*









		First group: 19 practices, 105 clinicians

		Currently 16 of 19 practices are recognized at Level 3

		1 practice is recognized at level 2

		1 practice is recognized at level 1

		1 practice still working



Second group

		Results ongoing



Third and fourth group

		Recruitment in progress



Results to Date

*





*









Testimonial

“Qualidigm promised to facilitate our quest for Level 3 recognition as a Patient-Centered Medical Home, and they did. They were our coach and mentors as we proceeded with the project over a period of months, and their guidance was invaluable. I recommend them to any practice that wishes to achieve this recognition.”

*

 -- Jeff Hyman, Practice Administrator

New Milford Medical Group





*









Qualidigm: NCQA Sponsoring Organization



		Recently received this recognition due to our successes for encouraging clinicians to adopt proven practices for improving care



*







Lessons Learned

		Expense and time commitment are challenging to small practices

		Will likely need assistance from outside source

		The practice itself need to transform its processes and systems to truly be a PCMH practice



*







A Story: CT’s Communities of Care 			

		2010 – 2012 Qualidigm/CHA formed partnership to reduce heart failure readmissions



		CHA Collaborative

		25 hospitals

		Hospital-focused





		Qualidigm Communities of Care

		Providers across the continuum

		13 hospitals, 67 NHs, 35 HHAs

		Interactive workshops, individual training and support

		Laying the groundwork for Health Neighborhoods concept



*

(Transitions of Care)







Strategic Approach to Communities

Interactive workshops, individual training and support for each community

Group training/sharing – all communities together

Laying the groundwork for Health Neighborhoods concept

*







Community Development

		Relationship building

		Shared purpose

		Culture of no blame

		Availability of/and collection of data

		needs assessment/environmental scan

		root cause analysis

		30-day readmission rate



*







Challenges to Community Building

		Varying levels of knowledge/experience

		Culture change

		Communication

		Willingness to share



*







Challenges to Care Transitions

		Consistency of information

		Communication across providers/patient/family

		Care coordination

		Patient/person/family education

		Identification of high risk individuals

		Medication issues

		End of Life care





*







Community Interventions

		Performance assessment and feedback

		Enhanced communication between/across settings

		Timely post hospitalization physician visits

		Standardized patient/family education

		Emergency care plans

		Medication reconciliation

		Palliative/Hospice care



*







Qualidigm Support

		General education and technical support across communities

		One-on-one and group technical support for each community



*







Successes:  Transfer of Information Committee

		Convened a committee of representatives from across the healthcare continuum

		Developed a set of data elements determined to provide safe transition between healthcare settings

		Reviewed by DSS and DPH

		Currently being utilized by communities and incorporated into EHRs when available



*







Successes:  Patient and Provider Education Committee

		Input from consumers and community providers from across the continuum

		Collaboration with education and quality improvement consultants

		Developed videos and written materials related to patients with heart failure



*







What is Heart Talk?

		Educational videos for licensed staff, non-licensed staff and patients/families/caretakers

		Patient Education booklet

		Standardized for use in all care settings

		Funded by CMS

		Goal:  reduce preventable hospital readmissions for patients with HF



*

Available in English, Spanish and Polish







		Connecticut is a small state, opportunity for large impact

		Patients make multiple stops along the continuum within the state

		Same message, different 

terms



*

Why Develop the Videos? 







How Can Heart Talk be Accessed? 

*







Heart Talk is National!*

Recently incorporated  into IHI Hospital 2 Home (H2H) campaign

* Also used in the 

Philippines and Puerto Rico 







Impact

14 Communities established and thriving

Implementation of evidence-based practices

Standardization of processes

Improved communication

Peer-to-peer sharing and mentoring

8.3% relative improvement in 30-day readmission among patients with heart failure

*







Broadening the Community Focus

		Feb 2012 - broadened initiative to address preventable hospital readmissions of all patients across the state.

		CT Community-Based Care Transitions Program (CCTP) Proposals

		Align with CHA Health Engagement Network (HEN)

		Other related initiatives



*







Care Transitions Leadership Academy

*

Care Transitions and Community Building

Data, Collection, Analysis and Interpretation

Interventions and Strategies

Palliative Care

Upcoming Workshops:

November 7th – Hospice Care

January 24th – Motivational Interviewing







Institute of Medicine Report

		“Best Care at Lower Cost: The Path to Continuously Learning Health Care in America”

		Ten Recommendations



The Digital Infrastructure

The Data Utility

Clinical Decision Support

Patient-Centered Care

Community Links

Care Continuity

Optimized Operations

Financial Incentives

Performance Transparency

Broad Leadership

*

“No one individual, organization, or sector alone can affect the scope and scale of transformative change necessary for a true learning system.  Rather, leadership from all sectors working in concert will be required.” 

– Harvey V. Fineberg, M.D., Ph.D.







Sustainability

*

		Communities/Health Neighborhoods will thrive, meet and exceed expectations if there is: 

		A shared purpose

		Seamless communication

		Continuous nurturing

		Focus on person-centeredness 









Lessons Learned

*

		Focus on person-centeredness

		Passion among providers and social service   

      organizations

		Peer-to-Peer learning and sharing is essential

		Communication is key

		CT is a small state









If you want to go fast, go alone. If you want to go far, go together.

						African proverb

*







Thank you

Contact Us

Thomas P. Meehan, M.D., MPH

Chief Medical Officer

(860) 632-6330

tmeehan@qualidigm.org



Anne Elwell, RN, MPH

Vice President, Community Relations , Qualidigm

(860) 632-6322

aelwell@qualidigm.org

*
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Complex Care Committee Update on Health Home Option



September 28, 2012





*











Question presented:







Should Connecticut elect Affordable Care Act (ACA) health home funding within the “health neighborhood” model that will be implemented under the Demonstration to Integrate Care for Dually Eligible Individuals?

*





*









Background:



		ACA built upon existing efforts to integrate medical, behavioral and social services and supports for individuals with behavioral health and chronic conditions by permitting states to seek approval of state plan amendments to implement such coverage



 

		ACA “health home” amendments qualify states to receive eight quarters of enhanced Federal Medical Assistance Payment (FMAP) in support of this work



		By contrast to the typical Connecticut FMAP of 50% FMAP for health homes is at 90%



*





*









Background:



		To be eligible for the health home option, beneficiaries must have:



		two or more chronic conditions

		one chronic condition and risk of developing a second or 

		a serious and persistent mental health condition



		Chronic conditions are defined as including behavioral health conditions, substance use disorders, asthma, diabetes and heart disease



*





*









Background:



		States have the option to elect health home funding for all beneficiaries with these conditions, or to limit the set of conditions that are included



		States may define the level of severity that is required to qualify



*





*









Background:



		CMS has stated that electing health home funding in support of one population tolls the eight quarters only for that group, and does not foreclose electing successive 90% FMAP periods for other populations



*





*









Background (cont.):



		DMHAS has been partnering with a work group of the CT Behavioral Health Partnership (BHP) since enactment of the ACA health home option to assess how this model could be implemented in support of the needs of individuals with Serious and Persistent Mental Illness (SPMI)



*





*









DSS/DMHAS Working Agreement:



		Connecticut should not elect health home funding within the health neighborhood model that will be implemented under the duals demonstration 



		Connecticut should elect health home funding outside the context of the duals demonstration and implement a number of condition-specific health homes for both dually-eligible and single-eligible individuals with Serious and Persistent Mental Illness (SPMI)



		Health neighborhoods should include a behavioral health co-Lead Agency.



*





*









Rationales:



		Incorporating health home funding under the health neighborhood would introduce a level of complexity to the funding model that is undesirable:



		creates challenges with attribution

		potentially confusing for beneficiaries

		potentially burdensome for providers (tracking of data, reporting)

		difficult to partialize APM II payments and to isolate outcomes for purposes of performance payments







		



*





*









Rationales (cont.):



		Individuals with SPMI should be prioritized for participation in the health home model because they face serious access barriers in receiving integrated medical and behavioral health care





		no identified source of regular and consistent primary care

		high utilization of hospital emergency departments

		inadequate attention to co-morbid conditions

		lack of trust basis with providers

		stigma













		



*





*









Rationales (cont.):



		Implementing health homes in this way supports best practices demonstrated in other states that have already done so:



		smaller scale of participation and number of providers 

		leadership by behavioral health entities

		an orientation that regards the behavioral health condition as the driver for purposes of care coordination











		



*





*









Rationales (cont.):



		This also permits Connecticut to build on lessons learned from both health home and health neighborhood models in developing additional types of health homes without having “run the clock” on the enhanced federal match by broadly incorporating health home funding for all types of chronic conditions within the health neighborhoods



		individuals with other qualifying chronic conditions

		individuals in other geographic areas, should the state elect to pilot this model only in certain geographic areas







		



*





*









Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Provider composition		Broad range of medical, behavioral health, and long-term services and supports.		Care team selected from among three options identified in State Medicaid Director letter.





















*









Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Population served		All Connecticut individuals who 1) are dually eligible for Medicare and Medicaid except those served by a Medicare Advantage plan; and 2) have received their primary care from a HN participating provider in the twelve months preceding implementation.  Each HN is anticipated to serve a minimum of 5,000 individuals. 		Individuals with an identified SPMI who are either eligible for Medicaid only, or eligible for Medicare and Medicaid.  The population may further be limited by the severity of the chronic condition and potentially by geography.





















*









Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Method of attribution		Individuals who have received their primary care from an HN participating provider within the twelve months preceding implementation of the Demonstration will be passively enrolled with that HN and will have the opportunity to opt out. 		To be determined, but a typical means is to attribute participants based on their source of behavioral health care.
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Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Care coordination model		Proposes to permit participants to select a Lead Care Manager (LCM) from among a list of qualified participating members of the HN.  This LCM will be the single point of contact for a multi-disciplinary team of providers, whose goal it is to integrate the beneficiary’s services and supports through a person-centered care plan.		Care team composition is determined by the option that is selected.  The health home care team’s goal is to integrate the beneficiary’s behavioral health, medical and community services and supports through a person-centered care plan.
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Comparison of models:







		



*

		Feature		Health Neighborhood
(3-5 to be procured)		Health Home
(number to be determined)

		Means of paying for care coordination		Connecticut proposes to make a PMPM payment that will incorporate the costs of care coordination as well as supplemental services including medication therapy management, nutrition counseling, falls prevention, recovery assistant and peer support.		States that have implemented health homes have typically made a PMPM payment to the behavioral health entity in support of the costs of care coordination.
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