Dear colleagues:

As I let Sheila know, I will unfortunately be unable to attend the Friday meeting of the Committee due to a conference obligation out of state. I am sorry not to be present for the discussion.

These last several weeks have been eventful with issuance of several new Medicaid strategies under the State Innovation Model (SIM) initiative. We deeply appreciate your engagement on this proposal under tight time obligations, leading up to submission of the SIM application on Saturday, July 19th. 

To help illuminate our thought process, and to illustrate our efforts to respond to questions that emerged during various meetings, I am attaching to this message a detailed Q&A document that was issued to members of MAPOC.  I am also inserting below relevant excerpts of the Medicaid commitments in the SIM application (note that these do not include commitments regarding Health Information Technology, which will be managed for DSS by Dr. Minakshi Tikoo):

1. Advanced Medical Home (AMH) Glide Path (p. 6 of SIM application): “In 2012, DSS established a glide path program to provide practical, on-site technical support to facilitate practice transformation towards medical home recognition. The PMO will leverage this DSS program to establish a multi-payer AMH Glide Path. The PMO will enroll a total of 500 primary care practices, with 250 practices in each of two waves during Years 1 and 3 of the test period . . . DSS will provide operational support for the AMH Glide Path Program, including providing health plans with information regarding AMH Glide Path enrollment, achievement of milestones, and designation status.”
2. Population Health Initiative (p. 1 of SIM application):  

“Plan development will be led by DPH in collaboration with the Department of Social Services (DSS), which administers the CT’s Medicaid program, and the State Innovation Model Program Management Office (PMO), which will ensure integration of population health interventions with the care delivery and payment innovations of the Model Test.”  

3. Medicaid Quality Improvement and Shared Savings Program (QISSP)

(pp. 9-10 of SIM application): “DSS seeks to establish and test a complementary [Shared Savings Program] SSP, which will improve care and reduce costs for vulnerable populations. DSS will undertake a competitive procurement of advanced networks and FQHCs to participate in the Medicaid QISSP. Selection criteria will be established through an intensive stakeholder engagement and design process to conclude in early 2015. Criteria may include demonstrated commitment, experience and capacity to serve Medicaid beneficiaries; ability to meet identified standards for clinical and community integration; a willingness to invest in special capabilities such as data analytics, quality measurement and rapid cycle improvement efforts; and a minimum of 5,000 attributed single-eligible Medicaid beneficiaries. The selection process will prioritize providers who are participating in Medicare and commercial SSP arrangements to maximize multi-payer alignment, practicing in areas of critical need in the state for the Medicaid population, as evidenced by disease burden, disparities and cost of care. 

DSS will include an estimated 200,000 to 215,000 beneficiaries in the first of two waves conducted during the test period. The wave one procurement will occur in 2015, with the performance period beginning January 1, 2016. The second wave procurement will occur in 2017, with the performance period beginning January 1, 2018. DSS will implement advance payments for participants in the Medicaid QISSP using an established Medicaid Management Information System (MMIS) based payment methodology that ties enhanced fees to specific primary care services, depending on the level of medical home recognition. DSS will use its current PCMH retrospective attribution methodology to evaluate performance and determine eligibility for upside-only SSP payments. Medicaid and health plans will tie their SSP payment calculations to the achievement of performance targets using a common scorecard for access, quality, care experience, health equity, and cost. This will reduce complexity for providers and confusion for consumers, while increasing the business case for investment in new capabilities to achieve specified targets.”

(p. 11 of SIM application): “DSS will not implement the Medicaid QISSP until reasonable and necessary methods for monitoring under-service are in place, and will make ongoing adjustments to these methods as appropriate.”
4. Value-Based Insurance Design (VBID)(pp. 12-13 of SIM application): “CT’s Medicaid program currently features VBID with its grant-funded Rewards to Quit tobacco cessation incentive. DSS will consider the implementation of additional incentives in alignment with the development of the state's population health plan.”

The Department affirms its intent to seek review and comment from MAPOC and other stakeholder groups on each of the above items.  The MAPOC leadership has indicated that it plans to utilize the PCMH Committee as the primary structure for seeking review and comment on the AMH Glide Path and QISSP. The SIM grant application identifies the stakeholder group that was convened by DPH for its population health plan as the primary structure for seeking review and comment on the Population Health Initiative.

Again, thanks for your thoughtful feedback on the SIM Medicaid strategies. I will anticipate further opportunities for direct discussion of these in the near future.
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