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Council on Medical Assistance Program Oversight

Women’s Health 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


All women are healthy and have the opportunity to achieve a productive life, which may include pregnancy and parenting.  The committee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the committee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.

Summary for October 15, 2012 
Chair: Amy Gagliardi 
Attendance:

Robert Dr. Robert Zavoski, Rivka Weiser, Bernadette D’Almedia, Erin Jones, Mariette McCourt, Richard Jennings, René-Coleman Mitchell, Beth Cheney, Amy Gagliardi Gagliardi, Colette Anderson, Abha Bernard, Nadine Fraser, Senator Gerratana
Amy Gagliardi Gagliardi began the meeting at 9:30 AM on October 15, 2012 in LOB Room 1B. She welcomed the committee members for coming. There were introductions of the committee members.  

Update and Discussion for Pay for Performance/ Fee Schedule/ Maternity Home 
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Department of Social Services staff Dr. Robert Dr. Robert Zavoski and Rivka Weiser presented on the pay for performance, fee schedule, and maternity home. 

Dr. Robert Dr. Robert Zavoski introduced the pay for performance program and gave a brief background of the inception of program. There were meetings and groups that worked on the descriptions and measures went through last summer and the spring. A number of other projects intervened and the meetings started to reconvene recently.   

DSS covers 40% of the Medicaid births in the state. The group that met looked different measures for pay for performance. DSS and the Women's Health Committee have been working with the ASO, CHNCT. Bernadette from CHNCT worked on the OB Notification Risk Assessment Form Registration form that what will help track pre-natal care and post-natal care. Bernadette had and has field tested the form with a number of practices. It is the basis of the number of programs. Registration is ready to go but there are some underlying questions that need to be addressed.

Key Design Issues and Potential Directions: Further Outlined in the Handout
Rivka Weiser introduced the important underlying questions that need to be answered.  The registration process will be presented in the future. A question for the program is to focus on hospital level or at the provider level. There are certain measures like low birth weight: other things that can impact it. There are also risk factors which will make it difficult. There was discussion around looking at each individual client and attaching each individual incentive for them.  Registration system or claims data will be necessary for data collecting. Importance stressed at looking at adequacy of care and other measures. There is an idea of performance recognition for grading or points for each system. Another question is what the measures stability is. Program will reward provider for looking at the care for the individual client. There could be a potential advantage to the program by attaching different rewards or points to different clients. For Example: teenage clients or people with risk factors. There will be more incentives to work with those clients more intensely. There are ideas about the structure and aspects of care. 

OB Enrollment Form 

Bernadette (CHNCT) explained the continued process of the registration form. She met with practices to sample the form and the responses of how to improve the form. She met with practice is Waterbury and Windham. On the form attached are areas that are crossed off and areas where they are going to removed.

Some Changes Included: 

· Simply- Yes /No
· First Contact by Patient: Causes a lot of confusion: What would be the easiest- to know when the members first prenatal visit. 
· Substance Abuse: Other Problems
· Get a text box where they add those problems.
· Get those questions reworded or removed

· Type of Delivery- Vaginal or Cesarean- Pull from Claims
· Post-Partum Depression Screening: Yes or No. Look at claims data.
· Prenatal Morbidity: Wouldn’t know how to answer that. 
· Make as easy as possible- often have to adjust current work flows in order to complete this form.

· Switch it to a conditional question. Yes or No to Higher Risk? If-Yes- See the entire drop down to higher risk- Risk or no risk?

Discussion:
· Amy Gagliardi: Commented about there's a difference for Medical High Risk and Behavioral High Risk
· Bernadette: Commented about the best way to know about this on this form?

· Amy Gagliardi: How will they know if there's prenatal depression screening? The goal of the program overall is achieve best practices.
· Richard Jennings: Discussed how the provider has to decide risk assessment. There is a question if the provider is open to V-BAC and the highest indicator for data.
· Dr. Robert Zavoski: The form is supposed to be used over time. The ASO is listening to the practices. The information from the OB Form will have to be reliable and will help build creditability with providers.  The form is a work in progress and will raise a level of care and on-going of care. See the value of it. Each year we will learn and revisit. Move forward so there is a process of quality improvement. 

· Bernadette: The date of the pregnancy will confirm when they are seen the and when it is confirmed pregnancy. 
· Dr. Robert Zavoski: Commented the form needs to work everywhere in different practices for everybody. 

· Bernadette: Commented she met with providers in Windham, Waterbury, and Hartford Hospital. The form last year had only 5% completed. The Department and ASO want the form to be utilized. 

· Amy Gagliardi: Commented if the form attached to payment, people will complete it. She commented about prenatal database, funders and funding streams.
· René: Commented about how DPH oversees the WIC programs in the state. She commented on the WIC Referral piece. Question rose if there is going to be an opportunity down the road, to see why they declined and to follow-up.

· Bernadette responded that they can report off of the answers and be able to follow up.
· Mariette McCourt commented about continuous information and data added to the forms. There is different information coming in different forms during the trimesters. Example: Mental health /anxiety/substance.- concern from parents. 

· Amy Gagliardi questioned if they can add dental screenings. 
· Dr. Robert Zavoski responded that the ASO can get dental data from claims. 
· Amy Gagliardi stated they need to identify factors that are problems. Re-state the registration form is not paid because of the form, MCO’s were paid. 

· Dr. Robert Zavoski responded he needs to check on that. 

· Rivka commented that part of Pay for Performance; they can add a bonus for Dental Care so the provider knows they are looking at that.

· Amy Gagliardi commented on there is concern that the measures might be different in the registration: is not related to pay for performance measures. 

· Rivka commented on rewarding the practice because it completed all of those things in good care and identified certain risk factors. 

· Amy Gagliardi questioned how they would collect the information and collect data.
· Dr. Robert Zavoski responded how the form gets outcomes; they don’t get off the claims. It doesn't prevent DSS from using claims. 

· Amy Gagliardi questioned if there is a way of looking at oral health assessment. 

· Dr. Robert Zavoski responded that DSS wouldn’t know there was a referral but they would know there was a visit. There could be assumptions but less directly to the provider. 

· Abha questioned where would the payments come from and can the claims would be more reliable. Would there be a potential to audit the form. There is concerns with low-compliance rate, does that mean the provider won’t get paid for it. 

· Rivka commented if the provider wants more incentive or money, the P4P form will have to fill out the form. They would have the incentive to fill out the form. 
· Abha Bernard commented about simplicity and the best way to move forward in terms of measures. She raised concern about measuring from two different data sources.

· Dr. Robert Zavoski commented about the details of the measures and how the data is collected. Get measures that are clinically relevant. Providers may Consider when they don’t fill out the form they don’t get the incentive in the program. Trying to get experience nationally to word these measures appropriately and trying to incentive. There are people that have done this on the commercial side. People at Aetna have a lot of work they have done with this. Commented about getting someone in the field about getting information from members and providers. 

· Abha Bernard asked if DSS is planning on reinstating the subgroup for provider in-put. 

· Dr. Robert Zavoski responded yes. He commented about wanting to make sure the form was good, what claims were support, get consultancy, and then reconvene. 

· Richard Jennings questioned if all the quality care concluded.
· Dr. Robert Zavoski commented about early recognition for premature measures. There is a need for more provider buy-in; they may see the value in this after this first year.
· Abha Bernard commented about adding a bonus to this form does have some incentive. 

· Rivka commented about tying to the information with itself. Award bonuses for good care. If the provider hasn’t given us good information, wouldn’t be they be eligible? There is a need to look at a lot of things. The ASO will look at claims as a baseline.

· Abha questioned if the bonuses could be tiered?

· Amy Gagliardi commented about how it is better to reconvene the working group of providers as we move forward. 

· Amy Gagliardi commented about how if the BMI Calculation is still there. 

· Bernadette how the BMI and the Calculators will help provides accurate data.
· Beth Cheney questioned when is the end date is the form supposed to be completed.
· Bernadette responded with it can be completed after first prenatal visit. 

· Beth commented on how many of these things should be documented are as they evolved. Example of violence: screening for intimate partner violence- preterm labor or Gestational diabetes develops labor. The form should be able to capture this information with the medical assistance: homelessness, transportation issues. Some of the nuances.

· Bernadette commented on how the form was originally for ICM. The important question is: Whens the best time to complete this form/ hybrid with care management? Does it need to be completed for P4P? 
· Amy Gagliardi: Prevent these issues and identify those issues that cause low-birth rate. 

· Comment made about having one form for ICM and one for P4P. Need to look at that again. Originally, it was going to be a risk assessment. 

· Bernadette commented about the barriers associated with completing the form twice.

· Beth commented about wanting the tool to be relevant. 

· Amy Gagliardi commented about a goal of moving towards care management in the provider's office. The intent of this is to roll-over in maternity home.

· Dr. Robert Zavoski commented about scheduling a time for a working group to work on the form. 

· Amy Gagliardi asked if René could expand on what she wanted with the WIC- measures for yes no decline. Consider to reasons for decline?

· Declined because they don’t want to be a WIC Client. 

· They don’t want to be a WIC Client and find out what they would decline because of the decline.

· Is it an automatic referral done? 

· Dr. Robert Zavoski commented on how there are some HIPPA concerns and there needs to be cognizance of that. Need to have attorneys look this.  There is specific clause on behavioral health.

· Amy Gagliardi congratulated and thanked the department on their work. The form should be done slowly and correctly. 
Amy Gagliardi introduced Sen. Gerratana. Sen. Gerratana is encouraging to hear what kind of assessment. She commented on kinds of information that we try to gather is valuable and it can be difficult in a medical setting and interested in EMR will start up. She is about grassroots and listening to them. 

Rates and the Changes Made for Each Ob Service 
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· Abha Bernard commented about the changes in the healthcare system in regards to women’s health. Thank the department for reinstating some rate cuts that we put into effect of July 2011. The vaginal rates have almost gone back to where they were. There is a concern is with the C-Section Rates. Can appreciate the desire to decrease C-Sections but the drops below the rate and it’s a further cut. Leave things where they were. Given C-Sections are medically indicated.

· On the form the last few codes: These codes have been a massive increase in rates. They were not an obstetric designation. These codes have not been increased. These are not high-volume codes, there's no utilization in terms of bottom line. 

· She appreciates the effort the department and worried its one step forward one step back. She hopes that the P4P/Maternity homes to make providers home. The Rate cuts are not retro and there has been a lot of loss of revenue. Consider reimbursement for IUDs and Contraceptives. Para-Guard- there was a fee increase. Encouraged and thankful for rescinded some of the rates. 

· Dr. Robert Zavoski commented about appreciating the comments and concerns. The Commissioner said to a group. Department is committed to doing the pay for performance. The fee increase is done but it is not what everybody wanted. DSS 1/3 billion short falls and despite that there still was a fee increase. Still look at rates going forwards. In terms to IUDS- we were aware are not paying physicians a complete costs- was not any success.  Para-guard fee increase, DSS increased then Para-guard increased. Mirerna did the same thing. Did a budget option to raise the system administrative fees again recognizing the context it is again. IUDS are clinically effective and cost effective. 
· Abha Bernard more people need to reach out the these pharmaceuticals for key medical devices for twice as much, in light of abortion rates have been decreased, but usage rates have increased for birth controls.

· Amy Gagliardi it is a charge to Medicaid women clients. Free Family Planning Methods. Decreased 68 and 72%. Health and cost implication 
· Richard Jennings: author of the study is Yale this Thursday presenting.

· Amy Gagliardi measures encouraging VBACS and 39 Weeks, we need to look it around providers and hospitals. Hospital policies can influence provider practices and work into CT Hospital Association. 

· Nadia Fraser comments about keeping hospital polices with each others. Comments made about shifting services to a hospital next door. Hospitals in the same cach-men area to align best practices to minimize lose.  

March of Dimes and CT Hospital Association's Quality Improvement Collaborative Learning Sessions around 39 weeks Presentation
Overview: 
Erin Jones discussed a pilot program occurring right now going on in the Hartford region. OBs were indicated. Hospital policies to get 39 weeks and only medically indicated C-Section, working with Aetna and other insurance companies. March of Dimes is working with CT Hospital Association by meeting with a team, working with patient education department and working with any of their lead nurses. The hard part is implementing. Administrative point of view, the team is making sure they know the roll-out is coming. A small time from now 39 weeks will soon become part of hospital policy. In-terms of elective C-Sections, it is not Medicaid driven. They do not have a date set yet for meetings. March of Dimes is working with DPH and large consumer campaigns. The other piece is consumer marketing. There are hospitals that are champions that are ahead of the curve. 
Amy Gagliardi inquired what the Partnership for Patients point of view was. CT Hospital Association (CHA) is working on improving prenatal outcomes and quality improvement in general. CHA is trying to link Pay for Performance for mostly quality improvement. There have been efforts and March of Dimes is a valuable partner- consumer is primary driver. They would like to bring patients up- to- date notices and with better practices.

Discussion:
· There are a lot of requests for early inductions. 
· Beth Cheney commented about how it is a matter of education. The issues at Windham Hospital are that they are not doing VBACs. There is a belief it is physician driven. If VBACS are necessary they have to do a transport to Hartford Hospital. There has been a number of VBACs that have been successful. 
· Dr. Robert Zavoski: Issue: Government dictating medical care.
· Amy Gagliardi: Incentives providers to do VBACS. Advocating hear Abha Bernard’s point where restrictions were made and look at the p4p to look at the difference 
Community Transformation Grant Update – Rene-Coleman Mitchell- Sept 2011 
Rene Coleman Mitchell gave an overview of the DPH Community Transformation Grant. 

In the Affordable Care Act there was funding available to address chronic disease in terms of health care costs. A 500,000 planning grant each year for the next 5 years to look at five rural counties.  DPH has spent last several months and expanding activities. The program is looking at a global perspective and making change.  The groups are enhancing and creating a coalition while doing needs assessment.  DPH is still working at assisting data for policy scans. DPH should be ready if the funding becomes available to become an implementation state. DPH is ready for that and put together the changes that has happened on a local level to change policies to address chronic disease. At the state level there is a Community Transformation Grant Team while state agencies and teams. The Leadership team is to direct and advise on how to proceed.  The next meeting will be on October 23, 2012. At the meeting there will hopefully be updates on what the five updates on the counties are doing. The Grant Program and DPH will hopefully know by the CDC after the election if the funding will be available.  The coalition is at many levels at a local level. Baker Salisbury is the lead for new London County. 

Amy Gagliardi Thanks Rene and hopes prevention dollars will be available. 
Thank you all for the meeting. DSS will be in contact with the working group to continue to the OB Enrollment Discussion.

Next Women’s Health Meeting Scheduled for November 5, 2012 at 9:30 AM 
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OBSTETRIC NOTIFICATION RISK ASSESSMENT FORM


		Pt Name

		HUSKY ID #                                        

		DOB



		Address

		City

		State

		ZIP



		Phone

		Primary language

		Race



		Gravida

		Para

		EAB

		SAB

		Number of Living Children



		Date of 1st contact by pt:




		1st  prenatal visit:

		Date of 1st appt accepted by pt (optional): 





		Provider

		Provider Plan ID:



		Office Phone

		Office FAX



		Prenatal Care Provider/Practice

		Hospital for Delivery 





		Does the pt have risk factors?   Yes   No  If yes, please complete Section I.

		EDD                     LMP



		Please identify all risks that apply in this pregnancy or previous pregnancy



		Circle if Yes or No





		Section I 


 RISK FACTORS 

		Risk



		History of



		Depression

		Yes   No

		Yes   No



		Anxiety

		Yes   No

		Yes   No



		Affective Disorder

		Yes   No

		Yes   No
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		Obesity

		Yes   No

		Yes   No



		Underweight

		Yes   No

		Yes   No



		Has the pt ever smoked?

		Yes   No

		Yes   No



		Current smoker?

		Yes   No

		Yes   No



		· If yes, was the pt referred to a smoking cessation program? (IQuit, CT Quit Line) 

		Yes   No

		



		Substance Abuse-ETOH

		Yes   No

		Yes   No



		Substance Abuse-Drugs

		Yes   No

		Yes   No



		Trauma

		Yes   No

		Yes   No



		Violence

		Yes   No

		Yes   No



		Homeless

		Yes   No

		Yes   No



		Transportation Issues

		Yes   No

		Yes   No



		Previous C-Section

		Yes   No

		Yes   No



		Hyperemesis

		Yes   No

		Yes   No



		Cervix Incompetent / Short (<2.5cm) / Cerclage

		Yes   No

		Yes   No



		Multiple  Gestation    2,    3,    4 ,    5

		Yes   No

		Yes   No



		Advanced Maternal Age

		Yes   No

		Yes   No



		Preterm Labor

		Yes   No

		Yes   No



		Preterm Birth

		Yes   No

		Yes   No



		Gestational Diabetes

		Yes   No

		Yes   No



		Pt Name

		HUSKY ID #

		DOB



		Section I (Continued)

 RISK FACTORS 

		Risk



		History of



		Diabetes- Type 1, Type2, Pre-diabetes, PCOS

		Yes   No

		Yes   No



		Pre-eclampsia/Eclampsia, Pregnancy Induced Hypertension, Chronic Hypertension

		Yes   No

		Yes   No



		Previous poor pregnancy outcome (i.e.LBW, Fetal Death, Placenta Previa, NICU stay &/or other serious risk)

		Yes   No

		Yes   No



		Medications (including OTCs):


 



		Other Identified Risks:






		HIV Test/Info Offered:

		Yes      No

		Pt declined

		Will offer at a future Appt



		WIC Referral Made:

		Yes      No

		Pt declined

		Will offer at a future Appt



		Signature of  Clinician’s Representative                                                                                 Date





Section 2


Postpartum Notification


		EDD

		



		Total number of prenatal visits 

		



		Actual date of delivery 

		



		Gestational Age

		



		Birth Weight

		



		Type of Delivery 

		Vaginal 


C-Section



		Postpartum  Appointment  Date and date of delivery 

		



		PP Depression Screening  

		Yes / No


If yes, was the screening:


Negative


Positive 



		Did the pt have any prenatal morbidity? 

		Yes/No


If yes, was the pt counseled on the appropriative PP follow up care.  





		Clinician’s Signature                                                                                          Date





1



[image: image2.jpg]
_1413283701.xls
Sheet1

		DSS Obstetric Rates Comparison

		CPT Code				Rates Effective 1/1/2008		Rates Effective 7/1/2011		$ Diff		% Diff due to 7/1/11 Rate Cuts		Rates Effective 10/1/12		$ Diff between 2011 & 2012 rates		% Diff between 2011 & 2012 rates		$ Diff between 2008 & 2012 rates		% Diff between 2008 & 2012 rates

		59400		Routine OB care incl. antepartum care, vag. del and postpartum care		$2,972.89		$2,702.42		-$270.47		-9%		$2,900.00		$197.58		7%		-$72.89		-2%

		59409		Vag. Del only		$1,448.03		$1,204.46		-$243.57		-17%		$1,300.00		$95.54		8%		-$148.03		-10%

		59410		Vag. Del and post-partum care		$1,623.85		$1,385.70		-$238.15		-15%		$1,500.00		$114.30		8%		-$123.85		-8%

		59510		Routine OB care incl. antepartum care, C-S del. and postpartum care		$3,373.59		$3,052.35		-$321.24		-10%		$3,000.00		-$52.35		-2%		-$373.59		-11%

		59514		C-S Del only		$1,708.74		$1,423.22		-$285.52		-17%		$1,400.00		-$23.22		-2%		-$308.74		-18%

		59515		C-S Del and postpartum care		$1,940.65		$1,671.92		-$268.73		-14%		$1,600.00		-$71.92		-4%		-$340.65		-18%

		**59610		VBAC		$1,083.55		$2,826.65		$1,743.10		161%		$3,000.00		$173.35		6%		$1,916.45		177%

		**59612		Vag. Delivery only (after C-S)		$518.37		$1,352.27		$833.90		161%		$1,400.00		$47.73		4%		$881.63		170%

		**59614		Incl. post-partum care		$578.33		$1,508.69		$930.36		161%		$1,600.00		$91.31		6%		$1,021.67		177%

		**59618		Routine OB care incl. ante. Care, C-S del after attempted vag. delivery after prev C-S		$1,227.14		$3,201.23		$1,974.09		161%		$3,200.00		-$1.23		-0%		$1,972.86		161%

		**59620		C-S delivery only, following attempted VBAC		$596.67		$1,556.52		$959.85		161%		$1,600.00		$43.48		3%		$1,003.33		168%

		**59622		Incl. post-partum care		$695.58		$1,814.55		$1,118.97		161%		$1,800.00		-$14.55		-1%		$1,104.42		159%

		* These codes did not receive the “OBS” designation during the 1/1/2008 rate change. So, these codes have not had any increase for well over 5 years. The increases provided for these codes in 2011 and then in 2012, have finally brought these codes up to a rate that’s comparable to the rates provided to the other “OBS” codes in 2008.

		* These codes typically have very low utilization, so negligable impact on revenue.
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To:

Women’s Health Committee

From:

Rivka Weiser, Department of Social Services

Date:

October 15, 2012


Re:

Obstetrics Pay-for-Performance Program: Key Design Issues and Potential Directions

To assist in our renewed discussions of the Obstetrics Pay-for-Performance (P4P) program, below is a summary of some of the key design issues that have been under discussion and broadly shape the design and structure of the initiative. 

In the time since this initiative was last discussed in detail with external stakeholders, Community Health Network (CHN) has been developing and testing a prenatal registration system, which gathers detailed information on pregnant women and prenatal care, and will be discussed in greater detail at the meeting. The Department is focusing on this system, which can be easily scaled up for use by additional providers, as a promising and relatively simple potential source of information for the P4P program.

The Department continues to be committed to implementing the P4P program, and we look forward to further discussion in order to help finalize the program’s design. Throughout this memo, decision points and potential directions are presented to facilitate discussion among this Committee’s members and other stakeholders. 

1. Structure of performance recognition – aggregating at the obstetrics neighborhood (ON) or provider group level:

Decision point: A key area of discussion has centered on the best level of aggregation for measuring and rewarding performance – at the obstetrics neighborhood (ON) level (basically, a hospital and its affiliated obstetrics providers), or at the level of a particular provider group. Conceptually, some prefer an ON-based approach that would pool providers by hospital and perhaps encourage more collaboration or movement on measures in which hospital-level policies are influential. However, provider-level measures might more successfully incentivize providers to attend to quality in their practice, as opposed to having measures pooled and quality indicators diluted at the hospital level, without recognizing quality variation across providers. Measures at the provider level, however, could lead to issues of measure stability for the many providers who do not have large numbers of deliveries. To address provider-level quality while allowing a practice of any size to reliably participate, rewards could essentially be attached at the individual client level, as discussed in the next paragraph.

Potential direction: The Department is considering basing the P4P on client-level data largely from CHN’s registration system (perhaps supplemented by claims). For example, for a given client, data from the registration system could be evaluated for particular aspects of prenatal and postnatal care provided (to be discussed), and a practice could be awarded a specified number of “points” or receive a score based on care provided to a client. Advantages of this system include its simplicity, and that it attaches rewards at a particular client level and automatically adjusts for client volume in a practice (instead of calculating a measure with a denominator, and then essentially multiplying the denominator out when adjusting for volume). This client-based structure includes incentives to provide good care for every single client and encourages improvement at any level  --  there would be no need to determine specific levels of practice performance or improvement to reward (e.g., for measure X, we reward Y points if a practice scores above 80% and Z points if above 90%).

This type of system could also be structured to disproportionately reward activities or performance related to particular groups of clients (for example, teens who are pregnant, or those with particular risk factors) without the need for complex risk-adjustment of measures. 

2. Selection of measures (including consideration of data sources and challenges):


Decision point: We will need to select which measures will be the basis for assessing and rewarding performance.  Challenges in measure selection include whether or how to account for differing risk profiles of the populations seen by practices or hospitals, and selecting measures that reflect provider quality/effort and can be influenced by the provider.  Once measures are selected, we will also need to determine how to translate them in to P4P rewards (for example, measure baseline and then improvement, compare measures to particular thresholds, attach scoring or points for a particular client, etc). A workgroup that met previously developed a set of potential measures of interest to select from for the initiative -- such as adequacy and timeliness of prenatal care, prematurity, primary Cesarean section rate, participation in the Rewards to Quit smoking cessation initiative, low birth weight, elective delivery, readmissions, and postpartum visits.  Selecting a few most practical and valuable core measures from this set would help focus the initiative further.

Depending on the measure, relevant data sources can include claims, client medical records, CHN’s prenatal registration system, and/or DPH birth certificate data. Each data source has its own associated challenges that must be considered in P4P program implementation (for example, the burden of record review, the timeliness of birth certificate data availability).


Potential direction: CHN’s registration system can be used to focus on aspects of prenatal and postnatal care provided (to be discussed).  As discussed above, primarily using CHN’s registration system might be a useful and relatively straightforward way to implement the P4P program at this point, and could help simplify implementation of the initiative. Further discussion is warranted regarding which elements to include and whether any changes should be made to the data elements gathered.

Some measures that have been considered for P4P (such as primary Cesarean section rate, low birth weight) do not seem to easily lend themselves to this approach, may be best aggregated at the hospital/community level, and/or may need some form of risk-adjustment. The Department can consider developing, refining, and including such measures in the future as we gain further experience in the P4P program and the initial measures that are more directly tied to care provided by a provider.

3. Provider sign up versus automatic enrollment:


Decision point: Another key design question is whether providers would automatically be enrolled and rewarded, or would need to sign up or opt-in. An opt-in would allow the Department to attach particular requirements to participation (for example, participation in the Rewards to Quit smoking cessation program) and might be better for motivating and organizing committed providers around the goal of quality improvement. However a more automatic enrollment of providers would greatly increase the reach of the program and expand the potential for care improvements for all clients. 

Potential direction: This issue remains an open question for discussion. If the program is largely based on CHN’s registration system, as discussed above, it can be scaled to large numbers of providers relatively easily. The Department can also consider ways in which the P4P structure might incorporate rewards for specific activities that we want to encourage, instead of having a more formal opt-in process.  For example, once Rewards to Quit is being implemented, additional associated P4P rewards could perhaps be added to the Obstetrics P4P – such as for client referral to or enrollment in Rewards to Quit.

We look forward to further discussion of these and other issues in implementing the Obstetrics P4P program, and to developing a plan for program implementation. 
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