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Background  
Since 2017, the Office of Health Strategy (OHS) and the Practice Transformation Task Force (PTTF) have 
led the design of the Primary Care Modernization (PCM) model, which brought together hundreds of 
consumers, providers, employers, payers and state agency leaders to consider ways to improve primary 
care in Connecticut. This State Innovation Model (SIM) design process was intended to introduce 
additional payment innovations to advance healthcare quality and cost after the conclusion of the SIM 
grant in early 2020. Throughout the design process, the PTTF guided stakeholders through an evaluation 
of primary care capabilities and possible payment model options to support those capabilities. Their goal 
was to determine whether incremental, flexible investments in primary care would support patient-
centered care delivered conveniently, effectively and efficiently. This report provides an overview of their 
process and findings.  
 
Stakeholders clearly articulated their goals for primary care in Connecticut.  
 

• Traditional primary care providers and new care team members connect and engage with patients 
in the office, home, community and virtually.  

• Policies, workflows and funds recognize the importance of relationships and data sharing with 
other clinicians and community-placed providers.  

• Behavioral and social contributors to health are identified and addressed in the primary care setting 
when possible, and through well-coordinated connections to other clinicians and community-based 
resources when needed.  

• Increased, flexible investment in primary care generates improvements and cost savings across care 
settings, from the specialist’s office to the hospital bed. 

• Accountability  ensures new dollars are spent on primary care and in ways that reduce total cost of 
care over time.   

 
Though Connecticut typically performs well on 
overall rankings of health, the results shown in 
Figure 1 highlight significant disparities and the 
opportunity to improve care for those with chronic 
conditions and behavioral health needs (Kaiser 
Family Foundation, 2017) (United Health 
Foundation, 2019) (Commonwealth Fund, 2019). 
Like their peers nationally, Connecticut primary care 
providers report frustration with the current system 
and difficulty enticing new physicians into the field 
(Caffrey, 2019). Connecticut will need a 15 percent 
increase in primary care providers by 2030 to keep 
pace with demand (Robert Graham Center, 2019).  
 

Connecticut ranks as one of the highest cost states 
for healthcare, particularly for those with Medicare 
coverage or private health insurance. Consumers, 
employers and payers have raised concerns about 
the value they receive for those investments, 
particularly as healthcare consumes a greater 

Connecticut Ranks  
 32nd highest per capita spending in the nation on 

avoidable hospital use and costs, largely driven by 
avoidable ED use in Medicare and commercial 
populations 

 

 43rd worst in the nation in health disparities across all 
populations 

 

 Only six states have a higher rate of adults with 
diabetes without a hemoglobin A1c test 

 

 33rd worst performance in the nation in adults with 
mental illness reporting unmet need across all 
populations 

 

 39th highest rate in the nation in deaths from drug use 
across all populations 
 

 6th highest private health insurance spending per 
capita and 5th highest for Medicare 

FIGURE 1: Connecticut Ranks 
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portion of employee paychecks and the state’s budget. Connecticut payers and providers have embraced 
payment reform as a means to drive improvements in quality and reductions in total cost of care. The 
most widespread model is the shared savings program in which providers try to improve quality and 
lower cost, and in return have an opportunity to share in the savings. Approximately 85 percent of the 
state’s primary care practices participate in a shared savings arrangement with at least one payer, 
although their performance has been mixed. The Department of Social Services (“DSS”) has found that 
providers participating in its shared savings program, PCMH+, have saved money while improving quality. 
However, the Centers for Medicare and Medicaid Services (CMS) has found that most Connecticut 
providers have not saved money in the Medicare Shared Savings Program (MSSP) and similar programs 
from other payers (CMS, 2018).  

Providers that participate in shared savings arrangements say that the current design of these programs 
stifles innovation, offers inadequate upfront investment and in turn, makes it difficult to fund investments 
in care delivery improvements. These arrangements don’t allow for providers to leverage and expand 
their primary care teams to provide necessary services to meet the needs of their patient population or 
build infrastructure to support high needs patients with chronic conditions.  

The limitations of the shared savings program model and potential solutions were first examined by the 
Practice Transformation Task Force in 2018 and summarized in their report Primary Care Payment 
Reform: Unlocking the Potential of Primary Care (State Innovation Model, 2018). This report served as the 
foundation for the PCM planning process. In the course of this process, stakeholders’ identified a vision 
for a new system of primary care in Connecticut, which was translated into the five goals shown in Figure 
2. To achieve these goals OHS engaged patients and families, providers and care teams, and community 
organizations and 
advocates to empower 
patients through 
discussions on 
improved primary care 
delivery. The multi-
stakeholder 
perspective enabled 
OHS to identify major 
inputs into an 
improved primary care 
system that were 
aligned with relevant 
research.  
 
 
Throughout all phases of this work, many state agencies informed the design process including the 
Department of Social Services (DSS), the Office of the State Comptroller (OSC), the Department of Public 
Health (DPH), the Office of Workforce Competitiveness (OWC) and the Office of Early Childhood (OEC). 
The Office of Health Strategy appreciates their valuable time and insights.  
 

An International and National Movement 
Internationally and nationally, the highest performing health systems recognize primary care as the most 
inclusive, effective, and efficient approach to enhance people’s physical and behavioral health as well as 

FIGURE 2: PCM Logic Model  

https://portal.ct.gov/-/media/Departments-and-Agencies/DSS/Health-and-Home-Care/PCMH-Plus/CMCPCMHplusWave2Yr1QMSSWebinar1242019.pdf?la=en
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social well-being (WHO, 2018). In 2019, The World Health Organization renewed its 40-year commitment 
to primary care, saying it “aims to refocus efforts on primary health care to ensure that everyone 
everywhere is able to enjoy the highest possible attainable standard of health,” (Global Conference on 
Primary Health Care, 2018) (Galea & Kruk, 2019).  

Higher numbers of primary care providers per capita are associated with increased life expectancy and 
reductions in early death from cancer, cardiovascular disease and other conditions (Lazris et al., 2018). 
Regions of the United States with higher ratios of primary care providers to specialists have better 
outcomes, lower costs, reduced hospitalization rates, and more satisfied patients (Basu et al., 2019).  
Further, a lack of primary care investment has been shown to hinder innovative care delivery models that 
ensure care is more accessible, coordinated, continuous, and comprehensive (Miller et al., 2018). 

For children, pediatric primary care fosters important protective factors. These include helping parents 
build their own resiliency, create social connections, find support in times of need, increase their 
knowledge of parenting and child development and improve the social and emotional competence of 
their children. Research shows that when parents have these protective factors in place, children are 
more likely to thrive, even when their families face poverty, violence, mental illness, and other stressors 
in their homes, communities, and work. During a comprehensive review of the pediatric primary care 
system in Connecticut, the Child Health and Development Institute of Connecticut (CHDI) and Connecticut 
Health Foundation convened the Pediatric Primary Care Payment Reform study group. Their work built on 
CHDI’s research which outlines that protective factors cultivated by primary care and community 
supports and connections often initiate in primary care, and increase children’s ability to learn, function, 
and achieve healthy physical, social-emotional and intellectual development ( Alter and Cornell, 2019).  

States that have focused on primary care redesign show impressive results. Two examples are below.  
 

1) Oregon’s Patient-Centered Primary Care Home (PCPCH) saved $13 for every dollar invested 
during its first three years while improving quality (Patient-Centered Primary Care 
Collaborative, 2019). In light of this return on investment, Oregon now requires all payers 
spend at least 12 percent of total medical spend on primary care.  

 
2) In Rhode Island, primary care spending increased from 5.7 percent in 2008 to 9.1 percent in 

2012.  Over this same period, total healthcare spending fell 14 percent. The state continues 
to work on ways to bolster its primary care system including establishing affordability 
standards that increase the primary care spend standard to 11% without the inclusion of 
payer administrative fees (RI OHIC, 2019). RI is one of the regions participating in the CMS’ 
Comprehensive Primary Care Plus (CPC+) initiative, a medical home model that aims to 
strengthen primary care through regionally-based, multi-payer payment reform initiatives 
and care delivery transformation (RI OHIC, 2014).  

 
Recent work by the RAND Corporation, a non-partisan, non-profit, international health policy think tank 
based in California, found primary care spending among Medicare fee-for-service beneficiaries ranges 
from less than 2 percent to less than 5 percent nationally, depending on the definition of primary care 
services used and whether nurse practitioners, physician assistants, geriatricians and gynecologists are 
included (Bannow, 2019). Among all states, Connecticut ranked in the lowest tier of primary care 
spending as a percent of total spending for commercial and Medicare populations when all primary care 
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services were included and in the second lowest tier when the broader definition of primary care services 
was used. While primary care spending in Connecticut’s Medicaid program was higher than in commercial 
plans, primary care spending as a percent of total spending was below the national average for the 
Medicaid programs around the country (Jabborpour et al., 2019).  

Many states including Rhode Island, Oregon, Delaware, Massachusetts, and Vermont have passed or are 
considering legislation that would require payers to increase spending on primary care as a percent of the 
total cost of care. Other states such as Colorado, Maine, Washington, and West Virginia have passed 
legislation to study primary care investment in their states. The Milbank Fund, a national foundation 
focused on state health policy, is working to standardize this measurement across states. Across payers, 
primary care measurement efforts typically estimate less than 5 percent of healthcare dollars currently 
are spent on primary care and most state initiatives aim to at least double that percentage.  

Building on Connecticut’s Experience 
In Connecticut, OHS has facilitated several SIM initiatives focused on improving primary care service 
delivery, payment and benefit design and learned from CMS’ CPC+ initiative in CT. Through OHS’ 
experience with these reform efforts we have gained insights into key lessons, opportunities, issues, and 
barriers to primary care reform.  

CPC+, which CMS describes as "the largest and most ambitious primary care payment and delivery reform 
ever tested in the United States” increased investment in primary care through a combination of risk-
adjusted care management fees and performance-based incentive payments. These fees and payments 
are based on how well a practice performs on patient experience measures, clinical quality measures, and 
utilization measures that drive total cost of care. In addition, practices can decide to shift a portion of 
Medicare FFS payments into an advanced bundled payment. With the support of the additional and more 
flexible payments, practices aim to focus on five important elements of care delivery transformation: (1) 
Access and Continuity; (2) Care Management; (3) Comprehensiveness and Coordination; (4) Patient and 
Caregiver Engagement; and (5) Planned Care and Population Health. 

More than 3,000 primary care practices and 79 public and private payers across 18 regions participate in 
CPC+. Mathematica recently released an evaluation of the first year of the CPC+ program, which then 
included approximately 2,900 primary care practices and 63 payers. Several findings align with PCM 
model design (Mathematica, 2019).  

The CPC+ experience provided three important findings to inform the PCM work: 

1) Transformation Takes Time: There were “few, very small differences” in use of services, care quality or 
cost between beneficiaries served by CPC+ and those served by comparison practices during the first year 
of the program. After adding in the cost of the program, patients in CPC+ practices cost 2 to 3 percent 
more than patients visiting comparison practices.  

2) Sufficient Funding Requires Multi-Payer Participation: Though CPC+ is a multi-payer initiative, practices 
received additional payments for only a third of their patients, yet they were expected to achieve care 
delivery reforms for all of their patients. Most of the additional payments came from CMS for Medicare 
beneficiaries, which reflects the higher needs of Medicare patients. However, some providers felt 
commercial payers did not pay enough to cover the additional costs of achieving CPC+ goals for 
commercial patients.  
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3) Reducing Total Cost of Care Requires A Broader Strategy: Several primary care practices from hospital-
owned and multispecialty systems said goals of reducing hospital admissions, emergency department 
visits, and unnecessary specialist visits conflicted with their health system’s revenue goals.   

The Community and Clinical Integration Program (CCIP) was launched by OHS in 2017 for the purpose of 
helping Advanced Networks (ANs) and federally-qualified health centers (FQHCs) meet evidence-based 
standards across their networks of primary care providers. The standards focused on using 
comprehensive care teams to meet the needs of patients with complex health needs, strategies for 
identifying and addressing health disparities, and methods for identifying and addressing behavioral 
health needs. Although CCIP focused on the 14 organizations participating in the Connecticut Medicaid 
shared savings program, Person Centered Medical Home Plus (PCMH+), the organizations were required 
to meet the standards for all populations. Despite the fact that these organizations were participating in 
shared savings programs for a majority of their patients, they relied on SIM grants or relatively modest 
per member per month (PMPM) payments to support the achievement of capabilities. Most providers 
reported that they would be unable to sustain CCIP capabilities unless additional funding and 
reimbursement could be provided beyond today’s billable office visits, tests and procedures. The 
additional funding would allow providers to gradually build the infrastructure necessary to deliver the 
capabilities, hire and train teams on improved care delivery, and establish relationships with stakeholders 
to foster care redesign.  

The Prevention Services Initiative (PSI) Led by OHS and the Department of Public Health (DPH) was 
intended to create financial partnerships between health care organizations and community-based 
organizations (CBOs) in order to improve the outcomes of patients with poorly controlled asthma and 
diabetes. These services also aimed to reduce associated emergency department and hospital visits. PSI 
supported CBOs in building their capacity to contract with accountable provider organizations, such as 
ANs and FQHCs, and sharing accountability for improving patient outcomes. It also helped CBOs develop 
stronger relationships with providers to increase awareness of available resources and make referrals. 
Early learnings from this pilot project underscored the importance of community purchasing partnerships 
to enable ANs and FQHCs to better serve their most challenging populations.  

The Value-Based Insurance Design (VBID) Consortium and Technical Assistance program led by OHS and 
the Office of the State Comptroller (OHS) helped employers redesign their benefits to remove financial 
barriers to high value care. The program emphasized benefit designs that would promote patient 
engagement in primary care for prevention, health promotion and the management of common chronic 
illnesses. Through this work, OHS and the OSC helped many Connecticut public and private healthcare 
purchasers better understand primary care’s ability to improve health while lowering cost. Continuing 
efforts to engage employers on benefit design to encourage their employees in primary care is an 
important element in primary care reform.   

The multi-stakeholder Connecticut Pediatric Primary Care Payment Reform study group, convened by the 
Child Health and Development Institute of Connecticut and the Connecticut Health Foundation, recently 
explored how the pediatric primary care practice can better support improving the health of all 
Connecticut children (Seifert & Deignan, 2019). In its report, Transforming Pediatrics to Support 
Population Health: Recommendations for Practice Changes and How to Pay for Them, the group discusses 
ideas to improve pediatric primary care to better address health disparities, ensure healthy growth within 
the family, and coordinate with the community. The report recommends a multi-payer solution with 
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adequate, flexible payments. These payments would support adding care team members focused on a 
wide range of goals including prevention, health equity, and care quality, all of which have been shown to 
lower costs. They recommended measuring outcomes over time to understand the long-term return on 
investment. Many study group members participated on the PCM Pediatric Design Group.  

Facilitation of these reform efforts reinforced stakeholders’ assumption that a phased-in approach would 
allow needed time to change culture and workflows. Additionally, implementation of these programs 
made clear that a multi-payer process was pivotal to achieve system-wide changes and that increased 
investment in primary care alone would be unable to contain the total cost of care and could be 
inflationary.  

Stakeholder Engagement in PCM Design  
Stakeholder Engagement Phase 1 
Following the publication of the PTTF’s report in June 2018, OHS began the PCM design process in 
accordance with the Advisory Process that was agreed upon with the PTTF, the Consumer Advisory Board 
(CAB) and the Healthcare Innovation Steering Committee. OHS began by contracting with Freedman 
Healthcare (FHC) to support the design process under the direction of OHS and in consultation with the 
PTTF and CAB.  

Beginning in July 2018, FHC engaged over 600 Connecticut stakeholders from the following stakeholder 
groups in a series of discussions: providers including primary care physicians, other care team members, 
clinical and administrative leaders from ANs, FQHCs, and health systems; consumers; employers; payers; 
and medical schools and residency programs. 

Stakeholders shared their priorities for primary care, whether capabilities being considered reflected 
those priorities and considerations for implementation. They discussed potential payment model options 
that would provide increased funding and flexibility necessary to achieve the capabilities. Stakeholders 
expressed particularly strong support for diversifying care teams, integrating behavioral health into 
primary care, and offering more convenient ways to connect patients and providers such as through 
phone, text, email and video visits. They had questions about how the payment model options would 
ensure appropriate and equitable reimbursement for providers and how providers would be held 
accountable for implementing the capabilities. These questions were addressed by the Payment Reform 

FIGURE 3: Stakeholder Engagement Process 

https://portal.ct.gov/-/media/OHS/SIM/PracticeTransformationTaskForce/Resources/PCM-Advisory-Process.pdf?la=en


8 
 

Council (PRC), a multi-stakeholder workgroup formed to develop payment model options to support PCM 
goals. Its recommendations were provided to the PTTF. More information on how the payment model 
options reflect stakeholder questions and concerns can be found here.   

Consumer Perspectives and Consumer Engagement 
Consumers and those who advocate for consumers brought real-life experiences and a strong 
understanding of health policy to the design process. OHS hosted several discussions with consumer 
advocates representing older adults, children, individuals with disabilities, residents in need of social 
support, consumers more likely to experience the health effects of racism, the LGBTQ community, and 
other groups. Each offered important suggestions for PCM model design based on their direct work with 
consumers. Participants for these conversations were identified in collaboration with the OHS Consumer 
Advisory Board (CAB).  
 
Key themes emerged from these conversations: 
1. Recognition of the potential benefits of additional care team members 
2. Support for the opportunity for patients to access care virtually such as through email, text, phone 

calls and video visits  
3. Concerns regarding whether a payment model that bundles these new primary care services into a 

single upfront payment would result in some patients not receiving necessary care, also known as 
under-service 

 
OHS also hosted consumer listening sessions, each centered on the perspectives of patient and caregiver 
communities with significant health needs. These discussions offered unique insights into how primary 
care functions for members and families in these communities, and how we can strengthen that care. 
Each of the consumer groups wanted to ensure that there were sufficient resources and other 
safeguards so that all patients would receive the level of care they needed. They also noted that they 
understood that the way that providers are currently paid can lead to less flexibility in how care is 
delivered and how much time they can spend with patients as well as lead to less care coordination. 
 
Parents of Children with Behavioral Health and Other Complex Medical Needs: Two, two-hour 
conversations were organized in partnership with the National Alliance on Mental Illness (NAMI) and the 
Alliance for Children’s Mental Health Connecticut, an affiliated group of NAMI.  Parents discussed the 
challenges faced by families who have family members with mental illness, the lack of trained doctors 
who can prescribe medications to children with complex behavioral health needs, and the need for 
greater communication and coordination among behavioral health care teams and pediatricians’ offices. 
They shared that primary care is not able to address many of their children’s behavioral health needs and 
liked the idea of having more ways to connect behavioral health and primary care.   
 
Older Adults: OHS joined discussions with representatives of the Connecticut Association for Retired 
Americans and Connecticut AARP to better understand the primary care needs of older adults. Many of 
the participants were both patients and caregivers. They shared how upsetting and scary it can be when 
providers do not communicate well with each other or completely understand how the medications they 
prescribe interact with other medications.  
 
Individuals with Disabilities: In partnership with Access Independence, OHS hosted a discussion with adults 
with disabilities. Consumers shared their frustrations with physically inaccessible examination equipment, 
a lack of compassion from providers regarding their disabilities and how little providers understand the 
impact their disabilities have on other aspects of their health. One consumer explained how long waits for 
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an office visit are very frustrating when transportation is arranged for a specific time and then the 
provider’s office is not prepared with the correct equipment to complete a thorough exam. 
 
OHS also hosted one-on-one conversations with consumer advocates and asked Connecticut residents to 
submit comment on PCM through the OHS website.  
 
Recommendations Development  
OHS and the PTTF established a series of multi-
stakeholder design groups to assist with the design 
of specific primary care capabilities, while 
considering the needs of special populations. These 
groups were comprised of experts, providers, 
payers, and consumer advocates. Design group 
members contributed their time and insights based 
on their experience as consumers, practitioners, 
academics and policy experts. Each design group 
considered the goals, requirements and impacts of 
a specific capability. Design groups reviewed national and Connecticut program experience, academic 
research on each capability and input from stakeholders and consumers. Recommendations were 
presented to the PTTF for review, refinement and approval. Summaries of each capability are included in 
the PCM Capabilities Compendium.  

On a parallel track, the PRC began its work with a review of CPC+, the advanced primary care medical 
home model developed by CMS, and how other states are utilizing more flexible payment models to 
enhance primary care. This led to the development of strawman payment model options including two 
risk-adjusted, advance payments. Once the PTTF approved an initial set of capabilities, the PRC began a 
review of the capabilities with three key questions in mind.  

1. Would the strawman payment model options adequately support implementing the capabilities? 
2. Would the capabilities generate sufficient savings to offset the increased funding? 
3. Would the new payment model options generate any unintended consequences? If so, could they 

be addressed or mitigated? 

Stakeholder Engagement Phase 2  
OHS prepared a comprehensive provisional strawman payment model based on stakeholder discussions 
and the recommendations developed in phase one. The strawman model included detailed information 
on primary care capabilities, example case studies, and details on a potential payment model and the 
payment limitations that they were intended to address. The strawman model also asked stakeholders to 
consider the trade-offs of incorporating a bundled payment for primary care office visits as described 
below. 

During Phase 2 of the stakeholder engagement process, OHS presented the provisional strawman model 
and requested feedback on the proposed capabilities and payment model options. Stakeholder groups 
were asked whether the capabilities and the proposed payment model would enhance primary care. 
Stakeholders provided feedback on the reasonableness of costs and savings estimates. And, some groups 
of stakeholders outlined their priorities for accountability. They discussed how data should be collected 

PCM Design Groups 
 Diverse Care Teams  
 Behavioral Health Integration (adult and 

pediatric) 
 Community Integration  
 Older Adults with Complex Needs 
 Pain Management 
 People with Disabilities 
 Pediatric  
 Federally Qualified Health Centers 

FIGURE 4: PCM Design Groups 

https://portal.ct.gov/-/media/OHS/SIM/PracticeTransformationTaskForce/Resources/Presentation_StakeholderMaterials_OSC_07312019.pdf?la=en
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and presented. They considered various oversight structures and how to balance flexibility with 
accountability. ANs shared that while many of them are moving towards value-based contracts and hope 
to develop the infrastructure to support capabilities envisioned by the PTTF, they feel internal pressure to 
make the transition gradually. They expressed an interest in further understanding how the increased 
investment in primary care would affect funds flow. OHS met with these ANs frequently to provide them 
with tools to use their own data to assess the impact that PCM would have on their organizations, 
including funds flow scenarios and revenue projections. Based on this feedback OHS suggests several 
refinements, all of which are reflected at the end of this report.  

Capabilities to Transform Care 
PCM was intended to transform primary care by expanding and deepening its capabilities. With the 
support of increased primary care investment and more flexible payment model options, evidence-based 
capabilities would create a primary care system that is more patient-centered, effective, efficient, and 
convenient. The capabilities were developed and refined by the PTTF after a thoughtful and extensive 
review of the evidence and informed by the insights of Connecticut experts, providers and consumers. All 
PTTF recommended adult and pediatric capabilities are shown in the wheel graphics below. More 
information on the capabilities including requirements to fulfill each capability, examples of how the 
patient experience would change and other expected impacts can be found in the PCM Capabilities 
Compendium.   

Many of the recommended capabilities were first considered by the PTTF in its June 2018 report, Primary 
Care Payment Reform: Unlocking the Potential of Primary Care (State Innovation Model, 2018). Beginning 
in July 2018 and over the next six months, multi-stakeholder design groups each focused on a specific 
capability formed. As discussed above, these design groups included representatives of providers, payers, 
consumers and researchers with expertise in the capability. They reviewed multiple approaches in the 
literature and compared specific national and state program models. The PTTF considered input from the 
design groups in making their recommendations. Capabilities with a single recommended approach did 
not undergo a design group process. For these capabilities, the PTTF reviewed the evidence and made its 
recommendations. All capabilities considered how care can be delivered with the needs of the patient, 
their family or caregivers, and their provider at the center of model design. 

All capabilities were evaluated based on their ability to achieve the PCM goals: 

- Improve Access 
- Improve Patient Experience 
- Improve Quality  
- Revitalize Primary Care 
- Lower Cost Growth 

As shown in Figure 5, the capabilities design process was a phased approach of seeking stakeholder input, 
gathering evidence from peer-reviewed research and reviewing the evidence with experts in Connecticut 
and nationally. Design groups and the PTTF also considered whether the capability should be core or 
elective and whether all practices within the AN/FQHC would need to offer the capability or whether the 
capability could be deployed by the network. The PTTF ultimately recommended that participating ANs 
and FQHCs be required to achieve nine adult core capabilities over the five-year period. Three additional 
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elective capabilities would be optional. For pediatrics, stakeholders recommended eight required or core 
capabilities and two optional capabilities.  

Throughout the design process, stakeholders 
noted that the capabilities should be phased in 
over a defined period. Workforce members would 
need to be trained and hired, culture and 
workflows would need to evolve to meet new care 
delivery goals, and policies and processes would 
need to change. OHS also met with the OWC at 
the Connecticut Department of Labor to begin to 
better understand workforce planning efforts that 
would be necessary to support care team 
expansion. With these complexities in mind, 
stakeholders weighed the trade-offs of a more 
flexible approach to implementation versus a 
more prescriptive approach. The model design 
recognized that a more flexible implementation 
approach would be needed to reflect the needs of different patient populations, and differences in 
technology, workforce, workflows and culture across the state’s ANs and FQHCs. 

The PTTF recommended that each participating AN and FQHC develop a five-year implementation plan. 
Plans would be reviewed by OHS as part of the PCM accountability process. In addition, payers would 
review and approve AN/FQHC plans for their own programs, which is further discussed here. Auditing 
would be used to ensure dollars were spent according to the plan. A high-level overview of a hypothetical 
AN implementation plan is shown below in Figure 6.    

Capabilities Development Process 
 Consider provisional capabilities from 2018 PTTF 

Primary Care Payment Reform Report 
 Request feedback on provisional capabilities 

from stakeholder groups 
 Compile evidence on capability impact and 

national and Connecticut models with expert 
advice 

 Review impact and models with design groups 
for feedback and modifications 

 Discuss design group recommendations with 
the PTTF 

 PTTF determines whether capability should be 
included in PCM and whether it should be core 
or elective pending analysis of capability cost  

FIGURE 5: Capabilities Development Process  

FIGURE 6: Hypothetical implementation approach, each AN/FQHC would submit their own implementation 
plan to OHS for approval. 
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Adult Capabilities 
Figure 7 illustrates the adult capabilities in the PCM strawman model. Elective or optional capabilities are 
denoted with an asterisk and italics. A key theme throughout the design groups ensuring the patient, 

family and primary care clinician should be at the center of each capability. The model recognized it may 
be more efficient for some capabilities, particularly those requiring certain investments in health 
information technology, to be fulfilled by the AN or FQHC rather than each individual primary care 
practice.  Consistent with the research, methods for communicating among and between care team 
members was considered essential, but co-location was not required.  
 
Core Adult Capabilities 
Diverse Care Teams bring together professionals with different skills and expertise to provide patients 
with needed support throughout their care experience. Stakeholders participating in the PCM design 
process envisioned ANs/FQHCs would design their own care teams to meet the needs of their patients. 
The model design recognized that a more prescriptive approach (i.e. X community health workers per y 
patients) would be complex to administer and may not allow providers sufficient flexibility to address the 
needs of their patients and to modify their approach over time. Examples of new care team members 
contemplated in the PCM model included care coordinators, community health workers, pharmacists, 
and nutritionists. The PTTF decided staff member to patient ratios be should be recommended but not 
required. Research shows expanding and diversifying care teams would increase access and help patients 
receive care more quickly (PWC). The result is that patients receive more preventive care and chronic 
conditions improve. This reduces avoidable visits to the emergency department and hospital stays. 

FIGURE 7: Adult Capabilities Overview 
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Patient financial responsibility approaches for care provided by the expanded care team were also 
reviewed and the model design recognized that care received likely would not generate out-of-pocket 
costs for patients if it was delivered by a provider who could not currently bill for their time under a fee-
for-service model.  
  
Adult Behavioral Health Integration (BHI) was proposed to add a behavioral health clinician to the primary 
care team. This clinician would perform three primary functions: 1) assessment and screening, 2) support 
patients in need of a brief intervention (e.g. 3-5 visits), often to improve coping skills or offer support 
through a difficult life event such as death or divorce 3) connect the patient to specialized behavioral 
health services in the network or in the community. Research shows BHI helps identify and treat 
behavioral health conditions, achieve better outcomes, improve patient satisfaction with treatment and 
reduce total cost of care over time (Tice, et. al., 2015) (Unutzer, 2008).  
 
Phone, Text, Email and Video Visits would offer patients more convenient access to providers who may 
be able to diagnose and treat them without a face-to-face visit. These virtual communications could also 
support periodic check-ins to offer patients ongoing support, advice and coaching. Research shows this 
type of access improves patients’ ability to manage chronic illnesses and reduces avoidable trips for 
specialty care and the associated costs (Strumpf, 2016) (Bishop, et. al., 2013).  
 
e-Consults and Co-management were intended to allow primary care providers and specialists to work 
together efficiently to create care plans for the patient. During an e-Consult, a primary care provider 
electronically consults with a specialist for a non-urgent condition before or instead of referring a patient 
to a specialist for a face-to-face visit. Co-management offers patients the opportunity to receive more 
coordinated, collaborative ongoing management by the PCP, specialist and patient. In addition to offering 
patients faster, more convenient access to specialty expertise and cost savings, another goal was to 
support primary care providers in increasing their own knowledge and most report high satisfaction with 
the process (Anderson, et al., 2018) (Vimalananda, et al., 2015) (Olayiwola, 2016).   
 
Remote Patient Monitoring uses connected digital services and technology to move patient health 
information from one location, such as at a person’s home, to a healthcare provider in another location 
for assessment and recommendations. It is most helpful for patients with certain conditions, like 
congestive heart failure (CHF) and diabetes. Research shows patients who utilize remote patient 
monitoring give their providers an opportunity to identify changes in their condition sooner, treat them 
accordingly and in turn, prevent some hospital stays (Broderick, 2013).  
 
Care for Older Adults with Complex Needs would offer enhanced primary care from a practice specially 
designed to improve outcomes for patients aged 75 and older. Specialty practices will be equipped to 
serve patients with multiple chronic conditions, functional challenges and trouble traveling to in-office 
visits and therefore more likely to have potentially avoidable emergency department visits and require 
nursing home placement (Counsell et. al., 2009). The care team would provide support outside of a 
traditional office visit including in a patient’s home or community. Research shows that these types of 
teams can improve health outcomes, prevent some hospital stays, improve provider and patient 
satisfaction and lower costs (Institute for Strategy and Competitiveness, 2019).   
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Pain Management and Medication-Assisted Treatment offers patients access to providers that 
understand and are trained to treat the complex medical, behavioral and social components of their 
conditions. Pain management focuses on preventive, routine and advanced pain management in primary 
care. The PCM model design envisioned that all practices would be equipped with basic competence in 
pain management while a subset would specialize expertise, supported by the Centers of Excellence in 
pain management. Access to pain management expertise brings patients meaningful improvements in 
function, reduced time off work and can lead to dramatically lower healthcare costs (Prakken, et. al., 
2017). Under the PCM design, some practices would be specially equipped to administer Medication 
Assisted Treatment (MAT), a proven treatment for opioid addiction.  
 
Enhanced Primary Care Services for Adults and Children with Disabilities offers patients access to 
enhanced primary care including experienced care teams, access to preventive screenings and care, 
accessible services, and home- and community-based services and care teams. These practices would 
treat all patients and receive additional training for their patients with disabilities. Access to specialized 
enhanced primary care practices improves patient experience with convenient, timely, and accessible 
care from a team with appropriate experience, expertise and resources (AADMD, 2013). Research shows 
that care teams with experience and expertise in treating people with disabilities improve their patients 
preventive care, chronic illness outcomes, and reduce avoidable visits (Hostetter, Klein, McCarthy, 2016). 
 
Elective Adult Capabilities 
Oral Health Integration provides oral prevention services in primary care offices during regular checkups, 
including screenings, fluoride varnish, oral hygiene education, and when necessary, referrals to oral 
health providers. Oral health is an important contributor to overall health and improved access to 
preventive oral healthcare in the primary care setting will offer more Connecticut residents access to 
certain basic dental services.  
 
Shared Medical Appointments bring together patients with similar medical conditions for physical exams, 
education and peer support to address their medical, social and behavioral health needs and strengthen 
patients’ ability to manage their health.  
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Pediatric Capabilities 

Core Pediatric Capabilities 
Pediatric Diverse Care Teams were to be guided 
by the pediatrician in collaboration with the 
patient and family, integrated with other 
professionals (e.g. community health workers, 
lactation consultants, dental hygienists, etc.), and 
coordinated with community supports with the 
goal of promoting the strengths of families and 
optimizing health for all children. This type of 
collaborative, coordinated care has been shown 
to increase preventive care, offer families additional resources for health promotion, reduce the risk of 
chronic conditions in adulthood and potentially reduce health care costs over a child’s lifetime 
(HealthySteps, 2017). 
 
Pediatric Behavioral Health Integration was intended to offer a team-based approach to promote the 
developmental, socio-emotional, and mental health for children and families within the pediatric medical 
home and community. Care team members focus on screening, early identification of emerging issues, 
brief assessments, and coordinating community-based treatment when needed. Research shows this 
approach to pediatric behavioral health improves health outcomes, increases school readiness and 
attendance, helps families communicate better and lowers the risk of chronic conditions in adulthood 

Stakeholder Input: Primary care has a strong 
role to play in health promotion, particularly in 
pediatric medicine. 
Model Impact: Required pediatrics 
capabilities include care team members focused 
on health promotion and home visits to 
promote infant health and development.   

FIGURE 8: Pediatric Capabilities Overview 
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(Gleason, Goldson & Yogman, 2016). These improvements are driven in part by the increased access that 
comes from having a behavioral health clinician part of the primary care team.  
 
Alternative Ways to Engage Patients and Their Families was included to offer more convenient ways for 
patients and families to engage with the pediatric medical home such as video visits, phone calls, text 
messages, emails. Pediatric primary care teams could choose whether to offer group visits based on 
provider and patient preferences. For example, a pediatrician’s office might find additional benefit to 
patients when infant well visits are conducted in a group setting. Such a setting offers parents the 
opportunity to connect with each other, share success stories and lessons and learn about their child’s 
health and development from the primary care team.  Stakeholders noted the benefit of convenient 
access to busy families, particularly those caring for children who would benefit from frequent check-ins 
but face barriers traveling to the office.  
 
Universal Voluntary Home Visits for Newborns was recommended to offer families a home visit with a 
nurse and a community health worker, if desired. Visits would offer new parents important tips about 
infant health and development including strategies for eating, sleeping and play. The visit would aim to 
begin building a relationship between the primary care team and the family. These visits could identify 
families in need of social support or parents facing undiagnosed behavioral health conditions including 
post-partum depression and anxiety (Dodge, et. al., 2014). 
 
e-Consults and Co-management were intended to support primary care providers and specialists to work 
together to create care plans for the patient in an efficient way. During an eConsult, a primary care 
provider electronically consults with a specialist for a non-urgent condition before or instead of referring 
the patient and family to a specialist for a face-to-face visit. Co-management offers patients the 
opportunity to receive more coordinated, collaborative ongoing management by the PCP, specialist, 
patient and family.   
 

Achieving Health Equity  
Three additional capabilities were designed to help identify and prioritize opportunities to reduce 
healthcare disparities. These capabilities included a core Health Equity Improvement capability, a core, 
Community Integration to Address Social Determinants (SDOH) capability, and an elective, Community 
Purchasing Partnerships capability for both adults and pediatrics.  
 
Health Equity Improvement capability was 
envisioned to require that ANs/FQHCs 
implement policies and procedures to collect 
race and ethnicity data, analyze it to identify 
disparities in care and conduct root cause 
analyses to implement interventions to address 
those disparities. This capability was intended to 
provide a better understanding of population 
health while reducing disparities within the 
community. 
 

Stakeholder Input: Achieving health equity 
requires a data driven strategy that connects 
the patient and family to primary care 
integrated within the larger community. 
Model Impact: ANs/FQHCs will conduct 
network-level data analysis and patient-level 
SDOH assessments to connect patients to 
needed community support.  
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Community Integration to Address Social Determinants capability was designed to further support these 
efforts by requiring care teams to conduct social determinants of health screenings to identify patients’ 
barriers to care and connect them to community resources to address these barriers. The primary care 
team was to serve as a resource for patients to address social determinants of health with the help of 
resources within their community.  
 
Community Purchasing Partnerships was intended to provide an opportunity for ANs and FQHCs to 
contract for community-based services. Through this mechanism community-based services could build 
capacity to address further needs of patients and better support health in the community. 

 
Technical Assistance and Peer Support 
Many stakeholders shared that successful implementation would require technical assistance and peer 
support. Therefore, the PCM strawman model design included technical assistance to support changes in 
workflows and culture, capabilities implementation, using data to identify priority interventions and at-
risk patients, and other needs. To reflect variation in needs across providers, stakeholders recommended 
that ANs and FQHCs identify technical assistance priorities and secure external vendors to provide this 
support.  

Stakeholders also discussed the benefits that can come 
from peer learning and support. With this in mind, the 
model design included a Learning Collaborative 
convened by OHS to enable PCM participants to share 
experiences, build shared knowledge and discover 
partnership opportunities. 

PCM Payment Model Design Options 
Overview 
To enable providers to most efficiently implement the capabilities approved by the PTTF, stakeholders 
envisioned more flexible payments would be needed. Today, primary care providers are typically paid fee-
for-service. Under a fee-for-service payment model, payment is made when a specific type of provider, 
most often a physician, nurse practitioner or physician assistant, cares for a patient under a specific set of 
circumstances (e.g. location, length of time). Primary care providers often are not paid for services 
provided by community health workers, health coaches and pharmacists, even when those providers 
would substantially improve care experience and outcomes. These rules have led to most primary care 
being delivered face-to-face in a provider’s office, even when a phone call, text, email or video visit would 
be clinically-appropriate, more convenient for the patient and more efficient for the provider. Fee-for-
service payment models are becoming less restrictive as payers and providers recognize the benefits of 
diverse care teams and virtual care. However, during the PCM design process providers in Connecticut 
and nationally said the new codes and fees to support diverse care teams and virtual care come with their 
own complexities and administrative hassles. 

Stakeholder Input: Lessons from 
tailored, phased-in implementation plans 
should be shared. 
Model Impact: OHS to promote sharing 
experiences through a Learning 
Collaborative.   
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The PRC was formed to consider payment options 
that would enable primary care providers to achieve 
the recommended capabilities. The PRC developed a 
set of key principles listed in Figure 9. The PRC was 
asked to focus on payment model design options for 
Medicare fee-for-service and develop 
recommendations for other payers. Its 
recommendations were presented to the PTTF for 
discussion, refinement and approval.  

The PRC began by reviewing the payment model 
design options used in CPC+, the advanced primary 
care medical home model developed by CMS. The 
PRC then determined a series of modifications that 
would be necessary to best support PCM and the 
specific needs of Connecticut patients, providers, 
employers and payers. This section of this report 
provides an overview of the PRC’s discussion regarding primary care payment model design options and 
information on the trade-offs considered.  

 
Recommendations of the Payment Reform Council  
As noted above, the PRC spent considerable time discussing whether paying for primary care with one or 
more upfront, bundled payments would offer primary care teams the financial flexibility necessary to 
deliver the recommended capabilities and in turn, deliver optimal care to patients. These discussions led 
to five key provisional recommendations outlined below, all of which provided a framework for future 
conversations with the PRC and stakeholders.  

1. Create two bundled payments: A basic bundle would reimburse primary care providers for office visits 
and most other services currently paid fee-for-service. A supplemental bundle would cover the 
incremental cost associated with delivering the capabilities. Some services, such as minor procedures in 
the office, and expenses, such as the cost of vaccinations, would still be paid fee-for-service.  

2. Risk adjust: Early in its discussions, the PRC determined that both the basic bundle and the 
supplemental bundles should be risk-adjusted to reflect the differences in patient populations.                                  

3. Make payments to primary care teams and advanced networks: Basic bundle payments would be 
made to the same entity previously received office visit payments. Providers described these payments 
serve as “keep the lights on” dollars for practices and said that it was important to maintain stability. 
Supplemental bundle payments would be made to the AN or FQHC so investments in new care team 
members and technologies could be leveraged across practice sites and deployed most efficiently.  

4. Only attribute patients to a primary care provider: For this purpose, primary care provider was 
defined as Family Practice, Internal Medicine with no subspecialty, Internal Medicine with subspecialty of 
geriatrics, Pediatrics with no subspecialty, General Practice or a Nurse Practitioner or Physician Assistant 
practicing with one of the above subspecialties.  

5. Create Accountability: To help ensure increased primary care reimbursement would not be 
inflationary, the PRC recommended the bundled payments would only be available to ANs/FQHCs in 

Payment Reform Council Key 
Principles  
 Consider input from consumers, providers, 

payers and employers 
 Review financial effect of capabilities 

recommended by the PTTF 
 Determine methods of accountability and 

safeguards to protect against underservice 
and patient selection 

 Design an implementation strategy that 
ensures a return that offsets the investment 
– builds over time 

 Customize “best in class” federal and state 
initiatives  

FIGURE 9: Payment Reform Council Key 
Principles 
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MSSP or similar programs that reward accountability for total cost of care. The PRC did not make a 
recommendation on whether ANs/FQHCs would need to be responsible for losses if the cost of the 
provider’s patient population was higher than expected, often referred to as “downside risk.” The PRC 
also noted stakeholders’ concerns regarding the potential for under-service and reviewed a multi-
dimensional accountability model that included access tracking, guidance on provider compensation and 
other components.  

 

 

Basic Bundle 
The basic bundle was designed to offer primary care teams the flexibility to treat patients based on 
clinical need and patient preference without the financial and administrative constraints of fee-for-service 
payment. It would provide an upfront, “bundled” payment to reimburse primary care providers for office 
visits and most other services currently paid fee-for-service. 

Conceptually, the basic bundle would serve as an advance payment for primary care providers’ time, 
freeing them to use their days in ways that best meet the needs of patients. Providers receiving bundled 
payments report they lengthen office visits with more complex patients, and offer convenient phone, 
email, text and video visits when its clinically appropriate. Time spent leading care teams, collaborating 
with colleagues and participating in learning opportunities increases professional satisfaction, helps all 
members of the care team work at the top of their license and benefits patients.  

The model design envisioned that the basic bundle would be based on the historical use of basic bundle 
services and the price of those services negotiated between the provider and the payer.  

Services Included: Research finds that when developing a primary care bundled payment it is important 
to include services that comprise a meaningful portion of patient care. This approach helps ensure the 
bundled payment is sufficient to enable the financial flexibility and cultural shift necessary for success 
(Basu, et. al., 2017).  

For adults, the bundle would be based on historical reimbursement for sick office visits. This decision was 
consistent with the design of CPC+, which does not include preventive visits in its bundled payment. For 
children, the basic bundle would be based on historical reimbursement for sick and preventive or well 
visits. The PRC had several discussions regarding whether to include preventive visits in the basic bundle, 
particularly for pediatric care. Child health and development advocates offered public comment noting 
the considerable portion of total pediatric practice revenue coming from well visits (Baker & Honigfeld, 

FIGURE 10: PCM Payment Model Design 
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2018). Therefore, the model design determined that not including these visits in the pediatric basic 
bundle could inhibit these practices’ ability to have enough flexible revenue for care transformation. 
These child health and development advocates also noted the potential benefits to patients of offering 
well visits in innovative formats, such as through a group visit where parents could learn from each other 
and the primary care team.  

The PRC envisioned that the basic bundle would completely replace the payer’s portion of the payment 
for all services included in the basic bundle. The PRC contemplated a “hybrid bundle” similar to what is 
currently being used by CPC+. In its review, the PRC determined that a hybrid bundle would stifle 
transformation by financially penalizing providers whenever care was delivered virtually or by another 
member of the care team. This is because the payment for those services would only be comprised of the 
bundle component and would be missing the fee-for-service component. A hypothetical case study can 
be found here. 

Patient Cost Share: Providers paid via a basic bundle would continue to collect patient cost share 
according to the patient’s benefit design. This fee collection would support the development of a shadow 
claim, a claim that has the provider payment amount set to zero. Shadow claims are helpful in 
documenting care without triggering payment and are needed to administer member cost share in costs 
(e.g., copays). Those designing PCM anticipated some care would transition to phone calls, text messaging 
and other modes of care delivery that today do not include a member cost share. Payers would evaluate 
the impact of this change and reflect the impact in premiums and budgets for self-insured employers, 
who assume financial risk for employee health care benefit provision.  

Notably, the design of the payment model was intended to align with existing benefit plan design to offer 
a smoother, even seamless, transition for consumers and employers. Patients, even those with high 
deductible health plans, would continue to contribute to the cost of primary care services as they to do 
today. Primary care providers’ basic bundle payments would be adjusted to reflect these payments as 
shown in Figure 11. Over time, some payers and plan sponsors might have reduced or removed cost 
share requirements for PCP-provided primary care services to better align with the payment 
methodology. Reduced cost sharing for primary care services has been shown to increase primary care 
utilization, improve provider performance on quality measures and support patients in taking medications 
as prescribed (Ma et al., 2019). For qualified high-deductible health plans with health savings accounts, 
payers and plan sponsors could increase contributions to health savings accounts for members that 
designate a primary care physician and receive recommended screenings, preventive services and chronic 
care.  

Documenting Patient Care: In addition, providers receiving payment through the basic bundle would be 
required to document patient encounters by care team member credentials (e.g. physician, community 
health worker, pharmacist) and type of encounter (e.g. office visit, phone call, email). More information 
on Access Tracking can be found here. 
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Provider Payment Flow: 
The PRC envisioned 
basic bundle payments 
would be made to the 
same entity that 
receives office visit 
payments today. 
Providers said these 
payments serve as 
“keep the lights on” 
dollars for practices and 
that it was important to 
maintain stability in 
how the payments would be made from the payer to the provider. A graphic showing the administration 
of the basic bundle is displayed in Figure 11.  

Adjusting the Basic Bundle 
The basic bundle would be adjusted over time for several factors including changes in the population and 
services provided. 

Payers would use the equation below as a framework to develop the basic bundle. Actuaries at each 
payer would determine the specific methodologies used to complete the equation. Some factors included 
in the equation may not have been relevant for all adjustment periods.  

 

 

Added or Deleted Services: The basic bundle equation anticipated that new services may be added to 
primary care. During the course of the PCM design work, CMS added several new codes and fees to 
support virtual check-ins, eConsult and remote patient monitoring. Since the basic bundle was based on 
historical use of services, there may not have been sufficient history of these new services to fully reflect 
their expected use. With this in mind, payers could have considered utilizing this adjustment to reflect 
these new services. Another approach would be for payers to recalculate the basic bundle after three 
years to ensure that it reflects all changes in care delivery. 

Population Risk: Risk adjustment was an important component of the basic bundle equation. Since the 
basic bundle was designed to be based on historical use of primary care services, it already reflected 
differences in populations across primary care providers with regard to how they used those services.  

Recognizing that populations may change over time, the PRC also envisioned a clinical risk adjustment 
strategy. Typically, clinical risk adjustment is based on clinical conditions that predict total cost of care. As 
with most payers nationally, no Connecticut payer has implemented a risk adjustment methodology 
designed specifically to predict primary care cost, rather than total cost, of a patient or population. 
However, research has found there are relatively small differences in primary care spend across primary 
care practices within a specific payer’s population (Ellis, Ash, Fernandez, 2015). Therefore, the PRC 
determined that adjusting payments using standardized, validated methodologies designed to reflect 
total cost of care would be adequate. Each payer would use its existing, preferred total cost of care risk 
adjustment methodology. Data from shadow claims for bundled services and traditional claims from 

Figure 11: Administering the Basic Bundle 

FIGURE 12: PCM Basic Bundle Equation 

(Base Period Claims (+/-) Addition or Deletion of Services Included) * Population Risk 
Adjustment * Use Trend * Unit Cost Trend  
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other health care services provided to the patient, such as visits to specialists, an emergency department 
or a hospital, would support this risk adjustment. The risk of each provider’s population would be 
normalized to the overall population.  

Changes in Use or Cost of Services: Changes in benefit design can lead to changes in primary care service 
use. If primary care use changed significantly due to changes in benefit design or need i.e. flu outbreak, 
the basic bundle would be adjusted to reflect those changes. Similarly, if the cost of primary care services 
changed, the basic bundle would be adjusted to reflect those changes.  

Under the PCM model design, fee for service payments would be used to compensate providers for some 
primary care services including adult wellness visits, injections for vaccinations and any other covered 
service that are not part of the basic bundle. Fee for service payments also would be made for any 
primary care service provided to a patient by a primary care provider that is not his or her attributed 
primary care provider. 

Supplemental Bundle  
Currently, most shared savings arrangements offer limited, if any, upfront payments to defray a 
provider’s investments in care delivery transformation (e.g. hiring care team members, improving health 
information technology). Providers cite concerns about their ability to generate savings sufficient to cover 
upfront investments as one of the primary reasons they are reluctant to make such investments. For this 
reason, the PRC recommended the use of a supplemental bundle payment or PMPM to cover the cost of 
new care team members and other investments that are needed to achieve the recommended 
capabilities.  

The importance of up-front payments and their role in spurring investments in primary care were not 
obvious to payers and many other stakeholders. For this reason, a case study was used to illustrate how 
an advance supplemental payment would enable providers to invest in capabilities that they are unable 
to invest in today.   

Hypothetical Case Study 

When ABC Health Partners began MSSP, it hired three new care team members including a nurse care 
manager, a licensed clinical social worker and a pharmacist as part of a new pilot. They immediately 
improved healthcare outcomes and also saved money. Patients loved the program. Then, ABC Health 
Partners abruptly ended the pilot. 

Why did ABC end the pilot? 

• The new employees cost about $300,000.  
• It estimated savings of $450,000 due to avoided ED visits, hospital stays and at least one 

skilled nursing facility stay. 
• ABC had to split those savings with Medicare, 50/50. After expenses, its share of the savings 

($225,000) becomes a net loss of -$75,000. For ABC, there is no reward for incremental 
improvements in efficiency.  

• Hiring the care team members highlighted other gaps too. ABC had insufficient data to 
identify high-needs patients; weak connections to community resources; and lacked certain 
care team members to address specific needs such as pharmacists to troubleshoot 
medication problems.  

• ABC realized it needed advance funding across its payers to redesign its systems and 
maximize the shared investment as shown in Figure 13. 
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The PRC envisioned the supplemental bundle as an additional, upfront payment to support activities and 
investments necessary to achieve the 
capabilities. Examples of these expenses 
include salaries and benefits of diverse care 
team members, new investments in 
technology and infrastructure, incentives to 
patients to receive high-value care, and 
patient-specific expenses to address social 
determinant of health needs such as food 
security/food as medicine, housing instability, 
and transportation. Supplemental bundle 
dollars also would support coordination with and referral to community resources. ANs/FQHCs could also 
choose to utilize supplemental bundle dollars to fund formal partnerships with community-placed 
organizations. For services paid via supplemental bundle funds, providers would not collect a cost share 
from patients.  

The PRC recommended that PCM supplemental bundle payments be standardized across ANs and FQHCs 
participating in each payer’s PCM program. This means that unlike the basic bundle, the supplemental 
payments would not reflect differences in negotiated unit costs across providers. The rationale for this 
approach was to ensure that the supplemental bundle would add incremental revenue without 
perpetuating inequities or perceived inequities in current negotiated rates. In contrast, the basic bundle 
was developed to replace existing revenue without resulting in dramatic changes in that revenue.  

Payers would be responsible for developing supplemental bundle targets. Payers would implement 
separate supplemental bundle targets for adults and pediatrics to reflect the differences in those 
populations and ensure each population had sufficient funds to benefit from the capabilities. More 
information about the supplemental bundle glide path can be found here.  

Maximizing supplemental bundle investments would require that they be spread over a larger population 
than a single primary care practice. Therefore, the PRC recommended that supplemental bundle 

Stakeholder Input: Transformation requires 
investments in more than just salaries. It requires 
technical assistance, infrastructure development, 
training, and funding to address social 
determinants.  
Model Impact: The supplemental bundle can be 
used for any of these purposes.  

FIGURE 13: PCM Basic Bundle Equation 



24 
 

payments would be calculated for each AN and FQHC and paid to the AN or FQHC. Then, the AN or FQHC 
would leverage health information technology and other investments across the network and staff each 
primary care team with the right complement of professionals to meet the needs of their patients. 

Adjusting the Supplemental Bundle  
Research suggests that traditional risk adjustment methodologies do not adequately predict the expected 
total cost of care for patients for patients with serious behavioral health conditions and those facing 
certain social barriers to health (Ash, et. al., 2017). Further, since these patients often benefit from more 
intensive care management including connections to community-based resources, the PRC 
recommended participating payers be required to develop a risk adjustment approach that reflects 
patients’ medical, behavioral and social needs. This approach would be reviewed by OHS as part of the 
payer’s annual PCM application. A hypothetical approach to meet this requirement is discussed below. 

Hypothetical Risk Adjustment Approach: 
Using a tiering structure, supplemental bundle payments would be adjusted to reflect the specific needs 
and expected costs of each AN and FQHC’s population. These expected costs would include the impact of 
social, behavioral health, and care management needs. This adjustment is similar to the approach used by 
CPC+ and recognizes key principles established by Bridges to Health, a methodology that groups patients 
into eight categories based on need to better plan for their care delivery and identify other necessary 
supports (CPC+, 2017)(Lynn, et. al., 2007).  

Supplemental bundle risk tiers would be based on existing risk adjustment methodologies and augmented 
by additional widely available data to better reflect the impact of four key drivers of primary care team 
intensity:  

1) differences in the clinical needs of pediatric and adult populations, 
2) severe behavioral health conditions,  
3) dementia, and 
4) unmet social needs 

 
For the supplemental bundle, first 
payers would apply the same total 
cost of care risk adjustment 
methodology used for the basic 
bundle. Then, payers would sort the 
risk scores and identify the 25th, 50th, 
75th, and 90th percentiles. 

Diagnostic data found in medical and 
pharmacy claims would be the basis 
for flagging patients with conditions 
requiring intensive care management 
such as dementia and severe behavioral health conditions such as schizophrenia, bipolar disorder and 
major depression. As a next step, payers would use zip code information to identify patients more likely 
to face unmet social needs. For example, in Massachusetts, a composite measure of “economic stress” 
was based on seven metrics found in census data. Performance on these metrics translated to whether 
beneficiaries in the zip code were assigned a neighborhood stress flag signaling increased risk of social 
barriers to health (Ash, et. al., 2017).   

Figure 15 provides a hypothetical example of a supplemental bundle tiering framework for adults. A 
similar tiering framework would be developed for children. Note adult and child tiers would be based on 

Neighborhood Stress Score Metrics 
 % of families with incomes < 100% of federal poverty level  
 % < 200% of federal poverty level  
 % of adults who are unemployed  
 % of households receiving public assistance  
 % of households with no car  
 % of households with children and a single parent  
 % of people age 25 or older who have no HS degree  

FIGURE 14: Neighborhood Stress Score Metrics 
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different supplemental bundle payment schedules. It was envisioned that future phases of work would 
refine this approach. 

Adult Definition 
Tier 1 risk score <50th percentile, no secondary factor 
Tier 2 risk score <50th percentile and Neighborhood Stress Score and/or Severe BH Diagnosis flag 
Tier 3 risk score 50th percentile ≤ risk score < 90th percentile, no secondary factor 
Tier 4 risk score 50th percentile ≤ risk score < 90th percentile and Neighborhood Stress Score 

and/or Severe BH Diagnosis flag   
 

Tier 5 risk score 50th percentile ≤ risk score < 90th percentile and Neighborhood Stress Score and 
Severe BH Diagnosis flag  

 

It is important to note the limitations of claims and demographic data in capturing these risks. Further, all 
mental illnesses have the potential to require significant care team support and all persons no matter 
their diagnosis or geography may face complicating factors that make it challenging for them to achieve 
their best health. In addition, payers would be encouraged to explore other factors as they developed the 
methodology for supplemental bundle risk tiers.  

Attribution 
Attribution occurs when a patient is assigned to a provider or a group of providers for a specific purpose 
such as payment or measurement. Attribution methods typically rely on data from medical claims 
information, such as the number or percentage of services provided by a clinician or group of clinicians, 
or the dollars associated with those services. Other approaches ask patients to choose a primary care 
provider and share this information with the payer. Stakeholders consulted through the PCM design 
process said existing attribution methodologies were imperfect. However, requiring that payers adopt a 
new methodology would be challenging for payers that use a nationally standardized approach, it may 
run counter to other payer specific innovations, and it is unlikely to generate sufficient program value to 
offset these consequences. They also suggested that it would be more worthwhile to revisit attribution in 
a few years when experience with PCM could inform the discussion (e.g., frequency and nature of 
interactions with primary care providers and other care team members).  
 
The PRC envisioned payers would use their current attribution methodologies, with the following 
modifications requested.  

• Prioritize Patient Choice: Stakeholders informing PCM design felt it was important that patients 
should be able, though not required, to choose their own provider. They recommended that 
payers develop ways for patient designation of provider to be recognized above all other 
attribution methods. Patients who chose not to designate a primary care provider would be 
assigned to one based on the payer’s current attribution policy. Stakeholders said it was important 
that patients be notified when they were attributed to a provider in the program and that those 
communications should utilize clear, easily understood templates developed by the state.  

• Utilize Prospective Attribution: The model envisioned patients would be linked to a primary care 
provider at the beginning of the performance period. Ensuring that providers know upfront the 
group of people they are responsible for improves their ability to coordinate high-quality care and 

FIGURE 15: Hypothetical Supplemental Bundle Risk Adjustment Tiering 
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connections to community resources. It also reduces any incentive to drop difficult patients or 
those whose costs are more difficult to control.  

• Only to Primary Care Providers Participating in Payment Innovations: The PCM model defined 
primary care providers as physicians with a primary care specialty or nurse practitioners and 
physician assistants with a supervising physician with a primary care specialty. The rationale was 
that advance funding to support care transformation works best when providers receive a 
significant portion of their revenue through this type of payment. Recognizing payer 
methodologies would still attribute patients to subspecialists, the PCM model envisioned those 
providers would maintain these relationships but would continue to be paid fee for service.  

• Revisit Attribution Methods in the Future: Over time, attribution methodologies should be 
updated to reflect PCP interactions via non-office-based visits and care delivered by other team 
members. 
 

The PCM model design envisioned that patients could continue to see any provider in their payer’s 
network according to the terms of their benefit design. Providers would continue to be paid fee for 
service for care provided to any patient not attributed to them, even if they have a primary care specialty.  

Framework for Accountability  
The PRC discussed the importance of accountability from many perspectives including access, fulfillment 
of the capabilities, quality, patient experience and cost. An overview of these discussions is below.  

Monitoring Progress 
The PCM model design envisioned that OHS and payers would evaluate progress toward achieving the 
capabilities and performance criteria related to access, quality, patient experience, utilization and total 
cost of care. Data would be aggregated across payers on a standardized set of metrics. Performance data 
would be derived from the state’s Health Information Exchange (HIE), Core Data Analytics Solution 
(CDAS), All-Payer Claims Database (APCD) and other sources including surveys of patient experience and 
Access Tracking reports. In addition to routine data sharing with PCM participants, OHS also would utilize 
this data to develop an annual public report on the performance on PCM participants.  

Access: Under the PCM model design, ANs/FQHCs would track all clinical patient encounters and contacts 
including face-to-face (e.g. office visit) and virtual contacts (e.g. phone, text, email and video visits) with 
all clinical staff (e.g. physician, nurse practitioner, dietitian, pharmacist or other licensed professional) and 
with non-clinical staff (e.g. care coordinator). These encounters and contacts would include interactions 
discussing patients’ care plans, but not 
simply reminders of an appointment. 
ANs/FQHCs would utilize the approach 
outlined below or an alternative 
approach with OHS approval. Additional 
hypothetical approaches for AN/FQHCs 
were considered and can be found here.  

All personnel would record clinical 
patient encounters in the electronic 
health record. Documentation would include patient and provider IDs, purpose of the encounter, and 
services rendered. PCM model design envisioned that Connecticut would build a state-wide mobile 

Stakeholder Input: Whenever providers are not paid for 
each service performed, there is a risk they will not 
perform necessary services.  
Model Impact: ANs/FQHCs will report all clinical patient 
encounters with all members of the care team including 
those that occur through phone, text, email and video 
visits. 
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compliant website in which ANs/FQHCs could download or import these encounters from the HIE or CDAS 
to support their care activities and include in their EHRs. The use case for developing the website would 
need to be presented and accepted by the CT HIT planning and development process. This approach was 
developed to minimize burden on practices, while still providing a record of patient interactions to 
support accountability.  

The PCM model design envisioned that data gathered from either process could be used to easily create 
standardized reports.  
Report content and 
format would be 
determined through a 
stakeholder process 
involving OHS, OHIT, 
participating providers, 
consumers and other 
stakeholders. This 
stakeholder process also 
would determine the 
best way to share 
information on access 
with the public. An example report is shown in Figure 16. The model design envisioned that OHS and 
payers would utilize the Access Tracking Report to inform decisions about whether each AN/FQHC could 
continue participation or be subject to a corrective action plan. 
In addition to the Access Tracking Reports, the PRC recommended payers use claims data to identify 
significant changes in care patterns that might reflect underservice, referrals aimed at maximizing 
revenue, or unexpected needs for care. For example, payers could track how often attributed patients 
visit providers at other practices. The process was intended to identify practices with substantial 
increases and decreases in the office visits delivered by these other practices. If visits to other practices 
increased substantially, the payer would have the ability to recover some payments to the attributed PCP.  
If visits to other practices decreased substantially, the payer would have the ability to increase payments 
to the attributed PCP.    

This process was also intended to offer additional protection against payers spending more than 
expected, ensuring providers receive fair compensation and removing the incentive to deliver in care in a 
way that captures bundled payments and then refers patients to other providers for additional care 
delivery. 

In addition to the Access Tracking Reports, the model design envisioned OHS would establish a Consumer 
Feedback Loop in collaboration with its multi-stakeholder advisory bodies to answer questions and 
investigate complaints. Payers also may implement mystery shoppers to confirm equitable access.    

Quality: OHS recently released the state’s first healthcare quality scorecard, known as the CT Scorecard 
on HeatlhscoreCT.com. It assesses the performance of ANs/FQHCs in Connecticut on a set of measures 
utilizing two data sources: health insurance claims reported to the APCD and Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) patient experience surveys administered by contractors for 
Yale University (commercial beneficiaries) and the CT Department of Social Services (Medicaid 

FIGURE 16: Example Access Tracking Report 

https://healthscorect.com/
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beneficiaries). The CT Scorecard measures were recommended by the SIM Quality Council and 
encompass a wide range of health care quality domains such as prevention, chronic disease management 
and behavioral health management. The PCM 
model design envisioned measures included in 
the CT Scorecard would serve as a foundation 
for the quality performance metrics used to 
assess AN/FQHC performance in PCM. 
AN/FQHCs would be responsible for sharing 
these measures with participating primary care 
practices and developing improvement plans, 
where necessary. The list could have been 
expanded over time to better reflect current 
PCM priorities and when possible, incorporate outcome measures such as whether patients with diabetes 
kept their blood glucose levels in control or patients maintained a healthy blood pressure.  

Patient Experience: As noted above, the CT Scorecard includes some measures of patient experience. 
Under the PCM model, surveys would oversample populations most at risk for 1) disparities, 2) 
underservice, which occurs when a provider does not provide adequate access to or quality of needed 
care, and 3) patient selection, which occurs when a provider aims to eliminate less profitable patients 
from its practice.  

Utilization: Utilization metrics would serve two purposes in PCM monitoring. First, the metrics would 
support the AN/FQHC, payers and OHS in better 
understanding whether primary care providers’ efforts 
to transform care were leading to reductions in 
avoidable visits to subspecialists, the emergency 
department and the hospital. Second, utilization data 
also would be used to identify significant changes in care 
patterns that might reflect underservice, referrals aimed 
at maximizing revenue or unexpected needs for care. 
For example, increases in visits to urgent care, 
emergency departments and subspecialists could have 
signaled a reduction in primary care access. 

Total Cost of Care: The PRC and other stakeholders felt it 
was important to tie additional primary care 
investments to a total cost of care accountability 
program as a way to counteract the potential 
inflationary effect of incremental increases in primary 
care payments. This framework would offer additional 
accountability to payers who were reluctant to increase 
payments to providers without a clear return on their investment. All payments to providers, including 
the supplemental bundle, would be included in calculations of total medical expense. Those dollars would 
be included when payers determined if the provider organization was eligible for shared savings or 
responsible for shared losses. Therefore, stakeholders envisioned that AN/FQHCs participating in PCM 
would also need to participate in total cost of care accountability programs such as the MSSP Pathways 

Stakeholder Input: Many quality measures exist 
already.  
Model Impact: Reporting is built upon previously 
discussed metrics. PCM will add measures as 
needed but also aims to better align existing 
measures across payers and focus all stakeholders 
on a smaller set of more meaningful measures.   

PCM IMPACT GOALS 
 

HEALTH OUTCOMES IMPROVE 
• Improve diabetes and blood pressure in control rates 
• Improve rates of preventive screening (colonoscopy) 
• Reduce health inequities  

(e.g. race, ethnicity, income) 
• Reduce percent of residents with risk factors (e.g. 

weight, tobacco use) 
• Improve CAHPS scores 
• Increase in physician satisfaction, recruitment and 

retention (PCPs per 100,000) 
• Reduce ED costs by 20%; hospital costs by 10%; 

Medicare skilled nursing facility use by 16%;  
• Reduce commercial outpatient hospital costs by 6% 
• Reduce specialty care spend by 3.6% in commercial and 

6% in Medicare 
 

AFFORDABILITY IMPROVES 
• 2% net reduction in total cost; 
• 4.7% of Medicare, 4% of commercial spend redeployed 

to primary care  

FIGURE 17: Provisional PCM Impact Goals 
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model and similar programs offered by commercial payers and the state’s Medicaid program (CMS, 
2018).  

While each payer would be responsible for monitoring the return on investment it received from dollars 
invested in PCM, OHS would utilize APCD data and payer reporting on supplemental payments to better 
understand the impact of PCM on total cost of care. In Oregon, this data has been used to demonstrate 
the success of the program and identify opportunities for improvement (OHA, 2019).  

The PRC recommended that participating payers and providers agree that the basic and supplemental 
bundles are intended to support primary care that is not funded by another mechanism.  AN/FQHCs 
would report on use of funds in aggregate (across all payers) and would attest that funds were used for 
primary care providers and primary care activities and that there was no duplication of funding (payers 
will not pay for the same service twice).  AN/FQHCs would engage a third-party accounting firm of their 
choosing to issue the report and would be required to share the auditor's findings in their entirety. 

The PRC recommended that unused funds could be rolled forward not more than one year and then 
returned to payer on a prorated basis.  In addition, payers would reserve the right to inspect books and 
records relating to use of funds. 

Provider Compensation: In its discussions, the PRC recognized that ANs and FQHCs compensation 
structures needed to fit within existing contracts, employment arrangements, organizational culture and 
priorities. Members discussed the need to balance two important considerations in their 
recommendations.  

1) The ability to compensate providers for providing high-quality, efficient care, which often has the 
impact of lowering total cost of care. 

2) The unintended consequence of providers feeling pressure to restrict access to services, not 
recommend care that would be helpful, or provider selection healthier patients (i.e. cherry 
picking). 

Therefore, the PRC envisioned ANs and FQHCs would continue to determine the internal compensation 
structure within their organizations. However, they said the model should prohibit participating ANs and 
FQHCs from tying individual provider compensation directly to a provider’s contribution to total cost of 
care in a manner that incents underservice or patient selection (i.e. cherry picking). 

Based on the PRC’s discussions, OHS created a provisional approach to support AN/FQHCs in applying for 
and maintaining participation in PCM.  This approach is outlined below.  

Initial Application: The PCM model envisioned ANs and FQHCs interested in participating in PCM would 
complete an initial, provisional application, developed by OHS. In this application, the AN or FQHC would 
outline its current organizational structure and health information technology infrastructure, its 
experience to date with primary care transformation and how it would approach achieving the 
capabilities.  

OHS would use this initial application to assess readiness and evaluate the reasonableness of the 
AN/FQHCs plan to achieve the capabilities over five years, the first phase of the 10-year demonstration. 
While each participating AN and FQHC will have significant latitude to develop an implementation plan 
that reflects its patient needs and the organization’s infrastructure and culture, all participating 
ANs/FQHCs will need to achieve all required capabilities by the end of the period.  
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After reviewing its initial application, OHS would provisionally recommend whether the AN or FQHC was 
eligible to participate in PCM. The model envisioned Medicare would rely on OHS’ determination. At their 
discretion, Medicaid and private payers could have excluded OHS-approved entities from participation in 
their PCM programs.  

ANs and FQHCs would not have been required to participate in all payers’ programs but would be 
required to meet a minimum threshold (e.g. percent of patients enrolled in PCM or percent of revenue 
from patients enrolled in PCM) to maintain PCM eligibility.  

The model envisioned ANs and FQHCs would build the implementation plans included in their initial 
applications based on estimates of multi-payer funding. ANs/FQHCs would have the ability to amend their 
applications if a payer excluded them from its program. All ANs/FQHCs would be subject to another round 
of review before receiving final OHS approval.  

PCM was not designed to introduce significant downside risk to providers. Downside risk occurs when 
providers share financial responsibility for increases in medical costs with payers. Therefore, PCM would 
not have assessed ANs or FQHCs solvency.  

Ongoing Participation: Following each year of the program, OHS would offer a recommendation to 
commercial payers and Medicaid as to whether the AN/FQHC would remain in the program, be subject to 
a corrective action plan or be terminated from the program. The AN application and renewal process and 
associated supplemental bundle payments were envisioned to run on a synchronized calendar across 
payers. For the purposes of Medicare, OHS would recommend whether the AN/FQHC would advance 
along the supplemental bundle glidepath. The model design anticipated payers would continue to consult 
their own data as part of their internal decision-making processes. Commercial payers and Medicaid 
would keep autonomy to terminate participation, institute corrective action plans and not advance 
ANs/FQHCs along the glidepath for their own PCM programs. 

Estimating Savings from New Primary Care Investments 
Supplemental bundle targets discussed in this report were developed based on the estimated cost of 
implementing the capabilities and the estimated savings that could be gained from achieving them.  

Pricing Capabilities: To develop the cost estimates, Care Team and Network requirements outlined by 
capability in the compendium were priced. Connecticut-specific costs were used when available. Multiple 
scenarios were modeled recognizing each AN and FQHC will incur different expenses, depending on 
investments made to date and the needs of their patients. All scenarios found the supplemental bundle 
targets provided adequate funding to achieve the required capabilities and some funds left over to 
pursue elective capabilities, make investments in health information technology or support patients in 
addressing social needs.  
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Estimating Savings: Estimates of the 
potential savings that could be 
gained by implementing PCM 
capabilities were based on an 
extensive review of the literature 
and refined by the experience of 
local and national experts. 
Reductions in utilization found in 
the literature were then applied 
to the historical cost and 
utilization experience of 
Connecticut patients through 
analyses of de-identified 
Medicare and commercial claims 
data. Savings calculations recognize multiple capabilities working in concert may contribute to the 
prevention of a particular cost (e.g. admission, emergency department visit). Care was taken to ensure 
savings were not duplicated across categories.  

Most savings were attributed 
to the diverse care teams 
capability. Savings projections 
were based on work by PWC 
Health Research Institute which 
found more than $1.2 million 
could be saved per 10,000 
patients by dramatically 
broadening primary care teams, 
relying less on primary care 
physicians and designing 
programs to truly serve 
consumer desires and needs. By 
leveraging a diversified primary care team, PWC estimated primary care providers could reduce overall 
emergency department costs by 20 percent and overall costs for hospital admissions by 10 percent. 
These reductions equaled $36 per beneficiary, per month, which was reduced to $32 per beneficiary per 
month to reflect the potential that a portion of these savings might inadvertently be counted in another 
category. A table showing estimated savings by required adult capability for Medicare is shown in Figure 
19. A similar table produced for commercial payers can be found here. Commercial savings estimates also 
anticipated reductions per service costs, similar to those achieved in the successful Blue Cross Blue Shield 
of Massachusetts Alternative Quality Contract (AQC) program (Song, et. al., 2011). AQC significantly 
reduced costs over four years, largely by moving care to less expensive sites of service, such as from a 
hospital imaging department center to an independent imaging facility.  

Savings estimates are based on the expected impact of the capabilities when fully implemented. 
Gradually increasing supplemental bundle payments over time, sometimes referred to as through a 
“glidepath,” supports a range of organizations in achieving the capabilities, at their own pace, over the 
five-year period. More information on implementation can be found here. PCM would only increase 
supplemental payments for ANs and FQHCs able to meet certain performance requirements (e.g. access, 
quality, utilization, patient experience and financial). More information on these requirements and the 
review process can be found here. The supplemental bundle glidepath recognizes advancements in 

FIGURE 18: Estimated PCM Impact on Medicare Total Cost of Care 

FIGURE 19: Savings Estimates from Capabilities for Medicare Patients 
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primary care demand time, an evolving workforce and shifts in culture. Managing change is a complex 
endeavor that requires investments in clinical workflow re-engineering and training, as well as 
connections to technical assistance and peer learning opportunities. PCM is designed to support these 
investments while maintaining shared accountability for total cost of care.  

 

 
 

 

 

 

 

 

 

 

Strawman Model Refinements Based on Stakeholder Feedback  
As discussed in the Stakeholder Engagement section of this report, PRC recommendations on the 
strawman model were shared during a second round of stakeholder engagement. This section discusses 
the feedback received, recommendations based on the feedback and next steps taken to support 
stakeholders, particularly providers, payers and purchasers, in better understanding the potential impact 
of PCM on their operations.  

Suggested Modifications Related to the Capabilities 
• Health Information Technology:   

o Payers find it important for ANs to be on a single electronic health record platform for 
reporting. 

o Ideally, ANs should be on the same or a compatible platform to be able to integrate 
information from external care team members and partner practices. 

o Change in EHR platform is resource intensive for small practices. 
o It takes time to change platforms once a new practice is acquired or affiliated with a 

network. 
Recommended Modification:  At least 80% of practices within ANs/FQHCs should be on the same or a 
compatible electronic health record platform. Newly acquired or affiliated practices should 
harmonize within two years of acquisition of affiliation. 

• Diverse Care Teams: 
o ANs need the ability to develop care teams to meet the specific needs of their patients 
o Some ANs already have relationships with other providers or community-based 

organizations to augment their care teams. This should be able to continue.   

FIGURE 20: Supplemental Bundle Glidepath 
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o There is a need for guidance and training on how to structure teams and manage 
workflow change. 

Recommended Modification:  Each AN/FQJC will develop and submit for approval an 
implementation strategy that recognizes its patients’ needs and ensures capability requirements are 
met by year 5. While there should be regular communication between the care team and the 
practice, team members will be able to be on-site at the practice, in the community or patient 
homes, and/or at a central hub in the network. Care team members can be established through 
consulting or subcontracting agreements from partner organizations as needed, provided there are 
sufficient pathways for communication and data sharing. ANs/FQHCs will be able to spend 
supplemental bundle dollars on technical assistance for care team development or other needs. In 
addition, OHS will offer more a Peer Learning Collaborative. 

 
• Behavioral Health Integration: 

o Integration should focus on early identification of BH needs (e.g. screening, assessment) 
to address issues timely. 

o Co-location of behavioral health services is preferred, but not always possible 
o BHI is difficult to implement and some ANs may need technical assistance  
o PCM should allow practices to contract with partner organizations as needed 

Recommended Modification: Screening and assessment of behavioral health conditions are 
important requirements of the capability. When feasible, BH team members should be co-located 
in the practice. Alternatively, they can be at a central hub in the network. Care team members 
can be leveraged from partner organizations as needed, provided there are sufficient pathways 
for communication and data sharing. ANs/FQHCs will be able to spend supplemental bundle 
dollars on technical assistance for BHI or other needs. In addition, OHS will offer a Peer Learning 
Collaborative. 
 

• eConsults and Co-management: 
o Estimates of the number of eConsults a provider would conduct in a week seem too high.  
o There are many ways to approach eConsults and some are more effective than others.  

Recommended Modification: Savings projections were revised to assume about 3 eConsults per 
week and 31% of patients still requiring face to face visits. Through its Learning Collaborative, 
OHS will provide research on evidence-based approaches to implementing eConsults and 
facilitate peer-to-peer sharing of successes and lessons learned. 
 

• Remote Patient Monitoring: 
o This type of monitoring occurs in both primary and specialty care based on the unique 

circumstances of a patient’s care.  
o There need to be guidelines about who should collect, share, and act on the data 

Recommended Modification: The network will develop policies and procedures guidelines with 
respect to whether remote patient monitoring requirements should be fulfilled by the primary 
care team or specialist. Informed by these guidelines, the PCP will decide which members of the 
care team collect, share, and act on the data. 

• Specialized Practices: 
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o Some ANs said they already had relationships with providers specializing in the care of 
these populations and would prefer to fulfill the requirements through contracts with 
those providers.  

o Some ANs said it would be difficult to have all three types of specialized practices (Care 
for Older Adults with Complex Needs, Pain Management and Medication-Assisted 
Treatment, and People with Disabilities)  

Recommended Modification: The AN will determine whether the requirements would be best 
met through practice specialization or collaborative partnerships with organizations capable of 
implementing the requirements. All ANs will need to have specialized practices dedicated to each 
population listed above.  

 
• Universal Home Visits for Newborns: 

o Stakeholders shared a range of perspectives on who should conduct the home visits, how 
soon after the family returns home, and how to best connect the families to the home 
visiting team. 

Recommended Modification: ANs will develop practice-level strategies that achieve the home 
visit guidelines, previously requirements outlining newborn home visit care team composition, 
timing and how families will be connected with the program and provide consent  

 

Basic Bundle for Interested Providers 
As part of Stakeholder Engagement Round 2, participants were asked to provide input on the benefits, 
challenges and feasibility of transitioning some reimbursement to a basic bundle.  

Primary care providers already receiving a bundled or capitated payment for services, such as those 
working for the Veterans’ Administration, noted its transformative ability to allow a full redesign of care 
delivery including optimizing virtual visits, offering longer, more comprehensive visits with complex 
patients and supporting a meaningful expansion of the care team. While also recognizing the benefits, 
many providers working in fee-for-service environments noted the challenges that would likely come 
from such a transition. These challenges included difficulty tracking access and incenting productivity, the 
risk of loss of income to primary care providers and a lack of sufficient trust between payers and 
ANs/FQHCs to administer a new type of payment methodology. Stakeholders also noted the need for 
changes in provider technology, staffing and workflows to best support this new payment method. And, 
while some payers said they were already in the process of building payment adjudication systems to 
support this type of payment, others were not. Payers also mentioned operational challenges in 
administering a potential single primary care capitation, that could include basic and supplemental 
bundle services. Generally, stakeholders felt it would be best for some providers and payers to pilot a 
bundled or capitated payment for primary care before requiring it. One suggestion was allowing ANs and 
FQHCs participating in PCM to choose one of two payment tracks depending on the organization’s 
infrastructure, culture and patients’ needs.  

Recommended Modification: Medicaid would not offer the basic bundle; other payers would offer the 
basic bundle by year 2. Through the two-track approach, ANs/FQHCs could then choose whether they 
wanted to receive a basic bundle or continue to receive fee-for-service payments. More information on 
each track can be found below.  

Basic Bundle Track: The basic bundle track, Track One, would reimburse primary care providers for certain 
office visits through an advanced payment, known as a basic bundle. Other care would be paid for fee for 
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service. Payers would be required to offer Track One by the second year of the program. Track Two would 
continue to reimburse primary care providers through fee-for-service payments. Providers in Track Two 
would leverage additional codes to support achieving the capabilities. This would be the primary 
difference between the two tracks. Participants in both tracks would receive an additional advance 
payment, called a supplemental bundle. This additional payment would also support the cost of new 
investments necessary to achieve the capabilities.  

As discussed below, during the PCM design process CMS announced it intended to add several new 
codes. PRC members envisioned commercial payers and Medicaid would be required to add or harmonize 
with those codes as a condition of participation in PCM. 

Fee for Service Track: Providers choosing the 
fee-for-service track would continue to bill for 
primary care services the same way they do 
today. New CMS codes and fees to support 
more virtual care delivery could support a 
more incremental approach to care 
transformation. The model design envisioned 
that PCM would require other payers 
participating in the program to align with the new CMS codes and fees.  

Through the addition of these new codes and fees, CMS wanted to make it easier for providers to offer 
certain high value services including eConsult and remote patient monitoring. CMS also wanted a way to 
reimburse providers for brief virtual check-ins such as phone calls, text messages and emails. These new 
virtual check in codes are not intended to support a broad scale transition to virtual care. Rather, they 
offer limited compensation for time already being spent addressing patients’ minor needs and questions. 
Providers receive approximately $14 for a virtual check in versus $95 for most office visits if the same 
patient came in for an office visit. If the virtual communication determines the patient needs an office 
visit, the provider can no longer be reimbursed for the virtual communication.  

Even with the additional codes and fees, Medicare fee-for-service does not currently offer a broad 
pathway for most providers to bill for a video visit in lieu of an in-person visit. CMS restricts 
reimbursement for these types of visits to providers serving certain rural areas or treating a set of limited 
diagnoses. Beginning in January 2020, CMS will remove these geographic restrictions for providers that 
participate in its total cost of care accountability programs and are at risk for losses. Payment policies for 
video visits vary across commercial payers.  

 

Evaluating Impact of New CMMI Programs 
During the model design process, the Center for Medicare and Medicaid Innovation (CMMI), a key 
stakeholder in the PCM model design process, introduced two new programs, MSSP Pathways and Direct 
Contracting, aimed at replacing its existing MSSP program. This was an important development as PCM 
was envisioned as a multi-payer initiative grounded in a state-specific demonstration project with CMMI. 
The Pathways model and the Direct Contracting model, both of which move participating providers to 
downside risk more quickly than previous programs. An overview of these programs can be found here. 
With this transition in the background, ANs were evaluating whether they would participate in either of 
the models and if so, where they would enter. Both models offer provider organizations multiple options 
based on their readiness for risk, and in the case of Direct Contracting, their interest in a capitated 
payment for primary care or for all care delivery.  

Stakeholder Input: Not all providers may be 
ready to replace fee-for-service payments for 
primary care office visits with an advance payment.  
Model Impact: Track Two does not include a 
basic bundle and maintains fee-for-service 
payments for office visits.  

https://www.cms.gov/About-CMS/Story-Page/2019-Medicare-PFS-proposed-rule-slides.pdf
https://innovation.cms.gov/Files/x/primary-cares-initiative-onepager.pdf
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Since participation in MSSP Pathways or potentially Direct Contracting was envisioned to be a 
requirement of participation in PCM, these questions complicated ANs decisions regarding PCM 
participation.  

As a part of their evaluation process, ANs utilized an OHS modeling tool to better understand how the 
advance supplemental bundle payments provided through PCM would support their care delivery 
redesign efforts and their success in the MSSP Pathways program. Another OHS tool supported ANs in 
better understanding how increased primary care investment may change referral patterns, specialty 
revenue, and how primary care revenue was spent and generated.  

Throughout these conversations, ANs were focused on three key questions: 

1) Would they be able to spend supplemental bundle dollars in a way that effectively reduced total 
cost of care and thus improve their chances of success in Pathways?  

2) Or, would the supplemental bundle increase total cost of care and thus make success in Pathways 
more difficult? 

3) Could they gain sufficient internal buy-in to transform care delivery quickly enough to succeed in 
a program that moved more quickly to downside risk? Essentially, as one AN leader said could 
they go from “heads in beds to the right heads in beds?” 

Meanwhile, CMMI was focused on ensuring any program would generate savings. CMMI also noted the 
additional investment that would be required to adjust its payment systems. Therefore, it was looking for 
a certain level of guaranteed or near guaranteed savings. 

As ANs struggled with whether they could succeed in Pathways “as is,” CMMI considered whether it 
would require a faster progression to downside risk or other terms that offset the advantage gained 
through the supplemental bundle.  

Recommended Modification: Participating ACOs would be required to participate in the MSSP Pathways 
program. ACOs that begin participation at higher Pathways levels will be eligible for higher supplemental 
funding. All participating ACOs will be enrolled in a Pathways Level that qualifies them as an AAPM by 
year three. Other terms and conditions of the Pathways program would apply. 

Implications for Other Payers: Commercial payers and Medicaid would determine the terms of the total 
cost of care accountability program, including if and how they incorporated downside risk. Commercial 
payers noted PCM may have provided an 
important leverage in moving ANs to total 
cost of care accountability arrangements 
with downside risk. And, they noted this 
would be important to helping ensure 
additional primary care investment was not 
inflationary. The DC model offers a primary 
care capitation based on a percent of the 
total cost of care, a model which payers in 
CT are considering for their Medicare 
Advantage lines of business and should be 
revisited. In addition to each payer developing its standard approach, stakeholders envisioned that 
Medicare and Medicaid may have determined adjustments were necessary to support the unique needs 
of dual-eligible beneficiaries, whose care is paid for by both payers and who have among the most 
complex medical, behavioral and social needs.  

 
 

Stakeholder Input: Some AN/FQHCs may not be 
ready to be responsible for higher than expected 
costs for a population of patients.  
Model Impact: PCM does not change the terms 
of total cost of care accountability programs. 
Payers and providers will determine when they and 
if they move from sharing in savings to sharing in 
savings and losses.  

https://www.dropbox.com/s/ezvoqxx2ttbja3g/Accounting%20Scenarios_8_20_19.xlsx?dl=0
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Ensuring Sufficient Participation from the State’s Payers 
Stakeholders noted that without significant and proportionate primary care investment from most of the 
state’s payers, ACOs will not transform and/or a “free rider” problem may develop. They suggested 
primary care investment should be monitored by the state using the APCD and, as needed, supplemental 
reporting from participating payers and ANs/FQHCs. 

Recommended Modification: As the state agency responsible for facilitating multi-stakeholder payment, 
care delivery and payment reforms and as steward of all-payer claims and clinical healthcare data, OHS is 
well positioned to assume these roles. OHS will develop thresholds for payer participation and implement 
a process for measuring primary care spending as a percentage of total cost of care using data from the 
APCD and supplemental reporting. Information from this analysis will be used for program monitoring 
and enforcement. It will be shared with CMS and, also published annually. A provisional approach to 
payer accountability is outlined below.  

Provisional Approach to Payer Accountability 
• Adopt an incremental primary care investment strategy that aims to double or nearly double 

primary care investment over the next five years.  
• Require ANs/FQHCs participating in PCM to achieve the recommended capabilities by the end of 

the demonstration.  
• Offer additional codes and fees, harmonized with the Medicare fee schedule, to support the new 

PCP patient care activities. 
• Provider supplemental bundles: standardized, risk-adjusted, incremental, advance payments to 

offset other investments necessary to achieve the capabilities.  
• By Year 2, offer PCM AN/FQHCs the opportunity to participate in PCM Track 1. This track offers a 

basic bundle, or an advance, bundled payment based on historical revenue. This advance 
payment would replace, at a minimum, fee-for-service payments for sick office visits for adults 
and fee-for-service sick and preventive visits for pediatrics. Payers would develop the specific 
methodologies and adjust their own basic bundles, building off the equation provided in this 
report. Payers would also include an approach for primary care practices within ANs/FQHCs that 
may not have sufficient numbers of patients to develop custom actuarial estimates. 

• Require that ANs/FQHCs periodically report and be evaluated based on certain performance data, 
including patient contacts/encounters, as a requirement of participation.  

• Require providers participating in PCM also participate in a total cost of care accountability 
program. 

 

PCM and the Health Enhancement Communities Initiative 
Throughout recommendation development the PTTF and PRC recognized that primary care offers a 
common, trusted touchpoint for patients and their families. Primary care teams are well positioned to 
prevent, identify and treat disease. They often have a clear view into social and environmental 
contributors to health. Primary care teams can help bridge the gap between clinical medicine and 
population health (Galea & Kruk, 2019). As discussed in this report, PCM capabilities and payment model 
options were designed to support primary care teams in expanding their work in health promotion and 
address systemic barriers to health while continuing to focus on the specific needs of their patients.  
 
PCM was contemplated as one component of a comprehensive approach to make Connecticut the 
healthiest state in the nation and slow its healthcare spending. The Health Enhancement Communities 
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(HEC) Initiative, a companion initiative, focuses on creating sustainable, multi-sector collaboratives across 
the state that implement health, health equity, and prevention strategies in the communities they serve. 
Primary care plays a vital role in the health of communities and would play a vital role in the work of 
HECs. Meanwhile HECs would offer PCM primary care teams the benefit of coordinated, aligned 
community focus on a shared vision for health improvement.  
 
Together, HEC and PCM proposed a community-based approach to health that included an empowered 
primary care team ready to support patients in achieving their best health, identify and address systemic 
barriers to health, and partner with clinical and community resources to cocoon patients facing the most 
complex medical, behavioral and social needs.  
  
Stakeholders envisioned that primary care teams could serve as important community partners in HECs. 
The initiative has identified two early aims: 

1) Improve Child Well-Being in Connecticut Pre-Birth to Age 8 Years 
2) Increase Healthy Weight and Physical Fitness for All Connecticut Residents 

To illustrate how PCM and HEC were envisioned to complement each other’s efforts, the following 
hypothetical narrative suggests how a lactation consultant could be integrated into a pediatric primary 
care practice and simultaneously support HEC aims.  
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Actuarial Analysis of Capabilities Investment  
After stakeholder discussions on the strawman model, an actuary was hired to further develop the cost 
and savings assumptions. As part of this process, OHS revisited and adjusted the assumptions around 
price of capabilities and estimated savings. This section details pricing and savings for Medicare, 
Commercial and Medicaid respectively.  
 
Over five years, healthcare spending for Connecticut Medicare beneficiaries could decrease more than 
$505 million net of expenses over five years if all had improved access to an expanded and diversified 
primary care team and other capabilities, an analysis of healthcare spending and utilization data found. 
The state’s employee benefits plan could save nearly $89 million over five years if its members had the 
same access. The analysis found increasing primary care spending by 1.3% to 6.8% of total medical 
expense could lead to an annual net reduction in total cost of care of 0.3% to 3.6% by year five, for 10 of 

Lactation Consultants Partnering with Families, Primary Care Teams and Communities 

Breastfeeding offers many benefits. Skin-to-skin contact and touch supports the mother and child 
learning to communicate with each other and builds a sense of security within their relationship. 
Strong parent-child relationships contribute to brain development, can increase child well- being by 
reducing the occurrence of adverse childhood events and serves as a protective factor that enables 
children to cope with adverse events when they occur—both of which are at the heart of the HEC 
health priority of improving child well-being. Breastfeeding also increases health benefits for children 
and mothers. It has been linked to lower risks of acute illnesses and lower risks of chronic illnesses 
such as obesity, which supports the HEC health priority of healthy weight and physical fitness. 

Through direct patient care and community collaboration, a layered network of support would assist 
mothers in establishing and lengthening the breastfeeding relationship with their child.  

Direct Patient Care: Through visits at the primary care office, in a group setting or in the family’s 
home, a lactation consultant would advise, direct, and support breastfeeding and potential 
breastfeeding families through education and counseling. In addition, the lactation consultant could 
be available through phone, text, email and by video to answer questions as they arise.  

Community Collaboration: Lactation consultants and other members of the pediatric team could 
collaborate with HECs and community members to design and launch a community-wide campaign to 
promote breastfeeding. In addition, lactation consultants could share knowledge gained from 
supporting families to contribute important insights to HECs multi-sector work. These insights could 
be used to inform the collection of data to identify populations most at risk for facing barriers to 
breastfeeding. The primary care team, HEC and its multi-sector partners could then work jointly to 
examine problems community members are facing and devise potential solutions. Continuing with 
that collaborative approach, they could engage all partners in developing and implementing new 
policies, systems, or programs in both clinical and community settings. Together, they could 
continuously monitor and improve the policies, systems, and programs to ensure that they are 
effective in addressing the needs of populations. 
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the 11 populations studied (See Figure 21). The final population, Medicaid’s Husky B, also known as 
Children’s Health Insurance Program, was not expected to generate savings.  

FIGURE 21: Projected Reduction in Total Medical Expense After New Primary Care Investment* 
 

 
Payer 

 
Population 

Cost of Implementing 
the Capabilities Through 
Increased Primary Care 
Investment 

Annual Net 
Reduction in Total 
Medical Expense  
2025* (% TME) 

Net Reduction 
in Total 
Medical 
Expense  
2021-2025* (% 
TME) 

 
Commercial 

Adult 2.0% 2.1% 0.7% 
Child 2.1% 3.5% 1.4% 
Early Retiree Adult 2.3% 2.7% 1.0% 
Retiree 3.4% 2.5% 0.7% 

 
 
 
 
Medicaid 

Husky A Adult 3.9% 1.4% 0.0% 
Husky A Child 4.0% 1.9% 0.2% 
Husky B Child 6.6% -5.0% -3.5% 
Husky C Adult 5.1% 3.2% 0.7% 
Husky D Adult 6.8% 0.3% -1.0% 
Husky D Child 1.3% 0.9% 0.2% 

     
Medicare Fee for Service  3.4% 3.5% 1.2% 

* Calculations of total medical expense do not include pharmacy costs to be consistent across payers as Medicare Part D spending 
data was not available. Commercial projections were developed using data from the Office of the State Comptroller employee 
benefits plan. Medicaid projections were developed using data from the Department of Social Services. Medicare projections were 
developed using data available from the Centers for Medicare and Medicaid Services on the Connecticut Medicare population and 
data from the Office of State Comptroller on individuals with retiree coverage. Commercial Early Retiree Child and Medicaid Husky 
B Adult and Husky C Child populations are not shown due to very limited membership. Savings for these populations are included 
in overall savings projections.  

The challenge of achieving short-term savings for children, particularly those with high behavioral health 
and social needs, is multi-faceted. Higher rates of children with complex medical needs, behavioral health 
needs and experiencing adverse childhood events drive higher estimated care team costs. However, since 
many of those health and social needs do not manifest as costs until later, it is difficult to show savings 
within five years. Further, the impact of unaddressed behavioral health and social needs of children go 
beyond medical costs. 
 
Methodology 
The analysis included two steps 1) determine the cost of implementing a series of primary care 
capabilities 2) estimate the potential savings of implementing those same capabilities. 
 
Determine the Cost of the Capabilities: The capabilities included in the analysis were recommended by 
the state’s Practice Transformation Task Force (PTTF) as part of a multi-stakeholder process to improve 
primary care in the state. The PTTF guided stakeholders through an evaluation of primary care capabilities 
and possible payment model options to support those capabilities. Their goal was to determine whether 
incremental, flexible investments in primary care through evidence-based improvement strategies for 
primary care would support convenient care centered on the needs of patients and families and delivered 
effectively and efficiently. The PTTF recommendations included nine adult, core capabilities and three 
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elective or optional capabilities. The PTTF also recommended eight required or core pediatric capabilities 
and two optional pediatric capabilities. This analysis only estimated the impact of required, core 
capabilities for adults and pediatrics. More information on the capabilities including requirements to fulfill 
each capability, examples of how the patient experience would change and other expected impacts can 
be found in the PCM Capabilities Compendium (CT OHS, 2019).   
 
The greatest cost associated with each capability was the additional staff necessary to carry out the 
associated tasks. The PTTF and multi-stakeholder design groups identified the care team members 
necessary to optimize the primary care experience for patients and families.  For adult populations, full-
time equivalent staffing levels for each provider type were developed using the PWC Health Research 
Institute’s care team composition framework (PWC Health Research Institute, 2016). For pediatrics, care 
team composition and staffing levels were developed with Connecticut child health advocates and 
pediatricians.  
 
For adults and pediatrics, staffing estimates were priced to align with Connecticut salary and benefit 
costs. Estimates were reviewed for reasonableness by representatives of Connecticut provider 
organizations, payers and foundations and refined as necessary. The model assumes participating 
provider organizations would have some foundational health information technology and infrastructure 
to support virtual care delivery and care coordination. It includes additional funds to support 
infrastructure, training, health information technology and other overhead costs associated with the 
expanded care teams. 
 
Some provider organizations may find different care team compositions or additional investments in 
health information technology and infrastructure are necessary to meet the needs of their patients. 
Others may have existing infrastructure that reduces the incremental cost contemplated in this analysis.  
For each population, assumptions were made regarding the level of optimal care team use. To help 
ensure enough resources would be available, these estimates were developed with a conservative lens.  
Fewer care team members may be adequate, which would increase net savings.  
 
Estimate Savings from Capabilities Implementation: Savings assumptions were developed based on a 
literature review of published evidence on the effectiveness of the PTTF core capabilities. The estimates 
were then reviewed for reasonableness by representatives of Connecticut provider organizations, payers, 
OSC and actuaries representing OSC and OHS and refined as necessary. Recognizing researchers may be 
less likely to publish disappointing results, most savings assumptions from the literature were reduced, as 
well as the size of the population most likely to benefit from the capability. Additionally, the analysis 
assigned savings to a single capability even if more than one capability contributed to the care 
improvement. For example, if a hospitalization was avoided because a nurse care manager answered a 
phone call from a patient, the savings from the hospitalization were assigned only to the Diverse Care 
Teams capability and not included in estimates for the Phone, Text, Email, Telemedicine capability. 
Savings found in the literature were then applied to the utilization and cost data provided by OSC and 
Medicaid. In some cases, publicly available data were used to supplement data provided by the plan. The 
Medicare population’s estimated savings are based on savings assumptions used for the OSC Medicare 
Retiree population.  
 
RESULTS  
Capabilities Cost Analysis: For each population, data from the payer and publicly available information 
was used to identify a “target group” or a percent of the population that could benefit from the 



42 
 

capabilities. For Commercial and Medicare, this percentage was informed by data from the Rand 
Corporation on the percent of adults with multiple chronic conditions by age and gender. For Medicaid, 
this analysis was informed by “Prevalence and Medical Costs of Chronic Diseases Among Adult Medicaid 
Beneficiaries,” a 2017 meta-analysis of research examining the incidence of chronic conditions among 
adult Medicaid beneficiaries published in the American Journal of Preventive Medicine (Chapel et al., 
2017).  Recognizing some patients manage their conditions well without additional support and others 
may decline to participate, this percentage was reduced by 49% based on Milliman research that used 
predictive modeling software to estimate the percent of individuals most likely to benefit from services 
similar to those outlined in the capabilities (Whittall and Caldwell, 2018). The number of individuals in the 
target group was then inserted into the PWC framework to determine the appropriate number of care 
team FTEs. The cost per target group member is estimated at $1,008. When those costs were spread 
across the population, the additional PMPM cost was approximately $12 PMPM for commercial adults, 
$18 for early retirees, and $35 for the Connecticut employee benefits plan retiree program. The Medicare 
fee-for-service population were assigned the same $35 cost. The PMPM cost for adult Medicaid 
beneficiaries ranged from approximately $11 to $28 depending on the program. As in the PWC model, 
those figures include an additional $1 PMPM was added for health information technology, training and 
other overhead associated with deploying new care team members and achieving the capabilities.  
The pediatric care team would offer support to all children and families, with an emphasis on reaching 
the following subpopulations: 1) children with chronic conditions such as asthma, 2) children with 
complex medical needs 3) children at risk for adverse childhood events and 4) families with newborns. 
The estimated cost of the expanded pediatric care team was approximately $5 PMPM for commercial and 
nearly $10 PMPM for Medicaid. Differences in the proportion of children in each of the focused 
subpopulations drove the variation in care team costs. As noted above, some care teams may be able to 
achieve improved outcomes with less intensive resources, which would decrease the cost of program and 
provide more opportunity for short-term savings. Similar to the adult model, the pediatric cost estimates 
include $1 PMPM added to cover additional costs associated with implementing the capabilities.  
 
Capabilities Savings Analysis: Figure 22 below shows the 2018 PMPM reduction in total cost of care by 
population for each of the required capabilities for which savings were calculated. Savings assumptions 
were adjusted to avoid duplicating savings across capabilities. In addition, note that the estimates are 
PMPM savings spread across the entire population, including among individuals not impacted by 
capability. Savings assumptions are higher for the subset of individuals who would be directly impacted by 
the capability. Also note that Medicare Part D pharmacy data was not available for Medicare and 
therefore pharmacy was not included in the denominator for these analyses.  
 



 
 

Figure 22: Estimated Savings PMPM by Capability Category 
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PMPM 
% 

Savings 
 

Commercial* 

Adult $13.59 $2.65 $0.51 $6.69 $1.60 $0.00 $0.00 $0.15 $0.00 $25.18 4% 

Child $4.36 $1.25 $0.35 $2.78 $0.00 $5.86 $0.00 $0.00 $0.00 $14.59 6% 
Early Retiree Adult $25.30 $2.44 $0.61 $8.18 $2.09 $0.00 $0.00 $0.20 $0.00 $38.81 5% 

Retiree $33.79 $2.35 $0.48 $9.78 $3.29 $0.00  $10.52 $0.18 $0.00 $60.38 6% 

 

 
 

Medicaid 

Husky A Adult $9.06 $0.00 $0.14 $2.01 $2.09 $0.00 $0.02 $1.46 $0.69 $15.47  5% 

Husky A Child $2.21 $0.00 $0.17 $1.68 $0.00 $10.34 $0.00 $0.00 $0.13 $14.53  6% 
Husky B Child $1.19 $0.00 $0.09 $0.93 $0.00 $0.00 $0.00 $0.01 $0.13 $2.35  2% 
Husky C Adult $11.37 $0.00 $0.07 $4.96 $6.56 $0.00 $14.66 $7.90 $0.69 $46.21  9% 
Husky D Adult $16.10 $0.00 $0.14 $3.58 $4.96 $0.00 $0.57 $2.97 $0.69 $29.00  7% 
Husky D Child $9.75 $0.00 $0.25 $6.78 $0.00 $0.00 $0.00 $0.00  $0.13 $16.91  2% 

            

Medicare Fee-for-Service $39.94 $2.53 $0.48 $9.78 $3.29 $0.00 $15.03 $0.18 $1.28 $72.51 7% 

Commercial Early Retiree Child and Medicaid Husky B Adult and Husky C Child populations are not shown due to very limited membership. Savings 
for these populations are included in overall savings projections.  
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Most savings were attributed to the Diversified Care Teams capability. This capability is defined as the 
expansion and diversification of care teams to make primary care more comprehensive and accessible, 
better meet the needs of patients and families, and improve care coordination, efficiency, effectiveness 
and increase patient and provider satisfaction. Two rationales for this attribution of the savings were that 
1) effective care team members were the most critical component to the success of any capability and 2) 
most costs for achieving the capabilities were attributed to the associated salary and benefit costs. The 
PWC framework estimates that a diversified care team could result in a 20% reduction in emergency 
department costs and a 10% reduction in inpatient costs. The PWC results were based on a multi-payer, 
all ages patient population. With this in mind, the model reduces these percentages for commercial active 
adults and all children. For active adults, emergency department savings were reduced from 20% to 18% 
and inpatient savings were reduced from 10% to 8%. For children, pediatric emergency department 
savings were reduced from 20% to 10% and pediatric inpatient savings were reduced from 10% to 6%. 
The full PWC savings assumptions were applied to the Medicare. Savings for the Medicaid population 
were adjusted downward to avoid duplicative savings across the behavioral health and remote patient 
monitoring capabilities and to reflect potential higher barriers to primary care access and use even after 
implementing the program.  
 
Behavioral Health Integration (BHI), defined as a team-based, primary care approach to identifying and 
managing common behavioral health conditions, co-occurring health conditions, and lifestyle behaviors 
that affect health, also drove savings across the populations. A Milliman research report on potential 
economic impact of integration of medical-behavioral healthcare review of models demonstrated a cost 
savings estimate range from 5% to 10% of total healthcare costs over 2 to 4 years. This research informed 
savings estimates that were developed for each population and applied to prevalence and cost data from 
the payer for commercial (state employee plan) and Medicaid. Medicare estimates were based on retiree 
data from the state employee plan. As with all the capabilities, it was assumed only a portion of those 
who might benefit would engage.  
 
Specialized Practices for Older Adults with Complex Medical Needs is defined as enhanced primary care 
from a practice specially designed to improve outcomes for patients age 75+ with multiple chronic 
conditions, functional challenges, trouble traveling to in-office visits, and more likely to have potentially 
avoidable emergency department visits and require nursing home placement. The American Journal of 
Accountable Care reported a improved care coordination strategy and a skilled nursing facility strategy 
for older adults that resulted in a 19% decrease in skilled nursing facility days. This model reduced the 
impact to a 16% reduction and tried to isolate the impact to acute skilled nursing facility care, which 
would be most responsive to improved primary care.  Medicaid was unable to isolate this type of skilled 
nursing facility care. The model assumes 10%.  
 
Universal Home Visits for Newborns offered savings for pediatric populations despite the cost of offering 
this service. This capability would offer families a home visit with a nurse and a community health worker, 
if desired. Visits would aim to offer new parents important tips about infant health and development 
including strategies for eating, sleeping and play. The visit would aim to begin building a relationship 
between the primary care team and the family. Visits could identify families in need of social support or 
parents facing behavioral health conditions including post-partum depression and anxiety. A successful 
program in North Carolina informed savings assumptions for this capability. Durham Connects was a 
program to assess family needs and connect parents with community resources to improve infant health 
and well-being. All 4777 resident births in Durham, North Carolina, between July 1, 2009, and December 
31, 2010, were randomly assigned to intervention and control conditions. Hospital discharge records 
found Durham Connects families had 85% fewer hospital overnights and 18% fewer emergency visits. 
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These assumptions were applied to utilization data for children under 1 provided by Medicaid and the 
state employee plan to develop commercial savings estimates.  
 
Savings were not assigned to the Health Equity Improvement capability, which includes development of a 
clear, documented policy and procedure to collect granular race/ethnic data, analyze the data to identify 
disparities in care, and conduct root cause analyses to identify and implement interventions to address 
those disparities. The data collection and analysis contemplated in this capability would be helpful in 
ensuring gains in care quality and outcomes are equitably distributed. However, since savings already 
applied to inpatient and ED for all patients, additional savings may be duplicative. Savings for the 
Specialized Practices for Individuals with Disabilities was not calculated as each practice will likely require 
a specific model with its own services and input costs to offer the best support to its patients. 
 

Current Primary Care Investment in Connecticut  
Another takeaway from the Primary Care Modernization process was the need to better understand 
current primary care investment.  

Primary care spending varied by less than $5 per member, per month across Connecticut residents with 
health coverage through the state’s employee benefit plan, Medicaid, or Medicare, according to an 
analysis of 2018 primary care spending in the state. The Connecticut Office of Health Strategy (OHS) 
performed the analysis on Connecticut primary care spending to better understand the opportunities for 
investment in primary care and the improvement of healthcare delivery in the state. See Figure 23 for 
PMPMs and percent primary care spend by payer and population.  
 
Primary care spending was 5% of total medical expense including pharmacy for all individuals enrolled in 
the state employee benefit plan, which served as the commercial population for the analysis. Primary 
care spending among Medicaid beneficiaries was 6% of total medical expense including pharmacy using 
the same technical specifications as the commercial analysis.  
 
However, Medicaid offers many services and supports to help beneficiaries achieve their best health that 
are often utilized far less frequently by or are outside the covered benefits of commercial plan members. 
These services include long-term stays in skilled nursing facilities and other facilities, transportation to 
provider appointments, home care and personal care services. While some of these services were 
excluded for this report, others remained, including skilled nursing care. Skilled nursing facility spend 
across the commercial population was approximately $1 PMPM. In the Medicaid population, it was more 
than $124 PMPM. This difference impacts the percent primary care result. Without skilled nursing facility 
spend, the 6% Medicaid primary care spend figure would have been 8%. Better understanding these and 
other differences in utilization across payers will be important as policymakers consider primary care 
spending targets. A list of the services and provider types excluded in the Medicaid total medical expense 
denominator is provided in the methodology.  
 
Commercial projections were developed using data from the Office of the State Comptroller (OSC) 
employee benefits plan. Medicaid projections were developed using data from the Department of Social 
Services. Medicaid and OSC payers used a primary care spend definition developed in partnership with 
the New England States Consortium Systems Organization that is very similar to the Definition 4 described 
in Standardizing the Measurement of Commercial Health Plan Primary Care Spending, a 2017 report 
published by the Milbank Fund (Bailit, Friedberg, & Houy, 2017).  
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Spending on primary care services for Connecticut Medicare beneficiaries was 2 percent of total medical 
expense including pharmacy. Due to data limitations, a different definition and methodology was used to 
calculate this percentage. Medicare projections were developed using the percent primary care spend 
from the Connecticut Medicare “Narrow” definition result included in the Primary Care Collaborative 
report “Investing in Primary Care A State-Level Analysis” (Jabbapour, et al., 2019). This percentage was 
then applied to data available from the Centers for Medicare and Medicaid Services on the Connecticut 
Medicare population. To calculate the percent Medicare primary care spend including pharmacy, 
assumptions regarding Connecticut Medicare pharmacy spend were made based on data for retirees 
enrolled in the state employee benefit plan. Medical spend data for the two populations were nearly 
identical. 
 
FIGURE 23: 2018 Connecticut Primary Care Spending by Payer 

Payer Population  Primary 
Care 
PMPM 

% Total  
Medical Expense   
w/o Rx 

% Total  
Medical Expense  
w/ Rx 

 
Commercial  

Adult $34.23  5% 4% 
Child $33.26  13% 11% 
All  $34.01  6% 5% 

 
Medicaid  
 

Adult $30.55  6%  4% 
Child $34.96  16% 13% 
All  $32.63  9% 9% 

Medicare  All  $33.62 3% 2% 

 
 
Methodology: The commercial primary care spending analysis utilized 2017 data from the Office of State 
Comptroller (OSC) employee benefit plan and was performed by High Line Health. Community Health 
Connecticut Inc (CHNCT) performed the Medicaid primary care spending analysis on 2018 data. Both 
entities are under contract with the respective payers to perform analytic work. Both payers used a 
definition developed in partnership with the New England States Consortium Systems Organization 
(NESCSO) that is very similar to the Definition 4 described in Standardizing the Measurement of 
Commercial Health Plan Primary Care Spending, a 2017 report published by the Milbank Fund outlining 
opportunities to standardize measurement of primary care spending. Primary care spending estimates for 
adults and children were calculated. Spending for OSC Medicare-eligible retirees is not included in this 
analysis. Calculations were based on the total allowed amount for the CPT codes included when 
performed by providers with one of the included taxonomy codes. The taxonomy code list was consistent 
with the taxonomy code set used by the Connecticut OHS Quality Council. For Commercial and Medicare, 
the analysis did not include care management fees or other non-claims-based payments. The analysis 
includes these payments for Medicaid. As mentioned above, Medicaid provides services that are unique 
to their population and therefore the claims reflected in Figure 23 were removed from the Medicaid total 
medical expenses. As noted in the Summary of Findings, skilled nursing facility use was not removed from 
the denominator for this analysis due a lack of granularity regarding what percentage of that utilization 
related to acute rather than long-term care.  
 
Figure 23: Medicaid Claims Excluded from Total Medical Expense 

Exclusion Type Type/Specialty 
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Claim Types • Medicare Crossover 
• Dental 
• Vision 
• FQHC – Dental 
• Durable Medical Equipment 

Provider Types • Autism waiver 
• Mental health waiver 
• Mental health waiver performing provider 

Provider Specialties • DDSD/ICFMR waiver 
• Waiver group home 
• MFP-IFS/Comp waiver biller 
• Employment and day supports waiver billing provider 
• Autism waiver 
• Mental health waiver 
• Mental health waiver service provider 
• Mental health waiver performing provider 

 
Medicare: Due to a lack of sufficiently granular data on Medicare spending, this analysis leveraged a 
Medicare primary care spending percentage reported by the Primary Care Collaborative, “Investing in 
Primary Care: A State Level Analysis” report and applied it the CMS data on Connecticut Medicare 
beneficiaries. The percentage shown here is the “Narrow Definition” referenced in the PCC report, which 
was most consistent to the definition used for this analysis by Commercial and Medicaid payers. 
However, comparing Commercial and Medicaid results in this report to the Private (Commercial) and 
Medicaid results published in the PCC report suggest the Connecticut Medicare primary care spending 
percentage may have been higher if the same definitions and methodologies used for Commercial and 
Medicaid in these analyses were also applied to Medicare for this analysis.  
 

Wrap Up 
In the process of sharing the strawman model with stakeholders, we could not move forward with the 
design process as initially planned for several reasons.  
 
CMMI noted that its requirements for new programs were evolving and the agency put forward several 
requirements for the PCM model, many of which OHS felt would be difficult, if not impossible, to meet. 
For example, CMMI was looking for opportunities to long-term commitments from provider 
organizations. Meanwhile, the Connecticut provider landscape was changing quickly, both of which made 
it difficult for provider groups to make such a guarantee. CMMI also sought a guarantee of a minimum 
level of net savings, a condition OHS worried might not lead to the best outcome for Connecticut 
providers or patients.   
 
In parallel, ANs were trying to determine their own paths forward in a quickly changing environment. As 
noted earlier, CMS had completely revamped its MSSP program and added Direct Contracting, both of 
which pushed ANs to take on downside risk more quickly. More risk for losses made ANs more reluctant 
to take on the incremental advance payments offered by PCM out of fear they would not be able to 
successfully generate a return on those investments. Direct Contracting also introduced a percent of 
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premium opportunity, which offered the flexibility envisioned by PCM with few requirements on how the 
advance payments would be used.  
 
Ongoing collaboration with DSS, DPH and OSC will continue on the best path to ensure the goals of better 
primary care and increased spending on primary care will be achieved. 
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Appendices    
Appendix 1:  Acronyms and Definitions 
 

Acronym Definition Acronym Definition 
AN Advanced Network HIT Health Information Technology 
APCD All-Payer Claims Database LCSW Licensed Clinical Social Worker 
APRN Advanced Practice Registered 

Nurse 
MSSP Medicare Shared Savings Program 

BH Behavioral Health NAMI National Alliance on Mental Illness 
BHI Behavioral Health Integration NP Nurse Practitioner 
CAB Consumer Advisory Board OEC Office of Early Childhood 
CAHPS Consumer Assessment of Health 

Advisors and Systems 
OHIT Office of Health Information Technology 

CBO Community Based Organization OHS Office of Health Strategy 
CCIP Community and Clinical Integration 

Program 
OMB Office of Management and Budget 

CCM Chronic Care Management OSC Office of the State Comptroller 
CDAS Core Data Analytics Solution OWC Office of Workforce Competitiveness 
CHF Congestive Heart Failure PA Physician’s Assistant 
CHW Community Health Worker PCM Primary Care Modernization 
CMS Centers for Medicare and Medicaid 

Services 
PCMH+ Person-Centered Medical Homes Plus 

CoCM Collaborative Care Model PCP Primary Care Provider 
CPC+ Comprehensive Primary Care Plus PCPCH Patient-Centered Primary Care Home 
CPT Current Procedural Terminology PHQ Patient Health Questionnaire 
CT Connecticut PMPM Per Member Per Month 
DPH Department of Public Health PRC Payment Reform Council 
DOB Date of Birth PSI Prevention Service Initiative 
DSS Department of Social Services PTTF Practice Transformation Task Force 
ED Emergency Department PWC PricewaterhouseCoopers 
EHR Electronic Health Record RHC Rural Health Clinic 
E/M Evaluation and management RN Registered Nurse 
FFS Fee for Service SDOH Social Determinates of Health 
FQHC Federally-Qualified Health Center SIM State Innovation Model 
HCPCS Healthcare Common Procedure 

Coding System 
VBID Value-Based Insurance Design 

HEC Health Enhancement Communities WHO World Health Organization 
HIE Health Information Exchange   
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Advanced Network (AN): A provider 
organization or group of provider 
organizations that includes primary care 
providers within one or more practices with 
PCMH status or PCMH accreditation. 

Health Information Technology (HIT): The 
electronic systems health care professionals and 
patients use to store, share, and analyze health 
information. 

All-Payer Claims Database (APCD): Collects, 
assesses and reports health care information 
relating to safety, quality, cost-effectiveness, 
access and efficiency for all levels of health 
care. 

Licensed Clinical Social Worker (LCSW): A social 
worker who has been licensed by his or her state 
of residence to provide clinical social work 
services to patients. 

Advanced Practice Registered Nurse (APRN): A 
nurse who has a master's, post-master's 
certificate, or practice-focused doctor-of-
nursing practice degree in one of four specific 
roles. 

Medicare Shared Savings Program (MSSP): 
Encourages coordination and cooperation among 
providers to improve the quality of care for 
Medicare Fee-For-Service (FFS) beneficiaries and 
reduce unnecessary costs. 

Behavioral Health (BH): The scientific study of 
the emotions, behaviors and biology relating 
to a person's mental well-being, their ability to 
function in everyday life and their concept of 
self. 

National Alliance on Mental Illness (NAMI): The 
nation's largest grassroots mental health 
organization dedicated to building better lives for 
the millions of Americans affected by mental 
illness. 

Behavioral Health Integration (BHI): High-
quality, coordinated health care between 
behavioral health and medical providers. 

Nurse Practitioner (NP): A nurse who is qualified 
to treat certain medical conditions without the 
direct supervision of a doctor. 

Consumer Advisory Board (CAB): Advocates for 
consumers and provides for strong public and 
consumer input in healthcare reform policies 
in Connecticut. 

CT Office of Early Childhood (OEC): Established in 
2013 to coordinate and improve the various early 
childhood programs and components in the state 
to create a cohesive high-quality early childhood 
system.   

Consumer Assessment of Health Advisors and 
Systems (CAHPS): Advances our scientific 
understanding of patient experience with 
health care. 

Office of Health Information Technology (OHIT): 
Uses health information technology to support 
quality improvement to achieve the state’s aims 
of healthier people, better healthcare, smarter 
spending, and health equity. 

Community Based Organization (CBO): A public 
or private nonprofit organization that is 
representative of a community or a significant 
segment of a community and works to meet 
community needs. 

Office of Health Strategy (OHS): Develops health 
policy that improves health outcomes and limits 
health care cost growth across all sectors, 
whether private or public, including hospitals, 
physicians and clinical services and prescription 
drugs. 
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Community and Clinical Integration Program 
(CCIP): Comprised of a set of care delivery 
standards and technical assistance that is 
intended to enable Advanced Networks and 
Federally Qualified Health Centers (FQHCs) to 
deliver care that results in better health 
outcomes at lower costs for Medicare, 
Medicaid, and commercial plan enrollees. 

Office of Management and Budget (OMB): 
Oversees the performance of federal agencies 
and administers the federal budget. 

Chronic Care Management (CCM): The 
oversight and education activities conducted 
by health care professionals to help patients 
with chronic diseases and health conditions 
such as diabetes, high blood pressure, lupus, 
multiple sclerosis and sleep apnea learn to 
understand their condition and live 
successfully with it. 

Office of the State Comptroller (OSC): To provide 
accounting and financial services, to administer 
employee and retiree benefits, to develop 
accounting policy and exercise accounting 
oversight, and to prepare financial reports for 
state, federal and municipal governments and the 
public. 

Core Data Analytics Solution (CDAS): Enables 
in-depth data analytics, including electronic 
Clinical Quality Measures (eCQMs) to support 
payment and practice reforms. 

Office of Workforce Competitiveness (OWC): 
Assists the Labor Commissioner as one of the 
Governor’s workforce development policy 
advisors with the goal of ensuring Connecticut 
has sufficient talent to support its economic 
growth. 

Congestive Heart Failure (CHF): A chronic 
condition that affects the pumping power of 
the heart muscles. 

Physician’s Assistant (PA): A health care 
practitioner who practices medicine in 
collaboration with or under the supervision of a 
physician, depending on state laws. 

Community Health Worker (CHW): Members 
of a community who are chosen by community 
members or organizations to provide basic 
health and medical care to their community 
capable of providing preventive, promotional 
and rehabilitation care to these communities. 

Primary Care Modernization (PCM): Includes 
developing a new model for primary care in 
Connecticut that supports providers in expanding 
their care teams and offers new ways for patients 
to access care outside of a traditional office visit. 
PCM also will propose a more flexible payment 
model that supports these improvements in care 
delivery. 

Centers for Medicare and Medicaid Services 
(CMS): Federal agency within the United States 
Department of Health and Human Services 
that administers the Medicare program and 
works in partnership with state governments 
to administer Medicaid, the Children's Health 

Person-Centered Medical Homes Plus (PCMH+): 
Provides person-centered, comprehensive and 
coordinated care to HUSKY (Connecticut 
Medicaid) members. 
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Insurance Program, and health insurance 
portability standards. 

Collaborative Care Model (CoCM): A model of 
behavioral health integration that enhances 
“usual” primary care by adding two key 
services: care management support for 
patients receiving behavioral health treatment; 
and regular psychiatric inter-specialty 
consultation to the primary care team.  

Primary Care Provider (PCP): Health care 
professional who practices general medicine.  

Comprehensive Primary Care Plus (CPC+): A 
national advanced primary care medical home 
model that aims to strengthen primary care 
through a regionally based multi-payer 
payment reform and care delivery 
transformation. 

Patient-Centered Primary Care Home (PCPCH): A 
primary care system that emphasizes care 
coordination and communication and focuses on 
patients’ needs, providing higher quality care at 
lower costs.  

Current Procedural Terminology (CPT): A 
system developed by the American Medical 
Association for standardizing the terminology 
and coding used to describe medical services 
and procedures. 

Patient Health Questionnaire (PHQ): An 
instrument for screening for potential behavioral 
health needs.  

Connecticut (CT): The state of Connecticut. Per Member Per Month (PMPM): Refers to the 
dollar amount paid to a provider (hospital or 
healthcare worker) each month for each person 
for whom the provider is responsible for 
providing services. 

Department of Public Health (DPH): The state's 
leader in public health policy and advocacy. 

Payment Reform Council (PRC): A stakeholder 
group under PCM working to develop payment 
model options for Medicare Fee-for-Service that 
increase flexibility to make primary care more 
convenient, community-based and responsive to 
the needs of patients and ensure a return on 
investment. 

Date of Birth (DOB): The exact date on which 
you were born, including the year. 

Prevention Service Initiative (PSI): Part of 
Connecticut’s comprehensive SIM strategy to 
promote healthier people, better care, smarter 
spending, and health equity. 
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Department of Social Services (DSS): Delivers 
and funds a wide range of programs and 
services as Connecticut’s multi-faceted health 
and human services agency.   

Practice Transformation Task Force (PTTF): A 
stakeholder group working to recommend 
advanced medical home standards; provide 
advice on practice transformation processes; 
foster alignment with other care delivery models 
in the state (e.g., DMHAS behavioral health 
homes); and provide ongoing advice during 
implementation. 

Emergency Department (ED): A medical 
treatment facility specializing in emergency 
medicine, the acute care of patients who 
present without prior appointment; either by 
their own means or by that of an ambulance. 

PricewaterhouseCoopers (PWC): A multinational 
professional services network.  

Electronic Health Record (EHR): The 
systematized collection of patient and 
population electronically stored health 
information in a digital format. 

Rural Health Clinic (RHC): A clinic located in a 
rural, medically under-served area in the United 
States that has a separate reimbursement 
structure from the standard medical office under 
the Medicare and Medicaid programs. 

Evaluation and management (E/M): A medical 
coding process in support of medical billing. 

Registered Nurse (RN): A nurse who has 
graduated from a nursing program and met the 
requirements outlined by a country, state, 
province or similar licensing body to obtain a 
nursing license. 

Fee for Service (FFS): A payment model in 
which doctors, hospitals, and medical practices 
charge separately for each service they 
perform. 

Social Determinates of Health (SDOH): Factors 
and resources essential to the health of 
communities and individuals. These include 
income, shelter, education, access to nutritious 
food, services, community norms and cohesion, 
and social justice.   

Federally Qualified Health Center (FQHC): 
Outpatient clinics that qualify for specific 
reimbursement systems under Medicare and 
Medicaid.  

State Innovation Model (SIM): Working to 
improve Connecticut’s healthcare system for the 
majority of residents by establishing a whole-
person-centered healthcare system that improves 
community health and eliminates health 
inequities; ensures superior access, quality and 
care experience, empowers individuals to actively 
participate in their health and healthcare; and 
improves affordability by reducing healthcare 
costs. 
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Healthcare Common Procedure Coding System 
(HCPCS): A collection of standardized codes 
that represent medical procedures, supplies, 
products and services used to facilitate the 
processing of health insurance claims by 
Medicare and other insurers. 

Value-Based Insurance Design (VBID): A strategy 
that minimizes or eliminates out-of-pocket costs 
for high-value services in defined patient 
populations. 

Health Enhancement Communities (HEC): 
Supports the health and well-being of 
individuals and families in communities across 
the state by improving community health and 
healthy equity and preventing poor health. 

World Health Organization (WHO): A specialized 
agency of the United Nations that is concerned 
with international public health. 

Health Information Exchange (HIE): The 
mobilization of health care information 
electronically across organizations within a 
region, community or hospital system 
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Appendix 2:  Practice Transformation Task Force (PTTF) Members 
 

Susan Adams 
Masonicare 
 

Kate McEvoy  
Department of Social Services 
 

Lesley Bennett 
Consumer Representative, Stamford, CT 
 

Douglas Olson 
Fair Haven Community Health Center 
 

Supriyo Chatterjee 
Consumer Representative, West Hartford, CT 
 

Juan David Ospina 
Community Health Center Inc. 
 

Beth Cheney 
Hartford HealthCare 
 

Donna Perlee 
Harvard Pilgrim Health Care 
 

Grace Damio 
Hispanic Health Council 
 

Rowena Rosenblum-Bergmans 
Western Connecticut Health Network 
 

Leigh Dubnicka 
United Healthcare 
 

H. Andrew Selinger 
ProHealth Physicians 
 

Heather Gates 
Community Health Resources 
 

Anita Soutier 
Cigna 
 

Shirley Girouard 
Consumer Representative, Branford, CT 
 

Elsa Stone (Executive Team) 
Pediatrics Plus 
 

Anne Klee  
VA Connecticut Healthcare System 
 

Randy Trowbridge 
Team Rehab 
 

Alta Lash 
United Connecticut Action for Neighborhoods 
 

Mark Vanacore 
Dept. of Mental Health & Addiction Services 
 

Daniel Lawrence 
Anthem 
 

Jesse White-Frese 
Consumer Representative, North Haven, CT  
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Appendix 3: Incorporating Feedback in Payment Model Options 
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Appendix 4:  Design Groups 
 

Adult 

1. Adult Diverse Care Teams 
2. Adult Federally Qualified Health Center (FQHC) 
3. Adult Behavioral Health Integration 
4. Adult Community Integration 
5. Adult Older Adults with Complex Needs 
6. Adult Pain Management 
7. Adult People with Disabilities 

 
Pediatric 

1. Pediatrics 
2. Pediatrics Behavioral Health Integration 
3. Pediatrics Subgroup 
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Appendix 5: Patient Stories 
 
Case Study: Chris 

Chris was diagnosed with Crohn’s disease in her teens. Now, she’s 34, recently 
married and works full-time. Recently, Chris’ disease has been flaring up more 
often. She’s had several emergency department visits and missed work three 
times.  
 
Chris feels worried and 
depressed. She visits Dr. 
Neil, her primary care 
provider. With the additional 

funding offered by PCM, Dr. Neil’s practice recently 
added a part-time, licensed clinical social worker to its 
care team. The social worker meets with Chris to screen 
her for depression and connect her with a therapist and 
peer support group.  
 
With the more flexible payment model options offered 
by PCM, Dr. Neil has time to talk with Chris’ 
gastroenterologist, the specialist helping Chris manage 
her Crohn’s disease.  With Chris’ input, they develop a 
new medication plan. Through eConsult, Dr. Neil quickly 
receives input from a dermatologist about a rash on 
Chris’ arm. Dr. Neil arranges for a nutritionist to meet 
with Chris too. When Dr. Neil and Chris check in 
periodically over the next few months, they talk by 
phone and Chris avoids missing work.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chris’ Needs 

• Help managing her Crohn’s 
disease 

• Support for her depression 
• More coordinated care to achieve 

better results  
• Fewer days of missed work and 

fewer trips to the emergency room  
 

Dr. Neil’s Practice Solutions with PCM 
• Part-time licensed clinical social 

worker identifies behavioral health 
needs, makes referrals, and 
provides monthly support 

• Coordinated care across Chris’ 
care team  

• eConsult addresses new skin 
problem 

• Nutritionist counsels Chris on 
changes to her diet such as limiting 
fiber and dairy 
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Case Study: Mr. Jones 

Mr. Jones has a complex medical history including heart failure, diabetes, and 
kidney disease.  He’s had two recent hospital stays. During an office visit, Dr. Neil, 
his primary care provider, noticed Mr. Jones’ severe breathing issues and swelled 
feet made it difficult for him to 
walk.  
 
Dr. Neil arranges for a part-time 
pharmacist to visit Mr. Jones at 
home to discuss his 

medications. The pharmacist finds Mr. Jones did not 
understand when to take his medications or even 
which ones he should be taking. She explains which 
medications to take and when. Then, she explains an 
easy system for Mr. Jones and his wife to keep track of 
the medications.  
 
Dr. Neil offers Mr. Jones a device to help her team and 
his cardiologist monitor his condition remotely. Mr. 
Jones mentioned he likes to Skype with his 
grandchildren, so she arranges for regular video 
check-ins using a secure system. With the remote 
monitoring device and frequent check-ins, Dr. Neil 
hopes to keep Mr. Jones out of the hospital. 
 
 
Case Study: Isaac and Gina 

Isaac, age 6, has asthma that’s hard to control. He and his mom, Gina, have made several 
long bus trips to his pediatrician, Dr. Bell. Each time, Isaac misses school and Gina misses 
work.  

Dr. Bell asks a community health worker 
to arrange non-emergency medical transportation for 
Gina and Isaac’s appointments. The CHW also connects 
them to Putting on Airs, a community-based program 
that helps kids with asthma. During a home visit, the 
program finds Isaac’s apartment had mold that is 
making his asthma worse. Putting on Airs works with 
the landlord to remove the mold. In three months, 
Isaac’s asthma improves.   

Dr. Bell also starts to check in with Gina and Isaac by 
phone after school to cut back on Gina’s time off work 
and Isaac’s time away from school.  

 

Isaac and Gina’s Needs 

• Help managing asthma 
• Transportation to office visits 
• Less time away from work and school 
• Healthier home environment 

Dr. Neil’s Practice Solutions with PCM 

• Transportation service 
• Home assessment and mold removal  
• Phone check ins with PCP and/or RN 

care manager 
• Frequent communication with care 

team through phone  

Mr. Jones’ Needs 

• Help managing prescriptions for 
diabetes, congestive heart failure, 
kidney disease 

• More frequent and closer 
monitoring of changes in condition 

• Fewer avoidable trips to the doctor 
due to mobility challenges related 
to a stroke 

Dr. Neil’s Practice Solutions with PCM 
• Home visit by part-time pharmacist 
• Video check-ins with PCP and/or 

RN care manager 
• Remote patient monitoring for 

congestive heart failure 
• Frequent communication with care 

team through phone and email 
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Case Study: Jesse 

During a recent well-visit, Jesse, age 15, completes a confidential, validated screening known 
as a Pediatric Symptom Checklist-17. This checklist helps providers, patients and families 
identify issues including anxiety, depression, 
attention deficit disorder and other behavioral 
health conditions in children. The screening 

finds Jesse is showing signs of depression or anxiety. A 
follow-up assessment, known as a Patient Health 
Questionniare-9 or PHQ-9, suggests she has moderate to 
severe depression.  

Jesse tells her primary care provider, Dr. Bell, that she is 
feeling sad and stressed. Dr. Bell asks a licensed clinical 
social worker that is part of the pediatric care team to meet 
with Jesse. They meet for a brief series of sessions to talk 
about sleep and exercise. With Jesse’s approval, the social 
worker at Dr. Bell’s office connects with the therapist at 
Jesse’s school-based health center. This therapist takes over 
counseling sessions Jesse and keeps her care team informed through regular updates in Jesse’s electronic 
health record.  

At a six-month check up with Dr. Bell, Jesse receives the assessment which finds her depression 
symptoms have improved. Jesse agrees and decides to continue seeing her therapist.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Jesse’s Needs 

• Help identifying and managing her 
depression 

• Coping strategies to improve self-
management of her condition  

• Convenient, confidential counseling 

Dr. Neil’s Practice Solutions with PCM 

• Confidential, validated screening 
• Access to a licensed clinical social 

worker  
• Coordinated care with school-based 

health center  
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Appendix 6:  PCM Capabilities Compendium 
 
Adult 

1. Diverse Care Teams 
2. Behavioral Health Integration 
3. Phone, Text, Email, Telemedicine 
4. eConsults and Co-Management 
5. Remote Patient Management 
6. Older Adults 
7. Pain Management 
8. Adult Community Purchasing Partnerships 
9. Oral Health Integration  
10. Shared Medical Appointments 
11. Health Equity Improvement 
12. Community Integration for Social Determinants  
13. People with Disabilities  

 

Pediatrics 

1. Diverse Care Teams 
2. Behavioral Health Integration   
3. Alternative Ways to Engage Patients 
4. Universal Home Visits for Newborns 
5. eConsults and Co-management 
6. Community Purchasing Partnerships  
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Appendix 5:  Payment Reform Council Members 
 

Robert Block 
Community Health Center, Inc. 
 

Kate McEvoy 
CT Department of Social Services 
 

Peter Bowers 
Anthem Blue Cross and Blue Shield 
 

Fiona J Mohring 
Stanley Black & Decker 
 

Robert Carr  
Western Connecticut Health Network 
 

Naomi Nomizu 
Integrated Care Partners, HHC 
 

Tiffany Donelson 
Connecticut Health Foundation 
 

Terry Nowakoski 
The Partnership for Strong Communities 
 

Eric Galvin 
ConnectiCare 
 

Joseph Quaranta 
Community Medical Group 
 

Peter Holowesko 
United Technologies Corporation 
 

Thomas Woodruff 
Office of the State Comptroller 
 

Jess Kupec 
Saint Francis Healthcare Partners 
 

Ken Lalime 
Community Health Center Association of 
Connecticut 
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Appendix 7: Hypothetical Hybrid Bundle Case Study 
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Appendix 8:  CMS Codes 
 

Topic  Codes Description Expected 
Reimbursement  

Remote Patient 
Monitoring 

CPT 
99453: 

Remote monitoring of physiologic parameter(s) (e.g., weight, 
blood pressure, pulse oximetry, respiratory flow rate), initial; 
set-up and patient education on use of equipment. 

$21 

CPT 
99454: 

Remote monitoring of physiologic parameter(s) (e.g., weight, 
blood pressure, pulse oximetry, respiratory flow rate), initial; 
device(s) supply with daily recording(s) or programmed alert(s) 
transmission, each 30 days. 

$69 

CPT 
99457: 

Remote physiologic monitoring treatment management 
services, 20 minutes or more of clinical staff/physician/other 
qualified healthcare professional time in a calendar month 
requiring interactive communication with the patient/caregiver 
during the month. 

$54 

Virtual Check-Ins HCPCS 
G2012: 

Brief communication technology-based service, e.g. virtual 
check-in, by a physician or other qualified healthcare 
professional who can report evaluation and management 
[E/M] services, provided to an established patient, not 
originating from a related E/M service provided within the 
previous 7 days nor leading to an E/M service or procedure 
within the next 24 hours or soonest available appointment; 5-
10 minutes of medical discussion. 

$15 

HCPCS 
G2010: 

Remote evaluation of recorded video and/or images submitted 
by the patient (e.g., store and forward), including 
interpretation with follow-up with the patient within 24 
business hours, not originating from a related E/M service 
provided within the previous 7 days nor leading to an E/M 
service or procedure within the next 24 hours or soonest 
available appointment. CMS clarified that follow-up may take 
place “via any mode of communication, including secure text 
messaging, phone call, or live/asynchronous video chat, so as 
not to restrict a clinician’s interaction with patients.” 

$13 

HCPCS 
G0071 

Virtual communication services furnished by a rural health 
clinic (RHC) or federally qualified health center (FQHC).  
Specifically, an RHC or FQHC may receive reimbursement for 
“at least 5 minutes of communication technology-based or 
remote evaluation services” furnished for a patient who has 
had an RHC or FQHC billable visit within the last year.  This 
service is subject to the same limitations as HCPCS G2012 and 
G2010 with regard to prior and subsequent in-person visits. 

Payment for 
HCPCS G0071 is 
set at the 
average of the 
national non-
facility payment 
rates for HCPCS 
G2010 and 
G2012 

Interprofessional 
Internet 
Consultation 

CPT 
99451: 

Interprofessional telephone/internet/electronic health record 
assessment and management service provided by a 
consultative physician including a written report to the 

$34 



113 
 

patient’s treating/requesting physician or other qualified 
healthcare professional, 5 or more minutes of medical 
consultative time 

CPT 
99452: 

Interprofessional telephone/internet/electronic health record 
referral service(s) provided by a treating/requesting physician 
or qualified healthcare professional, 30 minutes  

$34 

CPT 
99446-49, 
depending 

on time 
spent: 

Interprofessional telephone/internet assessment and 
management service provided by a consultative physician, 
including a verbal and written report to the patient’s 
treating/requesting physician or other qualified healthcare 
professional;  

$18-$73, 
depending on 
amount of time 
spent (5 min to 
31 or more min) 

Chronic Care 
Management 

CPT 99490  CCM services, at least 20 minutes per month of clinical staff 
time  

Average $42.84 
adjusted based 
on geography 

CPT 99487  Complex CCM services, for patients who have five or more 
chronic conditions and who take eight or more medications, 60 
minutes of clinical staff time per month.   

Average 2018 
reimbursement 
is $94.68. 

CPT 99489  Complex CCM services, each additional 30 minutes of clinical 
staff time per month (can only be billed with 99487) 

Average 2018 
reimbursement 
is $47.16 

HCPCS 
G0506 

Care Planning for Chronic Care Management created to 
improve payment for the CCM initiating visit, accounts 
specifically for a billing practitioner’s additional work in 
personally performing a face-to-face assessment of a 
beneficiary requiring CCM services, and personally performing 
CCM care planning that is not reflected in the initiating visit or 
in the monthly CCM service code.  

Average 2018 
reimbursement 
is $64.44. 

HCPCS 
G0511 

Code for FQHCs and RHCs Payment for 
G0511 in 2018 
is $62.28.  This 
rate is an 
average of the 
non-facility 
national 
payment 
amounts for 
CPT® 99490 
(simple CCM), 
CPT® 99487 
(complex CCM), 
and CPT® 99484 
(general 
behavioral 
health 
integration) 
paid under the 
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physician fee 
schedule. 

HCPCS 
G0512 

FQHCs and RHCs may receive payment for providing 70 
minutes or more of initial psychiatric CoCM services, or 60 
minutes or more of subsequent psychiatric CoCM services by 
billing HCPCS code G0512, either alone or with an RHC or 
FQHC claim.  

$145.08  
The enhanced 
reimbursement 
rate is based on 
an average of 
the national 
non-facility PFS 
payment rate 
for CPT code 
99492 and CPT 
code 99493. 

CPT 99358 Prolonged E/M service before and/or after direct patient care, 
first 60 minutes by physician or non-physician practitioner (NP, 
PA) 

$113.76 

CPT 99359 Prolonged E/M service before and/or after direct patient care, 
each additional 30 minutes by physician or non-physician 
practitioner (NP, PA) (listed separately with 99358) 

$54.72 

Behavioral 
Health 
Integration 

CPT 99492 First 70 minutes in the first calendar month for behavioral 
health care manager activities, in consultation with a 
psychiatric consultant and directed by the treating provider. 
Must include: Outreach and engagement of patients; Initial 
assessment, including administration of validated scales and 
resulting in a treatment plan; Review by psychiatric consultant 
and modifications, if recommended; Entering patients into a 
registry and tracking patient follow-up and progress, and 
participation in weekly caseload review with psychiatric 
consultant; and Provision of brief interventions using evidence-
based treatments such as behavioral activation, problem 
solving treatment, and other focused treatment activities. 

$161.28 

CPT 99493 First 60 minutes in a subsequent month for behavioral health 
care manager activities. Must include: Tracking patient follow-
up and progress; Participation in weekly caseload review with 
psychiatric consultant; Ongoing collaboration and coordination 
with treating providers; Ongoing review by psychiatric 
consultant and modifications based on recommendations; 
Provision of brief interventions using evidence based 
treatments;  Monitoring of patient outcomes using validated 
rating scales; and  Relapse prevention planning and 
preparation for discharge from active treatment. 

$128.88 

CPT 99494 Each additional 30 minutes in a calendar month of behavioral 
health care manager activities listed above.  Listed separately 
and used in conjunction with 99492 and 99493.   

$66.60 

CPT 99484 Care management services for behavioral health conditions - 
At least 20 minutes of clinical staff time per calendar month. 
Must include: Initial assessment or follow-up monitoring, 

$48.60 
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including use of applicable validated rating scales; Behavioral 
health care planning in relation to behavioral/psychiatric 
health problems, including revision for patients who are not 
progressing or whose status changes; Facilitating and 
coordinating treatment such as psychotherapy, 
pharmacotherapy, counseling and/or psychiatric consultation; 
and Continuity of care with a designated member of the care 
team. 

 
Transitional Care 
Management 

CPT 99495 Communication (direct contact, telephone, electronic) with the 
patient and/or caregiver within two business days of discharge 
Medical decision making of at least moderate complexity 
during the service period. 
Face-to-face visit within 14 calendar days of discharge. 

$166.50 

CPT 99496 Communication (direct contact, telephone, electronic) with the 
patient and/or caregiver within two business days of discharge 
Medical decision making of high complexity during the service 
period. Face-to-face visit within seven calendar days of 
discharge 

$234.97 
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Appendix 9: Original Savings Estimates from Capabilities for Commercial Patients  
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Appendix 10: Access Tracking Options Considered 
 

Option 1. (Preferred) Notes are entered in the practice’s EHR (the practice gives all needed personnel 
access to their EHR). The practice would assume the costs for EHR seat licenses, if needed. The practice-
associated personnel would record their patient encounters similarly to other visit types or 
communications. Documentation would include patient and provider IDs, purpose of the encounter (in 
English or using ICD-10 codes), and services rendered (in English or using CPT codes). Like other notes, 
these would be trackable in the EHR. Until the HIE has achieved the functionality and connectivity to 
capture these notes, the practice would create a periodic (monthly or quarterly) report of its clinical 
encounters and other clinical contacts, and upload this, in standard format, to the HIE’s Landing Spot for 
ingestion and analysis by CDAS. The standard format is discussed below. 
 
Option 2a. Practices unable to follow Option 1 may use standardized notes in electronic or paper format.  
Personnel performing non-traditional services would upload or fax a note to the Entity. OHS/OHIT would 
design and post a downloadable form with structured data entry fields (e.g., patient name and DOB, PCP 
name, date of encounter, name of staff performing visit, etc.). The form would be completed either on a 
device (i.e., using Adobe Acrobat) or filled by hand. The provider would include the purpose of the 
encounter (in English or using ICD-10 codes) and services rendered (in English or using CPT codes) for 
enhanced tracking. Upon receipt of the fax or file, the Entity would transform the information into a C-
CDA. The C-CDA would be available in the Entity and could be pushed to or pulled by a practice’s EHR into 
the patient’s record. If the body of the note is entered using a device it will be stored as a computer-
readable note in the patient’s record, but if handwritten it will be stored as an image.   
 
Option 2b. Practices unable to follow Option 1, and until the Entity is capable of supporting Option 2a, 
may use readily available (and admittedly low-tech) fax machines. Personnel performing non-traditional 
services would fax a note to the practice. Staff would use the same OHS/OHIT designed form as in Option 
2a. Upon receipt of the fax, the practice would import it into their EHR, along with the structured data1. 
Once the fax is entered in this manner, it would be trackable in the EHR. Until the HIE has achieved the 
functionality and connectivity to capture these visits, the practice would create a periodic (monthly or 
quarterly) report of its patient touches, and upload this, in standard format, to the HIE’s Landing Spot for 
ingestion and analysis by CDAS. The standard format is discussed below. 
 
Option 3. Longer range in terms of timing, CT builds a state-wide mobile compliant website (or app)2 with 
a form to allow entry and saving of encounter info, that would be saved to the HIE. The information 
entered includes those key data noted above. By the time this website is developed in 2020 or 2021, the 
HIE should have bidirectional connections to participating practices. The practices could download or 
import these encounters from the HIE or CDAS to support their care activities and include in their EHRs. 
The use case for developing the website would need to be presented and accepted by the CT HIT 

 
1 Accepting faxes is a routine function of EHRs, though keying in data would be an added burden on practice staff. 
A practice using Option 2 could use PDF files sent via secure email in lieu of ordinary fax, if preferred. 
2 Instead of a website, the state could build a mobile app. An app would require software development for at least 
two operating systems (iOS and Android), QA, revisions, support, upgrades, etc. A mobile-friendly website would 
be a better option and the back-end integration with CDAS and HIE would be easier. 
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planning and development process. Using the website minimizes burden on practices, and it eliminates 
the need to submit a periodic report of patient touches. 
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