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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.

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

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

e 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.

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

e 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: Connecticut Ranks
Figure 1 highlight significant disparities and the

opportunity to improve care for those with chronic

conditions and behavioral health needs (Kaiser = 32nd highest per capita spending in the nation on
Family Foundation, 2017) (United Health avoidable hospital use and costs, largely driven by
Foundation, 2019) (Commonwealth Fund, 2019). avoidable ED use in Medicare and commercial

Like their peers nationally, Connecticut primary care populations

providers report frustration with the current system = 43rd worst in the nation in health disparities across all
and difficulty enticing new physicians into the field populations

(Caffrey, 2019). Connecticut will need a 15 percent
increase in primary care providers by 2030 to keep
pace with demand (Robert Graham Center, 2019).

= Only six states have a higher rate of adults with
diabetes without a hemoglobin Alc test

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

Connecticut ranks as one of the highest cost states populations
for healthcare, particularly for those with Medicare = 39th highest rate in the nation in deaths from drug use
coverage or private health insurance. Consumers, across all populations

employers and payers have raised concerns about
the value they receive for those investments,
particularly as healthcare consumes a greater

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



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 pavyer,
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

FIGURE 2: PCM Logic Model
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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
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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
CHDVI’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 (Rl OHIC, 2019). Rl 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 (Rl 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



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.



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



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.

FIGURE 3: Stakeholder Engagement Process
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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 programes.

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
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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 lliness (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.
FIGURE 4: PCM Design Groups
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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?
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
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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

FIGURE 5: 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

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.

FIGURE 6: Hypothetical implementation approach, each AN/FQHC would submit their own implementation

plan to OHS for approval.

Pilot practices include RN

care managers, pharmacists,

CHWSs. Care transitions are
a focus.

PCPs and care team receive
technical assistance to
support workflow redesign.

Phone, text, email upgraded
for better patient experience.

eConsult, remote patient
monitoring offered.

with hiring of LCSW.

Patients connected to
community resources
after analysis of social
determinants data.

Care team expands to
additional practices;
new care team roles
introduced. Technical
assistance continues.

with
local housing referral
service.

Integrated behavioral
health expanded to
all practice sites.

Care team expansion
and technical
assistance

continues.

. One
supports older adults
with complex medical
needs. Another
focuses on chronic
pain management.

Existing capabilities

refined and expanded.

Technical assistance
continues.

Two additional
partnerships with
community-placed
resources launch.
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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,

FIGURE 7: Adult Capabilities Overview
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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 pery
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.
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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 iliness 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.

14



Pediatric Capabilities
FIGURE 8: Pediatric Capabilities Overview
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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.

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
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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 Achieving health equity
envisioned to require that ANs/FQHCs requires a data driven strategy that connects
implement policies and procedures to collect the patient and family to primary care

race and ethnicity data, analyze it to identify integrated within the larger community.

ANs/FQHCs will conduct
network-level data analysis and patient-level
SDOH assessments to connect patients to
needed community support.

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.
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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 Lessons from

from peer learning and support. With this in mind, the tailored, phased-in implementation plans
model design included a Learning Collaborative should be shared.

convened by OHS to enable PCM participants to share OHS to promote sharing
experiences, build shared knowledge and discover experiences through a Learning
partnership opportunities. Collaborative.

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.
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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.

FIGURE 9: Payment Reform Council Key

Princinles

= Consider input from consumers, providers,
payers and employers

= Review financial effect of capabilities
recommended by the PTTF

= Determine methods of accountability and

The PRC began by reviewing the payment model safeguards to protect against underservice
design options used in CPC+, the advanced primary and patient selection
care medical home model developed by CMS. The = Design an implementation strategy that

ensures a return that offsets the investment
— builds over time

= Customize “best in class” federal and state
initiatives

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

18



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.

FIGURE 10: PCM Payment Model Design
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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,
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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: Figure 11: Administering the Basic Bundle
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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.

FIGURE 12: PCM Basic Bundle Equation

i (Base Period Claims (+/-) Addition or Deletion of Services Included) * Population Risk
i Adjustment * Use Trend * Unit Cost Trend

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
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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?

e The new employees cost about $300,000.

e |t estimated savings of $450,000 due to avoided ED visits, hospital stays and at least one
skilled nursing facility stay.

e ABC had to split those savings with Medicare, 50/50. After expenses, its share of the savings
(S225,000) becomes a net loss of -575,000. For ABC, there is no reward for incremental
improvements in efficiency.

e 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.

e ABCrealized 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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FIGURE 13: PCM Basic Bundle Equation

THE MATH TODAY

Cost Paid by Provider $300,000

Savings $450,000

Provider Share of Savings $225,000

Provider Loss after Costs $225,000

% THE MATH WITH PCM

Cost Paid with Advance Funding $300,000
Savings $450,000
Savings Net of Investment $150,000
Payer Share of Savings +$75,000
Provider Share of Savings +$75,000

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.

Transformation requires
investments in more than just salaries. It requires
technical assistance, infrastructure development,
training, and funding to address social
determinants.

The supplemental bundle can be
used for any of these purposes.

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
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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:

[EEN

) differences in the clinical needs of pediatric and adult populations,
) severe behavioral health conditions,
)
)

w N

dementia, and
unmet social needs

N

For the supplemental bundle, first
payers would apply the same total FIGURE 14: Neighborhood Stress Score Metrics
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.

= % of families with incomes < 100% of federal poverty level
= % < 200% of federal poverty level

= % of adults who are unemployed

= % of households receiving public assistance

Diagnostic data found in medical and * % of households with no car

pharmacy claims would be the basis = % of households with children and a single parent

for flagging patients with conditions = % of people age 25 or older who have no HS degree

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
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different supplemental bundle payment schedules. It was envisioned that future phases of work would
refine this approach.

FIGURE 15: Hypothetical Supplemental Bundle Risk Adjustment Tiering

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.

e 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.

e 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
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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.

e 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.

e 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.

Whenever providers are not paid for
ANs/FQHCs would utilize the approach

each service performed, there is a risk they will not

outlined below or an alternative perform necessary services.

approach with OHS approval. Additional ANs/FQHCs will report all clinical patient
hypothetical approaches for AN/FQHCs encounters with all members of the care team including
were considered and can be found here. | those that occur through phone, text, email and video

- visits.
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
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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

FIGURE 16: Example Access Tracking Report

Access Tradking Report

ABC Healthcare
format WOUld be April 1, 2018-March 31, 2019 (rolling 12 months) GENERATING THE REPORT
. Practices induded: Acton, Bridgefield, Essex, Marston and Overbrook
determined through a .
Clinical Encounter: Office visits with physicians, nurse practitioners and physidan assistants; syndhronous and +  AN/FQHC configures EHR to capture all
Sta ke h Old er p rocess asynchronous dinical communications with physicians, nurse practitioners and physician assistants. Other care feam contacts, by patient and by type
Clinical Contact: office visits or community visits with non-practitioner staff (e.g., medical assistants, of contact
. . pharmadists, educators, community health workers); synchronous and asynchronous communication with non-
| nVO|V| ng O HS, O H |T, practitioner staff on dinical matters (test results, medication advice, efc.).

PCP and care team personnel record their

pa rt|C|pat|ng prOViderS, Attributed Patients ece patient contacts in their daily work flow
similar to other visit types
Total Number of Office | Telemedidne | Home Phone/Text/E-mail Total Clinical
consumers an d Ot h er Patients Attributed Visits. Visits Visits. contacts Encounters
. +  AN/FQHC runs a quarterly summary report
stakeholders. This RAW TOTALS 6,149 7,220 2,987| 1,172 10,001 21,390 (de-identified) and uploads or transmits the
RAW report in a standard format to OHS and
stakeholder process also  |averaces participaling payers.
. (PER 1.18 0.49 0.19 1.63 3.48
would determine the Eg:?,;% + Summary report includes contacts/patient
b h Rt by type of coverage (Medicare, Medicaid
est way to share oIUSTED i 0.471 018 L6 334 and commercial)
AVERAGES

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.

Quiality: 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
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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 . .

. Many quality measures exist
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

already.

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

practices and developing improvement plans, on a smaller set of more meaningful measures.

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 FIGURE 17: Provisional PCM Impact Goals

to transform care were leading to reductions in
HEALTH OUTCOMES IMPROVE

avoidable visits to subspecialists, the emergency +  Improve diabetes and blood pressure in control rates
department and the hospital. Second, utilization data *  Improve rates of preventive screening (colonoscopy)
. . o . e Reduce health inequities
also would be used to identify significant changes in care (e.g. race, ethnicity, income)
patterns that might reflect underservice, referrals aimed * Reduce percent of residents with risk factors (e.g.
. weight, tobacco use)

at maximizing revenue or unexpected needs for care. - Improve CAHPS scores

For example, increases in visits to urgent care, * Increase in physician satisfaction, recruitment and
- retention (PCPs per 100,000)

emergency departments and subspecialists could have - Reduce ED costs by 20%; hospital costs by 10%;

signaled a reduction in primary care access. Medicare skilled nursing facility use by 16%;

* Reduce commercial outpatient hospital costs by 6%

Total Cost of Care: The PRC and other stakeholders felt it E;di‘:f:/;’;‘?cc;:y care spend by 3.6% in commercial and
(]
was important to tie additional primary care

investments to a total cost of care accountability AFFORDABILITY IMPROVES

. ¢ 2% net reduction in total cost;
.prOgr'am asawayto Founteract the pOtentlél . e 4.7% of Medicare, 4% of commercial spend redeployed
inflationary effect of incremental increases in primary to primary care

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
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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  |GURE 18: Estimated PCM Impact on Medicare Total Cost of Care
potential savings that could be

gained by implementing PCM
capabilities were based on an .

extensive review of the literature A5%
and refined by the experience of

local and national experts.
Reductions in utilization found in

PCM IMPROVES
AFFORDABILITY

Immediate reductions in avoidable
2% utilization

A.5% “n
+ Retum on investment in year two
A1.0%
2 percent annual reduction in tofal cost of

. . 0.5% care by year five

the literature were then applied .

. . 0.0% * Less spending on low value services and
to the historical cost and more spending on high value services

e . 0.5%

utilization experience of »  Approximately 4.7 percent spend

. . 1.0% redeployed to primary care
Connecticut patients through 201 022 2023 b} 2025
ana |yse5 of de-identified wmml\ledicare PCM Trend Reduction

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

FIGURE 19: Savings Estimates from Capabilities for Medicare Patients

were ba S ed SR k by PWC Emergency department costs decrease 20%
. . Di Care Te o, X
Health Research Institute which e inpatient costs decrease 10%. (40 270 e
fO un d more th an S 1 2 m | | | ion Behavioral Health Integration Total medical expense decreases 10%. (Undtzer 2008) $4.03
Phane, Text, Email and Avoidable specialist costs decrease 6%.
cou | d be SaVed pe r 10,000 Telemedicine Strumpf, 2016; The Gommonweslth Fund March 2012) $2.70
i i Specialized Practices: . Duke 2017)
patlents by d ramatlca”y Pain Management/MAT Total medical expense decreases 45%. (Duke 2017) $2.10
broadening primary care teams Specialized Praciices: - I E———
i g p ) y ’ Older Adults with Complex Needs Skilled nursing facility utilization decreases 16%. (Gross 2017) $15.03
re |y| ng less on primary care Based on 590 referrals by 36 primary care clinicians, eConsults
.. . . replaced face-to-face specialty visits 69% of the time. (The Annals of
phyS|C|ans and deS|gn|ng eConsult and Co-management [Family Wedicine, 2016) $2.34
programs to truly serve
Remote Patient Monitoring Avoidable readmission costs decrease 50%. (Brodenck 2013) $0.33

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,
guality, 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
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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.

FIGURE 20: Supplemental Bundle Glidepath

( — -
-_— -
-~
DOLLARS SPENT -
ACCORDING TO — = = - MORE ABOUT THE GLIDEPATH
PLAN - +  Providers able to demonsirate readiness may have the
r 4 ability to enter at a more advanced level
[ +  Inability to meet performance requirements may result in
corrective action plan or termination.
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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
e 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.

e 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.
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o Thereis 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.

e 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 BHIis 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.

e 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.

e 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.

e 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.

e 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

. . : Not all providers may be
fee-for-service track would continue to bill for

ready to replace fee-for-service payments for

primary care services the same way they do primary care office visits with an advance payment.
today. New CMS codes and fees to support Track Two does not include a
more virtual care delivery could support a basic bundle and maintains fee-for-service

more incremental approach to care payments for office visits.

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.
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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 costs for a population of patients.

would be important to helping ensure PCM does no'F Fhange the terms
additional primary care investment was not of total cost of care accountability programs.

Some AN/FQHCs may not be
ready to be responsible for higher than expected

inflationary. The DC model offers a primary Payers and providers will determine when they and
care capitation based on a percent of the if they move from sharing in savings to sharing in
total cost of care, a model which payers in savings and losses.

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.
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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
e Adopt an incremental primary care investment strategy that aims to double or nearly double
primary care investment over the next five years.
e Require ANs/FQHCs participating in PCM to achieve the recommended capabilities by the end of
the demonstration.

e (Offer additional codes and fees, harmonized with the Medicare fee schedule, to support the new
PCP patient care activities.

e Provider supplemental bundles: standardized, risk-adjusted, incremental, advance payments to
offset other investments necessary to achieve the capabilities.

e 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.

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

e 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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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.

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
S505 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
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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*

Cost of Implementing Annual Net Net Reduction
Payer Population the Capabilities Through | Reduction in Total in Total
Increased Primary Care Medical Expense Medical
Investment 2025* (% TME) Expense
2021-2025* (%
TME)
Adult 2.0% 2.1% 0.7%
Commercial Child 2.1% 3.5% 1.4%
Early Retiree Adult 2.3% 2.7% 1.0%
Retiree 3.4% 2.5% 0.7%
e
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%
Medicaid 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
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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 S5 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.
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Figure 22: Estimated Savings PMPM by Capability Category

Specialized Specialized
Phone Text Econsults Behavioral Practices Newborn Practices Remote ALL
Payer Population Diverse Care Email and Co- Health Pain Universal Older Patient Community %
Teams Telemedicine | management | Integration | Mgmt/SUD | Home Visits Adults Monitoring | Integration | PMPM | Savings
Adult $13.59 $2.65 $0.51 $6.69 $1.60 $0.00 $0.00 $0.15 50.00 $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%
Commercial | - I $0.00 $38.81 5%
Early Retiree Adult $25.30 $2.44 $0.61 $8.18 $2.09 $0.00 $0.00 $0.20 : ' o
Retiree $33.79 $2.35 $0.48 $9.78 $3.29 $0.00 $10.52 $0.18 s0.00 | 96038 | 6%
Husky A Adult $9.06 $0.00 $0.14 $2.01 $2.09 $0.00 $0.02 $1.46 50.69 $1547 | %
o Husky A Child $2.21 $0.00 $0.17 $1.68 $0.00 $10.34 $0.00 $0.00 $0.13 $14.53 6%
Medicaid L ciy B child 50.13
\ $1.19 $0.00 $0.09 $0.93 $0.00 $0.00 $0.00 $0.01 : $2.35 2%
Husky C Adult $11.37 $0.00 $0.07 $4.96 $6.56 $0.00 $14.66 $7.90 50.69 $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 $7251 | 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.



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 S5 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 % Total % Total
Care Medical Expense | Medical Expense
PMPM w/o Rx w/ Rx
Adult $34.23 5% 4%
Commercial | child $33.26 13% 11%
All $34.01 6% 5%
Adult $30.55 6% 4%
Medicaid 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 e Medicare Crossover

e Dental

e \ision

e FQHC - Dental

e Durable Medical Equipment

Provider Types e Autism waiver

e Mental health waiver

e Mental health waiver performing provider
Provider Specialties | ¢ DDSD/ICFMR waiver

e Waiver group home

o  MFP-IFS/Comp waiver biller

e Employment and day supports waiver billing provider
e Autism waiver

e Mental health waiver

e Mental health waiver service provider

e 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 MSSP Medicare Shared Savings Program
Nurse

BH Behavioral Health NAMI National Alliance on Mental lliness

BHI Behavioral Health Integration NP Nurse Practitioner

CAB Consumer Advisory Board OEC Office of Early Childhood

CAHPS Consumer Assessment of Health OHIT Office of Health Information Technology
Advisors and Systems

CBO Community Based Organization OHS Office of Health Strategy

CCIP Community and Clinical Integration | OMB Office of Management and Budget
Program

CC™M Chronic Care Management 0oscC Office of the State Comptroller

CDAS Core Data Analytics Solution owcC 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 | PCMH+ Person-Centered Medical Homes Plus
Services

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

CcT 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 VBID Value-Based Insurance Design
Coding System

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 lliness (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 (PSl): 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 Randy Trowbridge
VA Connecticut Healthcare System Team Rehab
Alta Lash Mark Vanacore

United Connecticut Action for Neighborhoods

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

Consumer PCM Priorities
What are consumers looking for in PCM model options?
= Providers have experience with population health management, know attributed patients in
advance and are well-positioned for success
= Patients choose their providers
* Reduced cost-sharing
= |mproved access, longer visits for complex needs, more convenient options
= Protections against underservice and patient selection (i.e., cherry picking)
* Transportation barriers addressed
= |mproved health outcomes and equity for underserved populations
= (Care teams that understand and respond to patient's different needs based on culture and ethnicity

= Additional support for patients with unmet medical, behavioral and social needs

OHS  Gffcecfresithstrategy SIM ¢ oo

Addressing Consumer PCM Priorities

Providers are well-positioned for success and outreach to patients
= Provider qualifications require experience in population health management and shared savings
= Prospective attribution

Patients choose their providers
= Patient choice of providers maintained
= Attribution prioritizes when patient affirmatively chooses provider

Reduced cost-sharing
= ‘alue-based insurance design likely to be recommended with waiver of cost share for the PCP to whom you're
attributed

Improved access

= Phone, text, email, telemedicine offer fast access for minor needs and frees up PCPs to spend more time on
complex medical needs
Expanded care teams offer additional support between visits
e-Consult offers quicker access to a specialist's opinion of a treatment plan and whether a visit is needed
Pressure on total cost of care puts focus on keeping patients well and out of the hospital
Home visits, telemedicine and remote patient monitoring support patients with transportation needs
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Addressing Consumer PCM Priorities (continued)

Protections against underservice (i.e., seeing patients less than they need or in different ways than they prefer)
» Require that providers submit periodic reports that demonstrate how new funds are being invested (e.g.,
CPC+)
* Measure volume of patient contacts by the PCP and by members of the Care Team
= Include office and telemedicine visits; phone, text, email interactions;
= Urgent care and ED visits; hospitalizations
* Measure Care Experience (specific questions/items to be considered) and link care experience
performance to financial rewards
= Ensure that patients are given the option of an in-office visit when appointments are scheduled

= Ensure that patients are given information about who they can contact if they feel they are not getting needed
services

Protections against patient selection (i.e. avoiding patients that are more challenging to serve
= Adjusting the basic and supplemental bundle based on clinical need or complexity (nsk adjustment)
» Potentially adjusting the supplemental bundle to include social determinant risks

» Mystery shopper function, which is currently used in PCMH+ to test whether practices are not attempting
fo avoid some patients over others

Bolded, italicized items related to performance
measurement and monitoring

OHS Gfcefheatnsatesy SIM :

Addressing Consumer PCM Priorities (continued)

Improved health outcomes and equity for underserved populations
» Increased primary care expertise to care for vulnerable populations (older adults with complex needs,
people with disabilities, populations with SDOH needs)
» Social determinants of health screening
» Care team members coordinate with community services and ensure follow up
* Home visits for patients who are unable to get to office visits

Care teams responsive lo differences in patients’' needs based on culture and ethnicity
= Training in cultural sensitivity and awareness
* Increased access to community health workers, who should represent the communities they serve.
» Medicalinterpretation services always available.

Additional support far patients with unmet medical, behavioral and social needs
* Integrated behavioral health care team member on site or available via telehealth
* Integration with community placed services, including coordination
= Screening for social determinant of health needs and linkage to services
= (Care coordination functions to connect to SDOH community supports

Bolded, italicized items related to
performance measurement and monitoring
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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

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 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

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

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,

feet made it difficult for him to
walk.

‘: 1 /5 l
il

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

his primary care provider, noticed Mr. Jones’ severe breathing issues and swelled

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

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

Isaac, age 6, has asthma that’s hard to control. He and his mom, Gina, have made several

.
\

o work.

M 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.

E, = long bus trips to his pediatrician, Dr. Bell. Each time, Isaac misses school and Gina misses

Help managing asthma
Transportation to office visits

Less time away from work and school

Healthier home environment

Transportation service

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

care manager
Frequent communication with care
team through phone



Case Study: Jesse

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

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

Help identifying and managing her
depression

Coping strategies to improve self-
management of her condition
Convenient, confidential counseling

Confidential, validated screening
Access to a licensed clinical social
worker

Coordinated care with school-based
health center

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.
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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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PRIMARY CARE
MODERNIZATION

Diverse Care

HOW CARE WILL IMPROVE

'._,..'i-!.l-l""
- "
¥ »

- *a
-
[]
]
[]
B

.~ CONSUMERS CAN...

+ * Recieve angaing suppart fram a primary
. care team that understands how to help you
by in the doctor's alfice, at home, and at work
. « Spend more time with your primary care provider
y (PCP) when you need it
. « Access behavioral health services right away
N at your primary care alfice
. « (et help with your eating and exercise from a

health coach or nutritionist to prevent or better
manage chraonic health problems

« et help with your medications from a pharmacist

. « Gel help preparing for medical visits or following
B your care plan from a navigator or care coordinatar

. « et help with transportation, food, .-
“u housing, and ather needs from a 2
"« commurnity health worker "

. .
. .
®a "
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CORE CAPABILITY

Expand and diversify 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.
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.~ PRIMARY CARE "
- TEAMS CAN... o

. = Enable PCPs to spend more time with patients .‘.
and |less time on activities that could be supported *,
by other care team members

-+ = Betler assist with lifestyle changes to prevent or
manage chronic iliness and achieve heaith goals

* Expand your ability to help patients schedule
specialist appointments, prepare for visils, ensure
timely follow-up, manage medication prablems, and
reduce barriers to care

* Lse new team members to better manage patients
with complex conditions

* |Improve access to language assistance Iy
and community supparls to address .
problems like housing, transportation, <
and food security. "

& |mprove practice efficiency and &
care team satislaction th

-
&
-
»
-
-
-
-
-
L
-
L
-
-
L
-
-
L)
-

e, »
- L]

.' ..‘
et s aganr®?

PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION
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Martin is a 66-year-oldwith Martin prefers speaking With the help of the interpreter  Martin meets with a community
lung disease, poorly controlled  Spanish and needs assistance  Martin creates an action plan health worker who speaks
high blood pressure and with transportation. Belare by meeting with a nutritionist Spanish to apply Tar financial
abesity. He is often homeless the appaintment, the patient to eat healthier and the help for medications, Tood,
and without a car. Martin navigator and a Spanish pharmacist to select the best housing, and utilities. The
reluctantly agrees to come in interpreter call him to arfange  value medications Lo treat care team huddles together
for an office visit recommended transportation. Once there, his  his high blood pressure and weekly to review Martn's care
to him by the network quality primary care provider conducts  lung disease. recorded in the EHR.
improvement team. an exam with help from a
medical interpreter.
= COMMECTICUT | —— [=]y WE WANT TO HEAR FROM YOU!
EHS Offiee of Health Strategy s'“ ¥ innovation model ":J SIMECT.gov
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H 0 Metworks will be required to propose an iImplementation strategy that will
achieve the following requirements over a five-year demonstration.

Care Team and Network Health Information
Requirements Technology Requirements
* Hire care team members to provide acute, preventive and chronic care * Access to commaon electronic health record
comprehensive care management; care coordination: patient navigation; (EHR) platform for all care team membars
behavioral health integration; health promotion and chronic illness self- + EHR and probocols o ensure capture of all
management and medication prescribing and management (s2e delinitions interactions between patient and care team
ol Tunctions, activities and credentials) members, including non-office-based care
* Provide population health analytic resources to develop, implement and + EHR supports papulation and registry
reline operations and to support continuous health promotion and quality management and care management
improvemsnt

# FHR includes a comprahensive care plan

+ Determine care team compaositions, location of team members, and staffing with role-based cam team accoss

ratios based on practice size and structure, patient population acuity and

needs, availability of workforce, stalfing costs, and team member role * Direct connection to support coordination

_ o with community-based services, including
* Deploy care team members on-site at the practice, in the community or behaviaral health

patient homes, and/or at a central hub in the network or health centar:
partner with other organizations as necessary to provide appropriate
services and care team capacily

* Ensure care team members apply their skills to the top of their training,
but do not excead their qualilications

+ Train team members to daliver effective team-based came (588 Principles
for Team-based Care) including workflows and communications.

OFTIOMAL Hire care team mambears to provide evidence- based
integrative medidne treatments for specific conditions through
supplemeantal bundle funds

MEASURING IMPACT IMPROVING HEALTH EQUITY
J Patient » Improved patient experience with respect to timely People from communities of color, non-English
dare, care team communication and coordination, speakers, and ather undarserved populations
S UL access to BH care, provider support, discussing have higher rates of disease, less access to
Diverse care teams help by:
« Improved preventive care (e.q., Gancer screening, J Having community heatth workers
% Quality immunizations), especially for individuals with

whao reflect the patient’s community and

complex ilinesses or disabilities culture and medical interpreters who
= Impraved chranic illness outcomes (eg., address language barriers.

diabetes contral)
= Improved care plan adherence by through J Linking patients to housing, food,

medication reconciliation transportation and ather community
* Reduced preventable hospital admissions for Fesouroes.

ambulatory care sensitive conditions

 Reduced allcause unplanned hospital readmissions v Navigating billing and insurance is sues

lor people wha have linancial barriers
o care

» Lower out of pocket costs for patients when
receiving servicas in primary care and by
nam-billable care team members

» Reduced ED and hospital utilization, and

subrspecialty care (D
« Easier access to services in the practice, home,
e

and community LEARN MORE!




ADULT DIVERSE CARE TEAMS

PRACTICE & COMMUNITY LEVEL
On-site, central hub, home or community

Health Promotion & Chronic
lliness Self-management
RN, Nutritionist, Dietician, Pharmacist,
Diabetes/Asthma Educator, CHW

Care Coordination Acute, Preventative,
RN, Social Worker, CHW, Chronic Care | Physician,
Medical Assistant PA, APRN, RN, Medical
Assistant

Comprehensive Care
Management | RN

Medication
Patient Prescribing
Navigation TEAM-BASED CARE & Management
Patient Patient & Family Functions
Navigator, CHW, PCP, Pharmacist,
Social Worker . RN, Medical
Behavioral Health Assistant

Integration | PCP, BH
Clinician, Care Coordination
with BH expertise, CHW

Medical interpretation services deployed as needed.
All care team members trained in cultural sensitivity.
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PRIMARY CARE
MODERNIZATION

Adult Behavioral

Health Integration

HOW CARE WILL IMPROVE
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CONSUMERS CAN...

g * Conmect with a behavioral heatth " *
; clinician right away at your primary Lo
N care visit ‘.
* Hawve a care team that understands how -

stress and worry can affect your physical
hveatth and how chiromic illmess can affect
your emaotional health and well being

* Meet with a care coondinator to connect
you to community-based support and
additional behavioral health treatment
ervices

» Have primary care and behavioral health S
" dinicians who share information before RS
. yourvisits -

TS N
wr® Trag

"
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Adult Primary Care

CORE CAPABILITY

A team-based, primary care approach
to identifying and managing commaon
behavioral health conditions,

co-occurring health conditions, and
lifestyle behaviors that affect health.
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" PRIMARY CARE
TEAMS CAN... .

= (Offer behavioral health assessment and brief -
trestment services (e.g. motivational interviewingd  *,

= (ffer cognitive and behavicoral strategies to
manage stress, anxiety, skeep problems and pain,
and make lifestyle changes to support chironic
illness management

* Access practice-based behavioral health expertise to
improve the care of patients with behavioral health
conditions and Compocuwrming medical cond iticns

* Access peychiatric consultation to support primary
care prescribing and behavioral health management

* Copordinate access to behavioral health, .

medical and community-based services .

= fccess behavioral health care "
information om your Electronic .
Health Record (EHR) .
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION
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Mate iz 62 years old and lives When Nate goes to his primary  He agress to see the licensed Winen Mate returns, the social
alone after his divorce. Hehas  care office for his diabetes Clinical social worker in worker introduces him tothe
diabetes and is overweight. He  check-up, the nurse administers the practice. His doctor practice’s behavioral health
tries to eat healthy but hates the PHGS (Depression walks him down the hallto care coordinator. She connects
cooking. He triestotake walks  Screening Tool). His score imtroduce them. They makean  Hate to a local support group
on weekends when his son indicates a possible moderate appointment for him tocome  for divorced men and a walking
visits, but he's mosthy alone. depression. He saysthat he just seebher when he comes back Club and regords this in his

wants towatch TV all the time.  for blood work ina few weeks.  medical record
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H Ow Metworks wiill be required to propose an lmplementation strategqy that wiil
achleve the following requirements over a flve-year demon stration

Care Team and Metwork
Reguirements

Standardized screenings to identify depression, substance use,
anxiety, and social determinants of heatth

Dedicated behavioral health clinician, an-site or via telemedicine,
responsib le for assessment, brief interventions, and care team
consultation

Protocal for “warm-hand off* to and telemedicine visits with
behavioral heahth clinician

Care coondinator with behavioral health expertize

Referral assistance and tracking to support access to community
behavioral healt h specizlists, higher level behavioral health senvices.
behavioral supports (eg., peer support) and community resounces
ie.g.. housing, legal assistance)

elonsult arrangement with community-based psychiatrist or
peychiatric APEN

Memorandum of Understanding with at least one behavioral heslth
clinic if behaviorzl heatth speciatty services are not availzble within
the metwaork.

Bi-directionzl communication 25 needed between primary care team and
community-based behavioral hestth specizlists and community supports.
Care team training on behavioral health teaming, chromnic iliness,
and care coordination

Health Information
Technology Requirements

* ficcess to common electronic health recond

{EHE) platform for primary medical and
behavioral hesith care

= EHR configuration or complement ary

platform to support telemedicine and
eConsult

= EHR configuration and protocols to encure

capture of 21l interactions between patient
and care team members, including non-
office-based care

= EHRE configuration to support outcomes

mezsurement

= Feferrml management platform with

interoperability to confirm visits with
behavioral hestth specizlists and
community-based organizations

= Bi~directional communication solution to

support coordination with community-based
BH specialists

« Consent and confidentiality management

solution

MEASURING IMPACT IMPROVING HEALTH EQUITY

Patients with behaviorzl health needs face
obstacles in getting care To reduce this
disparity, primary care will change inthe
ol lowing ways:

= Improved patient experience with res pect to timely
care, communic ation, coordination, socess to BH care
{practice-based andfor community), provider support,
dizscussing stress, and overall satisfaction with provider

= Lesstime off from work, improved functioning at work

= Earlier identification and treatment of behavioral
W Quality health conditions
= Improved behavioral heslth outcomes (e.g.
depression remission rates)

= Improved chronic illness outcomes (g ATC control)

= Keduced preventable hospitzl admissions for
ambulatory care sensitive conditions

= Reduced al-cause unplanned hos pital resdmissions « Care coordinators and medical

Interpreters improve communication
= Lower out of pocket costs for patients when
treated in primary care

between primary care and behaviorzl
health providers.

* Reduced avoidable physical health utilization

related to unmet BH needs

= Reduced ED and hospital utilization

= Easier accessto BH services and reduwced wait @
o Access time for treatment

= Assistance with referral and linkages to b2
commun ity-based behaviorz| health spacialty rebrandly/dropbe 7045
services and community supports

v Patient
Experience

« Impreved access for populatiens
who might be less inclined to zeek
behaviarzl heatth treatment inother
settings due to stigma.

+ Expanded connectlens with cultural by
appropriate behavioral heslthservices
and coordination to address socisl
determinant barriers.




ADULT BEHAVIORAL HEALTH INTEGRATION

ALL PRIMARY CARE PROVIDERS N\
TEAM-BASED CARE
Patient & Family

r

Standard screening for behavioral health

@ eConsult arrangement with community-
and social determinants

based psychiatrist or advance practice

Dedicated behavioral health clinician registered nurse (APRN)

(LCSW or APRN)

- Available on-site or via telemedicine

- Performs assessments, brief
treatment services and care team
consultation

v @

:" Team-based, biopsychosocial approach to
care, health promotion, and prevention

9‘ Medication management

Bl Practice team training

PRACTICE-BASED CARE COORDINATOR WITH
BEHAVIORAL HEALTH EXPERTISE

= Supports referrals and patient navigation to community-based care
« Community resources to support behavioral care
+ Works with the primary care team and with behavioral health specialists

- |

i

¢ HEALTH
NEIGHBORHOOD

+ Connects patients via established
relationship with clinics, psychiatrists,
psychologists/APRNs/LCSW to provide
extended therapy, counseling, and
higher level of care

Connects to community-based
organizations

Bidirectional
communication
among primary care
team, community-
based behavioral
health specialist and
community support
organizations.
Access to Electronic
Health Record and
systematic
outcomes tracking.
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PRIMARY CARE
MODERNIZATION

Phone, Text, Emai

and Telemedicine

HOW CARE WILL IMPROVE
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CONSUMERS CAN...

= Connect with your primary care team
N remotely, at your choice of time and device,
» maore easily than traveling to the doctor's office

* Have a telemedicine visit with your primary care
provider (PCP) for diagnosis and treatment,
medical advice, or to determine whether you
need to be seenin person

* Check inwith your primary care team to get
your questions answered and stay on track
with your care plan and medications

* Save money compared to most office visits <

. * Mwoid a costly emengency department or urgent  © %,
. care visit when it's not a medical emergency . -

"+ Takeless time off work while reducing stress -
“»_ andworry about your health :
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Aedult Primary Care

CORE CAPABILITY

Telemedicine visits, phone calls, text
messages, and emails expand patient
access to primary care team for
diagnosis, tre atment, advice, check-
ins and coaching.
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" PRIMARY CARE
TEAMS CAN... ..

* Expand capacity for routine and urgent care e
via telemedicing improve convenience and help  ©,
reduce avoidable emergency department visits
and hospit al admis sions

» (ffer timely advice to patients about following care
plans, adjusting medications, addressing medicaticn
problems, and determining the need for an office visit

* Conmect patients with care team members such as
health coaches, nutritionists and behavioral health
dlinicians

* Remind patients about immunizations, tests,
follow-up visits, and self-management via
text and email .

-
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+ Enable more effident and flexible .
patient support while ensuring stable =
practice revenue "

L
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

o) ~ B

Jeannie is newly diagnosed After a few days, Jeannie still  During the video chat, the The health coach and Jeannie
with asthma. Her PCP sends isn't fedling better. She's not health coach reviews the continue to exchange texts to
her home with two inhalers sure she's using the inhalers use of the inhalers and asks chieck in on Jeaninie's progress.
and ins tructions om how and propery. Jeannie calls her Jeannie 1o demonstrate After a few days, Jeannie
when to use them. Jeannie can heatth coach and they arrange Afterwards, the health coach reports that she is feeling
call, email or text her PCP or to have avideo chat at a sends Jeannie encouraging better.
her health coachif she has any  convenient time. texts and reminders to call her
questions. right away if Jeannie starts to

feel worse.
= CONMNECTICUT e (] WE WANT TO HEAR FROM YoU! 69
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H Ow Metworks will be required to propose an Implementation strategy that will
achieve the following requirements over a flve-year deman stration.

Care Team and Network
Requirements

= [Establish secure platforms for phone, text, email and telemedicine
visits, provide tec hnical support resources

= [Design office workflows to ensure timely responses to patient guestions

= Train primary care team on workflows, handoffs and escalation
processes to decrease after-hours workload for primary care clinician

= Update and maintzin patient contact and language preferences and,
far telemedicine, confirm access to high-speed intemet and technology

* Ensure that communications are in the patient s prefemed language

= Ensure that all contacts are documented in the electronic healtth
record (EHR)

MEASURING IMPACT

Pati = Improved patient experience with respect to timely
'J ent care, communication, coordination, access to BH
Experience care, provider support, and overall satisfaction
wit h prowvider

= Less time off work

= |mproved engagement in chronic illmess self-
* Quality management

Improved timaly response to new symptoms or
change in condition
* Reduced admissions for ambulatory care
sens itive cond itions
* Reduced all-cause unplanned resd missions

* Reduced costs associated with avoidable ED visits
EEEID o ol somssions
* Reduced out-of-pocket costs associated withine

person visits, ED and hospitals visits, and time off
from wark, childcare and travel

= Faster more convenient connections to cutturzlly
competen eakh o

= Improved aocess to primary care wit b reduced
rieed for travel

Health Information
Technology Requirements

= Acoess to common EHR platform

= Secure web-based platform (patient portal)
where sensitive patient information c2n be
ey hanged between the patient and hisor
her care team

* EHE or complementary platform to support
secure email and text communications

* EHE protocols to ensure all intersctions
between patient and care team members
through p hone, text, email and telemedicine
are documented

* EHE to support cutcomes measurement

and performance acoountability by logging
and reporting all contacts and results

IMPROVING HEALTH EQUITY

Patients wit h lower wage jobs, limited aocess
to childcare, disability or fraitty-related
mobility challenges, or living in underserved
communities may find it harder to take time off
from waork, arrange childcare, leave the home,
or get trans portation to a doctors office. To
reduce this disparity, primary care will change
in the following ways:

J Offer more ways to recelve care without
physically going to the of fice

J For patlents with internet access use
text, emall and telemedicine to build
3 stronger relationship with the primary
care team

J Provide mere timely response to
guestions and access to care for routine

needs management in primary care




Aduilt Primary Care

PRIMARY CARE CORE CAPABILITY

MODERNIZATION Primary care provider electronically
consults with specialists' for non-urgent

conditions before or instead of referring
ec 0 n S u ItS a n d a patient to a speclalist for a face-to-face

visit. When appropriate co-management can

C 0- m a n a g e m e nt support continued collaboration between

the PCP and the specialist.

HOW CARE WILL IMPROVE
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. . PRIMARY CARE .
L CONSUMERS CAN... . TEAMS CAN e
+ * Begintreatment sooner in primary * Access specialist consultations to support .".
s care for some health problems rather evaluation and treatment in primary care and -
. than waiting for an appaintment with a improve quality of care *
specialist + Manage a wider range of health problems and
* Gelthe benefils of a specialist’s expertise changes in candition without referring o a specialist
without having to see a specialist

+ Enable patients to avoid unnecessary specialist visits,
testing and procedures

+« Enable patients to start treatment far same problems
mare quickly by avoiding the delays associated with
scheduling specialty visits and barriers Lo accessing
specialty care (g, transportation, time off wark,

. P childcare) .
" J y = Offer expanded capacity to treat .

patients with co-occurring conditions .

that might otherwise require .

different spedalties «*

* Hawe a primary care team that elfectively
manages more of your healthcare needs

+ Pay less out of pocket by having more of
your negds met in primary care
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION
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Donna has congestive heart The primary care clinician With Donna’s permission, the A nurse from her primary care
failure and is feeling tired. examines Donna. They discuss  primary care provider requests  office calls Donna to explain the
She car't drive and her how she's been Teeling an eConsult with a cardiologist.  treatment plan, including how to
cardiologist’s office moved recently. Tagether, they The next day, after reviewing handle medication side effects.
to a big medical center far review her latest EKG, a test the patient’s medical Donna is relieved. She doesn’t
from her home. Donna does that records the slectrical information, the cardiologist hawve to ligure out how to get
not like the side effects of activity of the heart, and her suggests increasing the to the big medical center. She
her diuretics. Donna likes her bloodwork. patient’s medication and follows the new medication plan
primary care team and keeps following up with blood work in - and feels better.

her appointments. four weeks.

&)HS COMMECTICUT SIH i cannacticut stata =)y WE WANT TO HEAR FROM YOU!
— Office of Health Strategy 5 inngwatian modal SIMECT.gov




H o Metworks will be required to propose an implementation strategy that will
achleve the following reguirements over a five-year demonstration.

Care Team and Network
Requirements

Determine whidch specialties would be best suited to participate in an
eConsult program based on avidence and knowledge about the Netwark's
patients and providers

Develop arrangements with specialists in relevant disciplines

Craate protocols that maintain clinician autonomy and support
identifying appropriate patiants, receiving patient consent, scheduling,
recaipt and review by the specialist, communication af the outcome back
to the primary care team and lollow up with patients

Create pratocols to guide co-management af patients following an
eConsult, when appropriate,

Train primary cara team stall in using sacure portals and technalogy
Engage clinician champions to promote use and answer questions

OFTION AL Offer a "fast track”™ system for patiants who have received
an eCansult and need a face-to-lace visit with a specialist

MEASURING IMPACT

Patient
J * Reduced presenteaism and time away from work
Experience

« Improved patient experience with shortar wait times

= Increased satisfaction with provider

= Earlier diagnosis and treatment for some health
problems

* |mproved chronic illness outcomes

* Reduced avoidable ED visits and hospitalizations far
ambulatory care sensitive conditions

Lawer out of pocket costs far patients treated in
primary care

* Reduced duplicative or unnacessary testing

» Reduced avoidable ED visits and hospitalizations

o

»*

* Reduced wait time for diagnosis and treatment

Access far some health problems

= Easier access lo expertise ol a specialist

= Eliminates acoess barriers for visits avoided
(e.q., transpartation, childcare, time off work)

LeEpecialist” refers to subspecialty physicians who do not have 3 primary care speciatty,
such as endocrinoloagists, candiologists, and gastroenterologists. As specialist ks the more
common term. |’ ls used instead of subsmes lalist.

Health Information
Technology Requirements

» Access to commaon, sacure technaolagy
plattorm such as an Electronic Haalth
Record (EHR) to share information between
primary cara providers and specialists,
including test results and imaging, as
appropriate - OR -

» Nelwork engages a vendor providing
eConsult sarvices ta support daploymant of
the program and meeting HIT reguirements

* EHR conliguration and protocals to capture
eConsult recommendations and treatmant
plan as presented by spacialists

* EHR system able to supply data for
measuremant and accauntability

« Appropriate consant and confidentiality
protections

IMPROVING HEALTH EQUITY

Many patients lack adequate access to specialty
care due to gengraphy and lack of specialist
availability. To reduce this disparity, primary
care will change in the following ways:

J Allow access to timely, high-quality
speclalty care through primary care
consultation with specialists.

J Reduce patients’ access barriers including
provider scarcity and maldistribution,
transportation, time off work and childcare.

4
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PRIMARY CARE
MODERNIZATION

Remote Patient

Monitoring

HOW CARE WILL IMPROVE
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CONSUMERS CAN...

Have certain health conditions
manitored from home by the primary care
team without the need for transpar tation,
child care and time off work

Benelit from early detection of changes
in their health conditions and timely
adjustmients to the care plan

Be assured that their care Laam has
infarmation aboul how their conditions are
responding to treatment

Transition to home fram the hospital with
moare help from primary care teams
Avoid some emergency department

wvisits and hospital stays through better
management ol health conditions
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PATIENT EXPERIENCE IN PRIMARY CARE

g al

Diane is a grandmother who Recently, she was having

takes care of her daughter's chest pain and shortness of
two children full ime. She has  breath and was admitted to
cangestive heart failure (CHF),  the hospital far four days.

but caring for the children, she
doesi't have much time to go

to the doctor’s office.

After being discharged, a
nurse care manager fram her
primary care practice made a
home visit.
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Adult Primary Care

CORE CAPABILITY

Remote patient menitoring uses connected digital
devices 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, usually at a
different time. It is most helpful for patients with
certain conditions including congestive heart failure,
often called CHF.
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PRIMARY CARE
TEAMS CAN...

& Better support patients with more complex
needs between visits and after haspital stays for
improved clinical outcomes

* Have real-time infarmation about changes in
condition and response to treatment in order to
inform care plan adjustments

* Have the data necessary to inform patient coaching

(eq. medication compliance, lilestyle changes)
withaut the need for an olfice visit

* Enable patients to avoid unnecessary emergency
department visits and hospital admission
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MODERNIZATION
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The nurse set her up with a Diane's weight went up quickly,
remole patient manitoring a 5ign she was retaining water
system to check her weight, and needed to change her
blood pressure and other medication Her nurse saw the

wital signs daily. The nurse
showed her how to use it and
how it automatically sends
infarmatian to her primary
care team.

change in data and called to talk
about adjustments to Dianes
diat and medications.
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H o w Metworks will be required to propose an implementation strateqy that will
achleve the followlng requirements over a five-year demonstration.

Care Team and Network
Requirements

* Use avidence to develop protocols to determine which conditions, in
addition to congastive haart failure (eq., chronic abstructive pulmonary
disorder) and which patients with those conditions will receive remate
patient monitoring based on leval of risk

Establish systems and stall workfows Por transmission ol health

data from the patient to the provider

Establish systems to enable care team members to receive

and monitor data

Ensure patiants ar their caregivers have the necssary tools and
instruction to participate in remate patient manitaring and transmit
data through a secure platform

Murse care managers of other qualilied team mambers monitor the
data and cansult with a primary care clinician about treatment plan
Facilitate trainings for designated members al the care team with
respact to use of technology and related clinical protocols work Nows
Process actionable, clinically-mlavant data with trends identified tar
usa in routine clinical practica

Determina lagal liability far response protocmls

MEASURING IMPACT

J Patient + Improved patient experience with respact to timaly

care, communication, coordination, provider support,
care outside of office hours, and overall salisfaction
with provider

» Improved chronic illness outcomes (egq., diabetes
cantral)

= Reduced preventable hospital admissions for
ambulatory care sensitive conditions

* Reduced allcause unplanned hospital readmissions

Reduced emergency department visits and
hespital admissions for ambulatory care sensitive
conditions

Lower out of pocket costs for patients able to
awdid unnecessary services

* Reduced wail time to address changes in
condition and response Lo treatment

Eliminates access barriers by allowing visits
Lo be avoided (e.q., cost-share, transportation,
childcara, time ofl work)

mimy

L Health Resowrces and Services Administration (September 207 ). Telemedicine and Teleheatth.
Retrieved from: httpef fwweh eatt hit gowtopic/hea ttheit S niti at ves/telemed ic ine-and-telehealth

Health Information
Technology Reguirements

= Remobte monitoring devices with mechanism

to transmit data to healthcare provider

= Data transmission method incorporates data

inte EHR and clinical workflow

= Platform has ability to alert care team when

data values exceed thresholds

= Datais received on platform compatible

with practice’s electronic health record
(without a separate login)

IMPROVING HEALTH EQUITY

Many patients with chronic conditions
experience health disparities. These disparitias
may result from less engagemant with care
teams and social determinant barriars such

as transportation, child care, or out of pocket
costs. Remate patient monitaring can reduce
chronic illness disparities in the fallowing ways:

J Offer ways for care teams to monitor
patients withoul requiring an office visil.

J In conjunction with telemedicine and
diverse care teams it will improve
engagement of under-served patients
axperiencing barriers to care and health
disparities with respect ta chronic illness
outcomes.

®

LEARN MORE!
rebrand.ly/dropb110f1
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Adult Primary Care
PRIMARY CARE
MODERNIZATION

CORE CAPABILITY
Enhanced primary care from a practice specially

'Ca re f{j I O | d er designed to improve outcomes for patients age

T5+ with multiple chronic conditions, functional
' challenges, trouble traveling to in-office visits,
Ad U | tS W I t h and more likely to have potentially avoidable

'CCI m p | ex N eg d S emergency department (ED) visits and require

nursing home placement.

HOW CARE WILL IMPROVE
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" PRIMARY CARE
CONSUMERS CAN... -'. TEAMS CAN... '.-
= Haveaprimary care team that “, ." + Inclede an array of staff with spedial expertise .‘.
N understands how to care for clder patients D and training in caring for clder adults with .
¥ with complex health needs ol complex health needs
* Get care athome to help you follow your careplan . * Tune your practice workflows and accommodations

or when you hawve difficulty leaving your home

* Use phone, text, email, and telemedicine toget
more comeenient care, coaching. medication
adjustment and support

= foroid unnecessary trips to the emengency

to better address the problems commaonly
encountered by ol der adults such as hearing and
cognitive issues, induding dementia

= Offer home visits, telemedicine, and remote patient
monitoring to support patient engagement, improve

gl e
®T kY

l‘"' .‘ll'l'
T T T T LA

department or hos . setf-management, optimize the living emvironment

or hospital N E to improve chronic iliness cutcomes and reduce risk
. * Get help from a care coondinator or community S feg., falls pe tian)
" health worker to connect with community-based o, ’ >

" resources or medical providers - . :ﬂm ‘d:ﬂmﬂﬁ Flanning -
. » Get help when you go home after - S00EsS Care I
T staying in 3 hospital, nursing facility - * Improve care coordination and .-
“. orrehabilitation center patient navigation across
Y, o systems and care settings .t
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

g 1 gl i

Dan is an 85-+year-old patient During the visit, his doctor During a risk assessment, Dan A nurse visits Dan’s home

wit h high blood pressure and reviews his medical record and his wife say he forgets weekly to support him in
diabetes. Recently, his wife and notices three emergency  about appointments and his taking his medication properiy
has noticed he gets confused  department visitsinthe past ~ medications. Also, they dont A community health worker

sometimes. He visits his six months. One time he drive anymore so office visits ~ shows Dan how to have a

primary care provider, who fell Another time his blood require planning. Dan agrees video visit with his doctor

spedializes in geriatrics sugar got too high, The thind toa home-based primary care  and amanges trans portation

care, after an unexpected visit was for a urinary tract plan written by his physician for office appointments. She

b spital stay. infection. and a nurse home care connects Dan's wife to a

provider. caregivers’ support group.
75
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H Ow Hetworks will ke required to propose an Implementation strategy that wiil
achleve the following requirements over a flve-year demon stration.

Care Team and Metwork Health Information
Requirements Technology
Requirements

& subset of primary care providers speclalize In advanced primary
care for older adults with complex conditlens: * Electronic Health Record (EHR) that is
aocessible by all care team members

= Hire and train an expanded, diversified care team with expertize ingeristrc care and on mobile devices outside the

* Provide home-based primary care services affice

* Coordinate acoess to subspecizlists and community-based supports, link to = Health Information Exchange (HIE) to
community-based services communicate with all members of the

= [Develop practice workflows and accommaod ations to better address the problems patient’s care team
commonly encountered by older adults such as functional impairments, incloding » Scheduling system accessible to all
durable medical eguipment needs, hearing and cognitive isswes, problems members ofthe patient's care team.

associated with multiple medications and age-related medication considerations,

and commaon mental health issues such a depression and loneliness * Remote patient monitoring

) ) ) o ) technalogy a5 needed for patients

= Provide access via phone, text and email and telemedicine when appropriate
= Priortize practice locations that are acoessible for the communities they serve
= Establish remote patient monitoring for patients with Congestive Heart Failure

for post-acute care and eConsults with subspecialists as needed
* Provide specialized care for patient s with dementia
= Receive advanoed training in and offer palliative care and end of life senvices to

minimize discomfart, provide refemals to and coordination with hospice care
* Establish clinical links to institutional care settings, rounding by primary care

prowviders to trensition patients back to home setting and coordinated aftercare
= Subset of providers supported by Project Echo guided practice and technical

gzsistance for Advanced Care Flanning

MEASURING IMPACT IMPROVING HEALTH EQUITY
H" Patient = Improved patient experience reganding timely care, Early life stressors increase risk of dementia and
communication, coordination, specialists, provider ot her heatt b conditions, which puts patients with
Experience suppart and overall satisfaction with provider greater social needs at higher risk of nursing
= Maore convenient patient access to care home placement and uncoordinated care. To
reduce these disparities, primary care will change
: ) ) . in the following ways:
= Earlier diagnosis and treatment for some conditions n
Y Quality

= Improved preventive care (e g. influenza immunization) < Text, phone emall, telemedicine care avelds

= |mproved chronic illmess owbcomes barriers toin-office visits like transportation.

= Reduced avoidable ED visits and hospitalizations for
ambulatory care sensitive conditions

= Improved care plan adherence

* Reduced allcause unplanned hospital readmissions ¥ Primary care provided at heme or ln the

communlty helps older adults with

complex nesds receive needed

* Reduced avoidable visits, tests and procedures nd stav in their ho
m - Reduced urgent care. ED, nursing facility and haspital FErE NS sEvin Erhames

J Reduced out-of-pocket expenses, whichcan
be a barrier to care for fixed income patients.

utilization 4 Practices speciallzed In
= Lower out of pocket costs for services in primary gerlatrics care improve
care and by non-billzble care team members ocoardination betwesn

providers and e
* Easier access to high guality support from primary community Q)]
o Access care team outside of traditional office visits services.
= Reduced wait time for diagnosis and treatment far LEARMN MORE!
some health problems rebrand.ly/login1 83
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SPECIALIZED CARE FOR OLDER Patients and families choose primary care team based on
ADULTS WITH COMPLEX NEEDS needs, provider expertise and practice capabilities

f ADVANCED NETWORK/FQHC
TEAM-BASED CARE
Patient & Family

’ ALL PRIMARY CARE PRACTICES IN AN/FQHC

@ @ &

SUBSET OF PRIMARY CARE PRACTICES

Diverse Care Teams Telemedicine eConsults Remote patient
(CHWSs, pharmacists, visits between PCPs monitoring for
care coordinators, BH and specialists CHF, post-

clinicians, etc.) acute care

!

Phone/text/e-mail
encounters

/ HEALTH

NEIGHBORHOOD

Primary care teams link
to services and work with
other service providers
as appropriate, coordi-
nate between PCP and
subspecialists

Specialty Care
Subspecialists (e.g.
cardiologist, pulmonoglist,
etc.), acute care settings

Community & State
Services for High Risk
Older Adults

Specialize in Geriatrics for Patients with Complex Needs ) Home care/aides, hospice
Specialized geriatrics expertise supported by Project Echo guided practice, practice experience pro_v_lc_lers, "’55'5“*'? living
L B . . . facilities, Connecticut
expertise in geriatrics care and technical assistance for Advance Care Planning .
Community Care support
programs
Community Supports
for all Older Adults
Meals, transportation,
Home-based Dementia Palliative Care Advance Care Acute care setting housing, handyman (hand
Primary Care Care Planning rounding & care rails, etc.), community
(Project Echo) transitions support centers
\. J
\.
"
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PRIMARY CARE
MODERNIZATION

Pain Management

and Medication
Assisted Treatment

HOW CARE WILL IMPROVE

e T
- ¥ e
& -

CONSUMERS CAN...

. * Learn how tomanage acute and
r chronic pain as part of regular primary cane

= Work with your primary care team to reduce
your pain and address its causes

* Joroid opicids with access to traditional and
alternative therapies for pain, inchding
affordable medications

= Meet with a behavioral health dinician in
the primary care office to address emotional
contributors to pain and learn new pain
management strategies

- * Receive Medication Assisted Treatment

LS BN
I.‘+ 'l.l

- {MAT) for opicid addiction or see a spedalist o

for treatment By

"
[ 5
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"
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Adult Primary Care

CORE CAPABILITY

Preventive, routine and advanced pain
management in primary care All practices have
basic competence in pain management while a
subset have specialized expertise, supported
by Centers of Excellence in pain management.

Some practices specialize in Medication Assisted
Treatment for opicid addiction.

"
-i"*"‘ L *"I.'_‘.
" ®a
" *a

" "

" PRIMARY CARE
TEAMS CAN... .

= Develop expertise in evidence-based pain y
prevention and the routine management of "
chronic pain wit h reduced reliance on opicids

* Use decision support and anabytics to identify
patients who have severe chironic pain or are at
risk of opicid addiction

= Apply ateam-based approach that may combine
physical medicine, behavioral health and alternative
therapies
- = Offer options for pain management to practices
. with pain management expertise inyour primary

. care network or to a Center of Excellence :

I'"* .‘...'l'
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

# 3]

) 2

Michedle’s shoulder and back Michelle goes to see anew The primary care provider The primary care provider
still hurt months after falling primary care team who she follows FOA opipid prescribing  also suggests that Michelle
on the ice. The pain is so heard specializes inpain guidelines. After consulting try other therapies. The care
intense that she can't go to management. She hopes they  with the phanmacist, her coordinator assists with
work, sleep or get anything offer her a stronger dose. The  primary care provider of fers making appointments for
done. Her prescription for pain ~ primary care provider takes a3 Michelle an effective but less cognitive behavicoral health
redievers ran out and no one detailed history and screens addictive pain medication. therapy, physical therapy, and
will refill it. Michelle for risk of addiction acupundture.
= CONMECTICUT R —— C| WE WANT TO HEAR FROM YOU!
E}HS Office of Health Strategy SI T inneuntian medsl -—:l SIM®BCT.gov 78



HOW

Care Team and Metwork
Reguirements

All primary care practices

Gffer routine care for patients with aoute and chronic pain inthe primary
care practice. including patient education on pain management

Train teams on bio-psyc ho-social approach to pain management that
promotes patient activation and self-management and appropriate
prescribing for pain, especially when starting or continuing opioid thermpy
Establis h protocols for refemrals and hand off s to primary care practice
with specialized pain management expertize

Provide aocess to clinical decision support tools at the point of care and
provide web- and phone-based self-management resources for patients
Referral assistance and tracking to support access to primary care
providers that specialize in advanced primary care pain management

and those who provide MAT for opioid addiction.

Farmal pain management training arengement with Centers of Excellence

Tworway communic ation between primary care team and MAT clinicians

Subset of primary care providers speclallze In advanced primary
care paln management and or MAT

Receive advanced training through Project EchofCenters of Excellence

elonsults with pain management experts for complex cases and
ongoing knowledg e development
Connect patients with complementary community-based therapies

Provide re-assessments of patients with chironic pain and refer back to
routing primary care provider

MEASURING IMPACT

J Patient

Experience

= Improved patient experience with respect to care
team's caring and concern, communication, provider
support and overall satisfaction wit h provider

= Less time off from work; improved functioning
at work

= RFeduced use of opioid painkillers and less opioid
aadiction

= Earlier recognition of risk for opioid addiction

= Improved opioid use disorder treatment cutcomes

= Reduced avoidable visits and treatments for

= Reduced emergency department visits
= Reduced costs associated with time of f work due
to acute pain

= Easier access to high guality pain management
Sapportfom pimary are oo

= Improved aocess to medication assisted treatment
resulting from increased in-network capacity and
improved identification of patients who would benefit

Metworks will be required to propose an Implementation strateqy that will
achleve the following requirements over a five-year demon stration.

Health Information
Technology Regquirements

» EHR configuration or complementary
platform to support telemedicine and
eConsu it

* EHR process to ensure capture of all
interactions between patient and care team
mem bers, including non-office-based care

= Anzhytic tools to identify patients with
chronic pain and those at sk for opioid
ahuse

* EHR configuration to support cutcomes
measurement and performance
acoount ability

= Referrzl management platform with
intero perability to confirm visits with
behavioral health specialists and
community-based organ izations

» Consent and confidentizlity management
solution

IMPROVING HEALTH EQUITY

People of color and ot her historically
underserved communities face disparities in
pain assessment and trestment. To reduce
this disparity, pimary care will change in the
following ways

J Metworks track paln prevalence and
treatment across populations to identify
disparities and overprescribing in vulnerable
populations.

« Communlty health workers avallable to
help find trens portation and childcare for
appointments.

J Provide optlons for more affordable
med ications, behavioral heath
services, and altemative
treatments through
integrated pain
management in
primary care.

@

LEARN MORE!

re brand. ly/loginSaSc2
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INCREASE EXPERTISE IN
PAIN MANAGEMENT

All Primary Care Providers Subset of Primary Primary Care
Care Providers Referrals

PREVENTIVE CARE TO AVOID ACUTE with specialized expertise in pain to subspecialty care for
TO CHRONIC PAIN PROGRESSION management or MAT. Manage complex pain, and Centers of
) ) ) patients and provide reassessment Excellence for pain for
* Basic assessments, diagnosis and care services and consultative support to all pe
) most complex cases
planning network PCPs
« Self care, e.g. nutrition, exercise, meditation,
and self-management resources ADVANCED PRIMARY CARE CENTERS OF
* Referrals of complex cases to advanced CHRONIC PAIN MANAGEMENT EXCELLENCE IN PAIN
treatment o MANAGEMENT
* Chronic pain management and
re-assessment ¢ Pain re-assessment
ROUTINE CARE FOR ACUTE AND * Specialized expertise in alternative service
CHRONIC PAIN therapies, e.q. behavioral health, * Multidisciplinary
« Team-based, biopsychosocial approach acupuncture, self-management, etc. team-based care
to care * Advanced pain medicine
* Treatment for acute and chronic pain MEDICATION ASSISTED _ch;aqncsttl_cs and
« Appropriate prescribing and management TREATMENT (MAT) interventions
for pain meds
P * Treatment for opioid addiction

| = = = === == = PATIENT EDUCATION AND ENGAGEMENT AT ALL LEVELS OF CARE== === = ===

INCREASING PAIN ACUITY AND TREATMENT COMPLEXITY >
CENTERS OF All PCPs: Training and technical assistance Subset of PCPs: Project Echo guided
EXCELLENCE in pain assessment and management practice, eConsults, and reassessment service

PROVIDE to support advanced pain management



PRIMARY CARE
MODERNIZATION

Community

Purchasing
Partnerships

HOW CARE WILL IMPROVE

" CONSUMERS CAN...

. * Get help from your doctor's office to
S find community resources to help you

. meet your health goals

. + Get help adopting a healthy lifestyle from
. organizations in your town or nelghborhood
: = et help managing your chronic lliness in
N your home or your community, passibly
* with others who have simliar health problems
: « Connect to services such as early intervention
. o community care programs that are important it
]

" to getting and staying healthy

. .k
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ELECTIVE CAPABILITY

Primary care practices contract for home
and community-placed services that extend
the reach of primary care to better meet the
health needs of diverse communities, address
social determinants of health (SDOH), or fill
gaps in services.

L N
*..ﬁi “I-'..

=" PRIMARY CARE
TEAMS CAN... -

* Engage community resources such as community .‘,
centers, churches, barbershops, and schools to .
undertake population health interventions 5

» Offer connectlons to community organizations that L
can more effectively engage and support patlients p
experiencing barrlers to preventive and chronic M
ilness cara .

+ Enhance your ability to manage patients with M
complex care needs by partnering with community M
care teams or community paramedicine providers iy

# Reduce the burden on the primary care .
teamn by creating effective solutions for .

addressing health disparities and -
populations at risk for poor outcomes. .

- ¥
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION
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Constance |s elghty years old Constance wakes up ona The nurse dispatches a After conferring with the

and has struggled with her night in extreme pain. She community paramedic, nurse, the paramedic ghwes
health since complications has falt like she has togo the contracted with the practice, Constance an injection of

from a hip replacemant two bathroom all the time for a few  to her house. The paramedic antiblotics to treat a urinary
years ago. She manages days. Mot wanting to go tothe  takes aurine sample and tests  tract infection and a pill to
Iiwing alone at home but is Emergency Roam, she calls her It with a portable kit. He calls relleve her symptoms. The next
not very moblle and driving Is primary care's hotline to speak  the nurse to confer on results day, Constance's primary care
uncomfortable. toa nurse on call. and treatment. provider calls to check on her.

SOHS Selpiiiisty,

; carmecticut skale
# Innowation modal
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H O Metworks will be required to propose an implementation strategy that will
achleve the following requirements over a five-year demonstration.

Care Team and Network
Requirements

 |dentily service gaps and neads for community- placed services
- Evaluate parfarmance on health promotion, preventive screaning,

chronic illness management, cane transitions, and management af
patients with complex needs

- Segment evaluation based on population characteristics such as
race, ethnicity, language preference, health literacy, SDOH risk, sexual
arientation and gender identity status, and disability status
» Contract for community-placed services to addrass identified service
gaps, such as evidence-based navigation and coordination, early
intervention and secondary prevention, chranic illness self-managament,
care management for patients with complex health needs, and inrhome
support for patients as neaded

Clinical protocols and analytics to support identilication of patients that
reguire these sarvices

Referral management protocols including determining whether
individuals were successiully linked to and served by community-placed
sErvices

» Duteomes tracking including the impact on patient experience,
healtheare outcomes and cost

MEASURING IMPACT

J Patient » Improved provider communication and medical
home ratings such as “explained things in a way that
was easy to understand” and “asked you il there
weare things that make it hard for you to take care
of your health”

Experience
» |mproved preventive care (e.q., cAncer screening,
immunizations)
o Access

+ |mproved chronic illness aulcomas
(e.g., diabetes control

* Reduced preventable hospital admissions for
ambulatory care sensitive conditions

+ Reduced allcause unplanned hospital readmissions

» Reduced emergency department visils and
hospital admissions

« Mvarted or reduced length of stay in skilled
nursing facilities with coordination ol home-based
supporls

« Faster, more convenient cnnection to local,
culturally competent health resources

Health Information
Technology Requirements

* Flactronic health record (EHR) that capturas

population characteristics

* Analytics that enable parformancs analysis

with respect to such characteristics

* EHR onfiguration or saftwara to support

referral management with respect to
community-placed services

* EHR wnfiguration and analytics to support

outoomes measurament

= Consent and confidentiality managemeant

solution

IMPROVING HEALTH EQUITY

Patients experience barriers to care that
result in health disparities. Access to culturally
appropriate community-placed care can
reduce these disparities in the Tollowing ways:

J Community-placed providers can address
health and preventive care needs in
the hame or in a comnvenient, culturally
appropriate and trusted community setting.

J Community-placed providers can better
address soclal and enwironmental
risks, language preferance and haalth
literacy gaps.

0,

LEARN MORE!
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ADULT COMMUNITY PURCHASING PARTNERSHIPS

CARE TEAM AND
NETWORK

Networks use person-centered assessments (including SDOH screening) and/or analytics

to identify patients whose needs are best met through community placed services

[See also: Community Integration to Address Social Determinants]

4C)

TYPE OF
SERVICE

EXAMPLES
OF MODELS

HEALTH NEIGHBORHOOD

I ONGOING COMMUNICATION ABOUT PATIENTS

Arrangements With Community Placed Services

Community
Placed Navigation
or Linkage
Services

L
Health Leads or
Project Access

Early Intervention
and Secondary
Prevention
Services

&

Community Meeting
Place Approach

Chronic lliness
Self-management
Services

+

Prevention
Services Initiative

Complex Care
Coordination for
High Risk Patients,
Often with SDOH
Needs

Community Care
Teams, Leeway
Community Living

Support for
Patients with
Acute or Chronic
Medical Risk at
Home

o)

Mobile Integrated
Health/Community
Paramedicine

J/
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Adult Primary Care

PRIMARY CARE
MODERNIZATION ELECTIVE CAPABILITY

Provide dental prevention services in a primary
O ra I H e a I t h care doctor's office during reqular checkups,

including screenings, fluoride varnish, oral

INtegration | Srmemmeen

HOW CARE WILL IMPROVE
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" PRIMARY CARE
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CONSUMERS CAN...

mouth, especially when you have other

.- TEAMS CAN...
= Haveacareteam that understands Train care team in oral heatth risk assessment, -'.
S how problems with your teeth and mouth exams and prevention “
._= affect your overall ealth and well being Screen individuals for oral health risk factors "_
: * Be screened for oral heatth problems as and symptoms of oral disease ‘
; partof a general physical exam Educate patients about the impartance of good H
. * Learn how health behaviors can affect or oral heatth and practices to maintain oral health .
: improve oral heatth Provide information and education that recognizes  +
N * LLearn how to take care of your teeth and culture, language and perceived oral health bamiers. [
& -
" L

chronic medical conditions. * Provide fluoride varnish or fluoride therapy,
Receive e th as needed
- ) \arnishtfrleahnﬂ'ft to meh:“u;:em . » hssess patient’s medications for risk i

of megative effect on teeth and gums,
and make changes if needed

* Facilitate patient navigation to oral .~
healthcare services with referats -
and track cutcomes

- problems

&
e
=

-
. ..l-"
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

W L u

Marianine checks infor a Dwaring the physical exam, M ari anine and her provider Marianne mentions that she
diabetes weliness appointment.  Marianne’s primary cane discuss kari anne’s options. can't afford dental care because
As part of her medical recond provider notes signs of oral M ari anine agrees to meet she doesn't have dental

update, Marianne says that she  disease. The provider explaine  with the team’s trained dental  insurance. The healt h educator
does not have a regular dentist  that researchers have found health educator They discuss connects Maranne to the team's

and hasn'thadacheckupina  people with diabetes are binus hing, flossing and the care coordinator who helps
long time. maore likely to have oral health  damaging effects of sugarand  her make an appointment at a
problems and these problems  carbohydrates onher teeth dental clinic with lower fees for
can make it harder to controd uninsured patients.
diabetes.
=, COMMNECTICUT T ————— C| WE WANT TO HEAR FROM YOLI
E}HS Office of Health Strategy SIM - U = SIM&CT.gov
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H ow Hetworks will be required to propose an Implementation strateqy that will
achleve the fallowing requirements over a five-year demon stration

Care Team and Network Health Information
Requirements Technology Requirements
= Conduct patient<pecific oral health risk assessments that ask abouwt * Electronic health record includes
symptoms or risk factors to screen for oral disease modules to capture answers to ozl health
= Conduct oral health exams that look for signs indicating poor ozl gquestions, document information regarding
health and active problems the patient's maouth, build an in-house risk

= mplement preventive ozl health strategies which may include prescribing assessment, order referraks. and track

or changing medications that protect teeth and gums, fluoride therapy, patient cutcomes over time.
application of fluoride varnish, dietary counseling, and in-house or * Patient portal provices ecucational
co-located dental cleanings materials and after visit summaries
* Devwelop targeted patient education about the importance of good
orzl health and practices to maintain it, particularly for communities
dis proportionately affected by dental problems
* Develop a process and protocols to make manage and close out referrals
inc luding connecting patients wit hout dental coverage to safety providers
of dental services
* Primary care providers exchange patient infarmation and coordinate
care with dental providers, track referrzls and ozl health cutcomes

MEASURING IMPACT IMPROVING HEALTH EQUITY
Pati = |mproved patient experience with respect to timely Rural and underserved communities are
v ent care, coordination, access to dental care, provider disproportionately affected by dental problems
Experience support, and overall satisfaction with provider and have limited access to dental care in the

community. To reduce this dis panty, primary
care will change in the following wayx

+“ Quality * Improved preventhe oral health care 4 Dental and oral health services provided
* Reduced restorative treatments in primary care offices increase access to
dental care
m ) Lc-m_!-r_mlt of p-:-che-t ::ce_rtsfc'r patients when J Integration of primary care and dental care
receiving services in primary care . L
improve care coondination
* Reduced preventable ED visits and hos pital
admissions for severs dental conditions ¥ Reduce need for additlenal appeintments
to receive certain basic dental services.
= Easier access to preventive dental care services
= fzsgistance getting access to comprehensive dental

care through primary care referrals 2z needed

®

LEARN MORE!
rebr and. ly/login3B8bel




Adult Primary Care
PRIMARY CARE
MODERNIZATION

ELECTIVE CAPABILITY
Shared Medical Appointments are a form of group

. visit for patients with similar medical conditions
S h a re-d M e d | Ca I during which a clinical team provides physical

exams and education about ways patients can
A Oi ntm entS help manage their own conditions such as lifestyle
p p changes and how to use community resources to

reduce barriers to care.

HOW CARE WILL IMPROVE

R R R . LR L
¥ fag att ea,
. L .i' i-‘

- L] L
- L] "
L] L

condition related shared visits ~_.*

) . PRIMARY CARE
R CONSUMERS CAN... - TEAMS CAN... .
 * Have routine, conditionrspecific « Help patients improve self-managemert through .
iy check-ins at a convenient locatian and coaching, discussion, and peer-topeer interactions *,
time of day * Offer maore corvenient meeting times and locations =,

. + Gelsupport and coaching Lo help change compared to corventional appointments and .
N health behaviors patentislly improve compliance for patients whoda &
: « Talkregularly with others who have a nat atherwise keep appointments .
- similar medical condition and socio- * Offer supports and strategies ta help patients .
. economic backgrounds and learn from their overcame cultural barriers, health literacy challenges, +
. experience and social isolation, which may hinder self- M
L « Improve your knowledge about your medical management. :

candition « Build relationships with patients and help suppart <

. + Receive guidance in a preferred language . : engagement and commitment to lifestyle changes  «
.-' * Hawve a prhlﬂ care tﬂm M rebs_ “lh -l-. - II'H:I'I'M WHE Mm l“’ .l.
“. “reallife,” day-to-day challenges about a - practice efficiency by using expanded .
" medical condition 5 care team members prevention or .

L2 "

*a L *a L
L TR M T T TE L

PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

: 3 gl Y a8

Lenny arrived for a routine Lenny's primary care provider Al the evening meeting, Lenny and others in the group
appointment to check his suggested he try a shared after work and before kids met to share suggestions
diabetes, weight and high visit at a community center homewark started, a medical and ideas that Lenmy thought
blood pressure. He's busy and near his home. Unsure assistant recorded Lenmy's might work. When it was time
has had trouble keeping on whether he wanted to talk blood pressure and other far questions, Lenny asked far
track with exercise and diet. He  to others about his health, vital signs in a private area, A tips on how to eat at a family
has also missed some primary  Lenny was reassured by the health coach gave a short talk  barbeque. After this meeting,
care che ck-ups. confidentiality agreements about building more exercise Lenny attended regularly
everyone signed. into daily routines. and with the group’s suppaort,
achieved his goals.

= HS conNMECTICUT SIH i cannecticut state _ WE WANT TO HEAR FROM YOU!
E’ S Office of Health Strategy i linngvatian madkl SIMECT.gov




v Patient

HO

Care Team and Metwork
Requirements

Develop pratocols and analytic methods to identily patients who
might benelit from peer group caching and support

Designate and train care team stalf to perform initial health checks,
collect and record information, provide health instruction and facilitate
discussion.

Designate and train support stall to recruit and confirm participants,
coordinate transportation, provide materials, set up the room and
organize supplies and equipment, il nesded

Establish policies regarding privacy and confidentiality for patient
participants

Develop or identify an appropriate curriculum and pravide training
for stall in education, teaming, and facilitation

Establish a regular meeting time at a comeniantly located,
accessible private meeting place

MEASURING IMPACT

» Improved patient experience with respect to
timely care, communication, coordination, provider
support, discussing stress, and overall satisfaction
with provider

* Quality

» Improved preventive care compliance (e,
coloRosmpy screaning

» Improved chronic illness outcomes (aq., diabates
control)
« |mproved care plan adherence

* Reduced preventable hospital admissions for
ambulatory care sensitive conditions

Potential reduction in out-ol-pocket costs

Reduced emergency department, urgent care
and hospital utilization

: :
4l

» Easier access to primary care support and
pear resources

Metworks will be required to propose an implementation strategy that will
achleve the following requirements over a five-year demonstration.

Health Information
Technology Requirements

# Electronic Health Record configurad to
record patient vitals, notes and group-based
encounters

e Accurate and up-to-date patient contact
infarmation to sand invitations and n'reetinq
remindars

IMPROVING HEALTH EQUITY

Patients with complex medical conditions

feal brief office visits don't allow enough

time to answer questions and support seli-
management. Patients may face social
isolation, low health literacy, and cultural
barriers that affect their ability to eMectively
access care and manage conditions. To reduce
this disparity, primary care will change in the
following ways:

+ Interactions with peers from own
community may reduce stigma, addrass
cultural barriers, enable peer support and
reduce social isolation

J Care team supports may include madical
translators or athers with cultural insight,
such as community health workers

+ May reduce health Ikeracy barriers
through discussion with questions and
answers (rather than lectures)

O,

LEARN MORE!




Adult and Pediatric Primary Care

PRIMARY CARE
MODERNIZATION CORE CAPABILITY

This capability identifies key components

. of an effective Health Equity Improvement
ea q u I y strateqy. In order to achieve the capability,

your network must achieve the goals and

Improvement | g pememeon e

+ e
*l|-| ey,

GOALS
F" o e Your network has a clear, documented policy and procedure to collect granular
o racefethnic data, analyze the data to identify disparities in care, and conduct root cause

analyses to identify and implement interventions to address those disparities.
of the practices In your

metwork have fully Process Measures
= Implemented the pollcy

. and procedure 1. Increased colection of all specified data dotumented in the EHR
K 2. Completed analyses that identify at least three disparities
‘-.F L 3. Completed interventions to address the three disparities

_i—-—i'.
- -
I|‘+-*.+I-

KEY ELEMENTS OF HEALTH EQUITY IMPROVEMENT

% _

@
Expand collection, Implement intervention Evaluate the
reporting, & anaysis of to address identified iintervention
demographic data disparity

Identify and pricritize
opportunities to reduwce

88
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HOW

Metworks will e required to propose an |mplementation strateqy that wil
achieve the tollowing requirements over a flve-year demonstration.

Expand the collection, reporting, and analysis of standardized
demographic data stratified by sub=populations

1. Collect race and ethnicity categories for all patients that
g0 beyond the brosd OMB categories. The selection of
additional categories must

a. Draw from the recognized “Kace & Ethnicity-
L code system in the PHIN Vocabulary Access
and Distribution System (VA 05) or 2 comparable
altemative;

b. Havethe capacity to be aggregated to the broader
QMB categaories;

t. Be representative of the population it serves based
on (3) data (e.g., census tract data, sureys of the
population) and; (b) input from community and
Consumer members

Z. Collect information regarding preferred language,
sexual arientation and gender identity (S0G), and
disability status for all patients

3. Collect information regarding health lterscy and social
determinants of health

Identify and prioritize opportunities
to reduce healthcare disparities

to address identified disparities

f Implement three interventions
(o)

1. Conduct root cause analyses for the identified
disparities and develop interventions. To conduct the

anahyses, utilize:
a. Helevant clinical and patient data
b. Input from the foous sub-population for whom a
disparity was identified
2. Design pilot interventions that will meet the needs/
barriers identified in t he root cause analysis

3. Irvohve members of the sub-population who are
experiencing the identified disparities in the
intenvention design

4, \Implement the interventions in at least five practices

4. |dentify valid clinical and care expenence performance
mezsures to compare clinical performance between
sub-popul ations; such measures shoukd meet generally
applicable principles of reliability, validity, sampling and
statistical methods

5. Analyze the identified clinical performance and care
EXpErENCe Measures using variables identified in1-3
abowve and geagraphy/place of residence

6. Establish methods of companson between sub-
populations and inrelation tothe network’s attributed
population or a benchmark

T. Conduct 3 workforce analysis that includes analyzing
the panel population in the service area, evaluating the
ability of the workforce to meet the population's linguistic
and cultural needs, and implementing a plan to address
workforce gaps

1. Document opportunities to reduce healt hcare dis parnties
igentified through data analysis

2. Prioritize opportunities by engaging members of the
sub-popu lation.

Evaluate intervention

1. Demonstrate that the interventions are reducing the
healt heare dis parities identified by:

a. Tracking aggregate clinical outcome and care
experience measures aligned with the measures
used to establish that a disparity existed

b. Achieving improved performance on measures

€. Sharng evaluation findings with the foous
sub-population

Z. |dentify opportunities for guality and process
improvement design

®

LEARN MORE!
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PRIMARY CARE

MODERNIZATION

Community Integration

to Address Social
Determinants

HOW CARE WILL IMPROVE

Talk to your care team about life

ciroumst ances that make it hand to get
preventive care or to manage a chironic

iliness

et help finding solutions from a community
health worker or care coondinator

Get conmected to community onganizations
that cam help with housing, acoess to
heatthy food, financial suppaort, legal
services, trans portation, heat for youwr

home and other needs.

Adult and Pedistric Primary Carne

CORE CAPABILITY

Identify social determinants of health
and other barriers that may affect
patient's healthcare outcomes and
address those barriers by connecting
patients to community resources.

wa Bl g
r"- -.-

PRIMARY CARE -

w TEAMS CAN...

. = [Better understand the social determinants “

. of health that make it hard for your patients to 7
participate in preventive care or manage their
chironic condi thons.

* Incorporate social determinants of health into
the care plan such as connections to food,
Ivousing, dothing and fitress programs

= Improve the guality of care by addressing
common problems that may contribute to
poor cutcomes

- = [Reduce burden on primary care team

membsers by providing support in ‘

addressing problems that affect o

patient engagement .

B
-
"
*
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*
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

L

Eva s a single mother of two.
Ehe does not make enough
maoney tobuy encwgh food for
her family and she struggles
to pay other bills. She also
prefers speaking and reading
Spanish to English. Eva goes
toher primary care provider's
office for a reguilar checkup.

OH

CONNECTICUT
Office of Health Strategy

Iy
P
-
=

Whille waiting to see the doctor,
Eva answers some guestions
absourt her howsing, food and
other health factors, called a
social determinants of health
{500 H)y soreening tool A
communi ty healt hworker
trained in 5 00H assessments
and community linkages
reviews her SD0H risk and
enters it into her electronic
healt h medical record.

LTI SLald

SIM :
N Atk

0 i

After Eva mests with her The community health worker

doctor the community health refers her to a program at

worker mests with her to talk the local community center

about her needs. She connects  that holds disbetes seff-

her with a lecal food pantry management courses in

They also talk about her Spanish. The community health

diabetes and her struggles to worker calls Eva the following

eat healtthy and measure her week to confirm she was able

glucose levels daiby to enmoll in the dizbetes seif-
management course.

90



H Ow Hetworks will e required to propose an Implementation strategy that will
achleve the following requirements over a flve-year demon stration.

Care Team and Metwork
Reguirements

= Implement a standardized process for screening patients for social
determinants of health using 2 screening tool that is linguistically and
culturally ap propriste and that addresses food insecurity, housing
inst ability, utility needs, financial resource strin, tRnsportation,
exposure to violence and other areas such as childcare education,
emp loyment, health behaviors, and social isolationfengagement

= [Establish protocols for dooumenting in the care plan the social
determinant barriers and the plan to address them

* Designate a care team member (such a5 3 Community Health Worker)
with training in social determinants of health, cultural sensitivities, and
community services to address the identified socizl determinant barrigrs

= Create referral relations hips with those community organizations whose
services are most freguent by utilized

* Establish a process for accessing an up-to-date resource directory
{suchas 211)

= [Estabilish referral management protoco s that include determining

whether individuals were successfully linked to and served by

Community resources

Track outcomes including assessment of the impact of community

resources on patient experience, heatthcare outcomes and cost.

MEASURING IMPACT

= Improved provider satisfaction ratings with respect
to medical home support such as “as ked you if there
were things that make it hard for you to take care of
your heslth®

v Patient

= |mproved prevent ve care (20, C3N0ET SOrEening,
immunizations)

= |mproved chronic illness outcomes (e.g.,
diabetes contral)

= Reduced preventable hospital admissions for
ambulatory care sensitive conditions

= Reduced ali-cause unplanned hos pitzl readmissions

Reduced emergency department visits and
hos pital admissions for ambul atory care sens tive
conditions

= |mproved aocess to community resources to
address social determinant barriers

Il U

Health Information
Technology Requirements

= Acoess for all team members to electronic
healt b record { EHR) or interoperable
sof tware that enables the capture of
coded social determinants of heatthrisk
assessment results

= Analytics that enable the analysis of
performance with respect to social
determinants of heatth

* EHE configuration or software to support
refemral management with respect to
community resources

= EHR configuration and anahytics to support
outoomes messurement

= Consent and confidentiality management
50 lution

IMPROVING HEALTH EQUITY

Patients experence social determinant
barriers to care that resultin

health disparities. These disparities
disproportionately affect individuals who
are lower income and of certain racef
ethnic groups. Improving the identification
of socizl determinant barrers and linkage
to community resources that help resolve
these barriers will reduce disparities.
Patients that experience dis parities will be
better able toengage in preventive health
and management of chronic conditions

®

LEARMN MORE!
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Adult and Pedistric Primary Care

PRIMARY CARE
MODERNIZATION CORE CAPABILITY

» Enhanced primary care for people with
Peo p | e Wlt h disabilities including experienced primary

care teams, access to preventive screenings

. = and care, accessible services, and home- and
D I S a b I | I t I e S v:n::mmmity-baseld ser-.ri:el-s and care teams.

HOW CARE WILL IMPROVE

'_.i!i'*!i.._.

- -
. .
[}

_."' PRIMARY CARE ",.
o TEAMS CAN... Kl
) ) ,‘- * |vore effectively address disability related health .',
Access to primary care teams who are experienced > disparities incleding chronic iliness outcomes and  *,
im supporting individuats with unigue physical, preventive soreening "
cognitive, and communication needs » Spend more time addressing patients’ clinical L
Get more mtta‘e via phone text, email, neads and supporting their non-dlinical neads M
and video Wsits - ] = (et training and support to improve care and the :,
G:t'::wm't_ hﬂ;m.tm;thrm the hospital or experience of care for individuals with disabilities .
® “‘“"'"““""" ome _ » Engage patients in their preferred style with options
Have accessible equipment like table lifts and for phone, text, email, and video visits, and home by
communications devices 1 visits when circumstances reguire >
Have the primary care team coordinate with . * Collaborate with the Department of Developmental .’
spedialists and other providers to keep up to date . Services and long-term services and supports ‘.
on their welbbeing and preferences " to heldp patients formul ate care plans Iy
Connect to support services for food, o
housing, and transport ation with help "
from the care team ot

L] -
L. |rl'"l
FrRisamnen®

PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

& Q O f

Femanda has a physical Fernanda appreciates that Thhe provider has information To help her manage her pain,
dizability due to acar accident  staff make eye contact and about Fernanda’s physical a care coordinator connects
that left her unable to speak. speak directhy toher. Theteam  disability and communication [Fernanda with physical and
She uses a wheelchair and has paid special attention to preferences in her elect ronic ocoupational therapists who

is often in pain due to her ensuring that she receives medical record and offers a conduct home visits and
injuries. She goes with her preventive care including tabdet sothat she can answer coordinate with DOS reganding
hushand toa primary care routine colon and breast guestions, The exam tabde has  other services and supports
provider who specializes CanCer screenings. a lift so that Femanda can that Femanda receives.
incare for people with mare easity get on and of f

dizabilities.

CONNECTICUT conrealiout stabe
OH Office of Health Strategy SIM ¥ inneuatian modsl
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H Ow Hetworks will be required to propase an iImplementation strateqgy that wiil
achleve the following requirements over a flve-year demon stration.

Care Team and Network Health Information
Requirements Technology

Requirements
All primary care practices

* Expanded care team (care coordinator, nurse care manager, community health » fiocess toelectronic health recond
waorker, pharmacist, etc.) is reguired far all care team members, and from
» Establish system and staff workflow for eConsults between subspecialists and remate locations
primary care providers = Scheduling system accessible to all
members of the patients care team

= Enable phone text and email encounters and telemedicine visits

* EHR contains information about the persons disability, preferred communication Analytic capabilities to support
style and long-term services and supports identification of disability-related

« Coordinate with Department of Developmental Services (DDS) waiver services, heaith disparities .
other agencies responsible for supporting individuz!s wit h diszbling conditions, Accessibility technology in exam
community supports and adwenced specialty care rooms such a5 table and toilet lifts

= Communication devices for patients

Subset of primary care providers speclalize in care for people with disabliities with SF'Eba"":lh impairments or who are
Mon-yer

= [Establish system .arju.istaffwfnrkflmfnr t'u:ume-.baﬂed primary care o + Remote patient monitoring
= Enhanoed accessibility solutions for exam eguipment and communication support technalogy 25 needed
= [Establishclinical links to hospitals and skilled nursing facilities, rounding by

primary care providers when possible and support from the primary care team
for care transitions

* Provide a specialized care team icoordinator with expertize in durable medical
equipment and long-term senvices and supports, physicalfoccupational therapist)

* Ensure care team training, expertice and experience in providing care to
individuals with disabilities

= Situate practices in locations accessible via public transportation

= [Receive training in person-centered preventive care for people wit h disabil ities

MEASURING IMPACT IMFROVING HEALTH EQUITY
Jf Patient * Improved patient experience with respect to care People with disabilities tend to receive necessary
team's caring, concem and respect, communication, preventive care less of ten than people wit hout
S BH services, shared decisions, provider support and disabilities. To reduce this disparity, primary care
overall satisfaction with provider will change in the following ways:
= Improved experience through mare convenient,
timely, coordinated, and accessible care J Optlons fer phone, tect, emall, and vides will
improve patient engagement and associated
* |mproved preventive care (eq. immunizations, preventive and chranic care outcomes.
Snerng)

. J Mare accessible i nt and
* Improved chronl; Bness cutcomes N communication :a.-w I;I_:::;ill help individuals
= Earlier diagnosis and treatment for some conditions with disabilities receive care and share their
» Reduced avoidable ED visits and mplhll:ﬂtlﬂrﬁ far cancems and pmfemm
ambulatory care sensitive conditions
+ Additlenal training, suppert and experience
» Reduced urgent care, ED, nursing facility and will improve care teams' ability to address the
m hospital utilization needs of individuals with disabilties such as
» Lower out of pocket costs for services in primary chronic pain.
care and by non-billable team members

= Easier to find a PCP that will accept a new patient
= focess to practices with appropriate experience,
expertise and resources

= Easier access toexpertise of 3 specialist




PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

@ Y =) i

Joy is a young teenager with  Concerned about Joy'srecent At the visit, the dinician talks  Lab tests suggest that Joy is
Down Syndrome. She has weight gain, Joy's parents with Joy about how she’s at rizk of developing diabetes.
congenital heart disease and bring her to a primary care fesling. Joy gets a full physical  The primary care team meets
frequent upper respiratory practice with special expertise  and they talk about getting with Joy and her family to

ilinesses. Recently she seems in treating people with maore exercise and handling disouss a monitoring plan,

tired all the time. dis abilities. stress at school. healthy eating, exercize and
what to expect during Joy's
teenage years

NETWORK/PRACTICE LEVEL REQUIREMENTS

’ ADVANCED NETWORK/FQHC ~
Patients & Caregivers

Metwork conducts population haalth analytics to identify disparities in care,

healthcare putcomes and patlent experience and empowarment

p ALL PRIMARY CARE PRACTICES IN AN/FQHC 1\
Froviders and care teams trained in values-based care for people with dizabilities

& ® O

Divierse Care Teams (CHW, Person-centerod eConsults between Disability Phone/textie-mall
hiehavioral realth clinician, Care PCPs and specialists infarmation sharing EnCounters,
cang coordinator] with patient consent talemedicine visits
L% r
SUBSET OF PRIMARY CARE PRACTICES ~

Patients and families/caregivars may choose practices and providers with additional
axpertise and experience In complex care for individuals with disabilities

®» ® ® & &

Home-based Spercialized care beam Hospital, nursing fccessible exams Praject Echo and
Primary Care (conrdinator w' expertise in facility rounding, equipment and eConsults with centers
OME, long-tarm services & discharge planning communication of excellence in chranic
\ supports, & physical therapists) accommodations pain management )
. I J
s SERVICES OUTSIDE THE PRACTICE !
State Supports & DDS Services Community Supports Advanced Specialty Care
Communily Companion Homes Meals Center of Excellance specialized
Case Managemeant Transpartation im chranic pain
Employrnent and Day Services Housing Subspecialists with specially in
Lang-tenm Services Handyman (handrails, efc.) patients” conditiongs)
Conneticut Community Care Community centers
Guardian Education and Support Programs
Pagr Support Programs

@HS CONNECTICUT QIM ;e e LEARN MORE! rebrand.ly/d1027
ﬂfﬁm#’HuﬂhSﬁuuﬂr & infamlion okl .



Pediatric Primary Care

PRIMARY CARE
MODERMNIZATION CORE CAPABILITY
Create diverse care teams that are guided by the

- i ider i llaborati ith the
DIV OIS e C Al | o e e tcate stes motocsionts,

coordinate with community supports, and
Te a m S promote the strengths of families and best health

for all children.

HOW CARE WILL IMPROVE

Ly E 3 E X
et ®e e, LA Treay

-

" *a " *a
. F 8 ot 8,
N & W
»

=" PATIENTS AND " PEDIATRIC CARE
.-' FAMILIES CANM... '-' TEAMS CAN... '._
"+ Ongoing support from a primary care .« EnablePCPs tospend more time with patients
Py team that is accessible in the doctors office, ] and families and care teams to efficiently support  °,
S at home, and in your community Lo the provider .
: * More time with your pediatric primary care - * Expand capacity to support parenting. strengthen  »
* provider when needed families and promote child well-being .
N * Behavioral health services right away inthe * Improwe coordination with schoots, childcare centers,
H pediatric office and other settings that playing a role inchild health  »
. - Help with childcare, nutritious food, transportation and development :
% and other needs from a community health worker = Expand PCPs’ abilities to manage children with =
. * Conmected to earty intervention services from a o complex needs through tele-mentoring :
. navigator or care coondinator . m * Improve access to language assistance and *
" P unity supports to address family needs like '
. * helpwith school or childcare center from a care . . comm .
_ coondinator who knows your childs heatth needs  .* . housing, :mmh; m:f::d seuity .
. . = Improve practice efficiency, .
. * Fluoride treatment at the pediatric - .
. .- cultural ef fectiveness and care oF
N office to prevent cavities without . team satistaction -

"=, havingto go toa dentist e

- [
& "
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LS "
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

= o) & B

Jenny is almost three years Jenny's father takes time off They meet with the social The social worker visits Jenmy's
old. Her parents are worried work totake her tothe doctor.  worker at the officewho does family at home to assess her
that she isnot talking yet, and ~ They meet with her PCP, who a developmental screening. behaviors. She visits her at
her daycare says she is being recommends a developmental  She refers them to a service daycare to leam more about

aggressive towards other kids.  assessment and a home mear their house that supports  her aggressive behaviors. She
With fulk-time jobs and two vizit to understand Jenmys chil dren with developmental works with Jenny's primary
more kids at home, her parents  behavior. The visit is delays and has weekend hours.  care provider and her parents to
aren't sure how to help her. scheduled so that her parents develop a care plan

don't miss work
=, CONMECTICUT . WE WANT TO HEAR FROM YOUW!
E}HS Office of Health Strategy SI T nnevation el '
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H Ow Metworks will be required to propose an iImplementation strateqy that will
achleve the following requirements over a flve-year demonstration.

Care Team and Metwork
Requirements

= Hire care team members to provide functions defined by the American
Academy of Pediatrics, including: well visits and preventive carg
aoute and chronic care; care management; care coordination; patient
navigation; behaviorzl heatt h integration oral health integration; and
chronic illness self-management

= Deploy care team members inthe practice, in the community or patient
homes, andfor at a network central hub

= Coordinate with community services and ot her places where patients
receie care (eg. schools, childcare centers)

= Hilize Community Healtth Workers to link patients and families to
culturally ap propriate community resources, track follow-up, and provide
support

* Ensure care team members apply their skills to the top of their trzining

= Train team members to deliver effective team-based care, including
workflows and communications

= Provide access to tele-mentoring programs for care teams {eg. Project
ECHO) in collaboration with community-based organizations to expand
ahility to manage more complex cases

MEASURING IMPACT

* Improved patient and family experience through

v/ Patient maore timely, culturally effective, coordinated, and
Experience family-centered care including behavioral health
care; increased community and provider support for
stress and worries
* |mcreased screenings and follow-up feg. oral
* Quality sCreenings, developmental assessments)

= |mproved preventive and well-child care

* |mproved health promotion outcomes {eg. school
resdiness, healt hy weight)

* |mproved chronic illness outcomes (e.g. asthma,
childhood obesity)

* Reduced risk for development of chronic conditions
in adult hood

= Lower out of pocket costs for services in primary
care and by non-bil able team members

* Reduced healthcare costs over lifetime by
identifying and preventing risks in childhood

= Easier access to services including behavioral and
=

oral health, in the practice home, or community
= Azgistance accessing culturzlly appropriate
medical services and community sup ports

Health Information
Technology Requirements

= Access to common electronic health recond
{EHRE) platform for all care team members

= Anaytic resources to identify populations at
risk, develop, implement and refine o perations
and to support continuous healt h promotion
and guality improvement

= EHR and protocols to ensure capture of all
interactions between patient and care team
members, including nomoffice-based care

* EHR supports population and registry
management and care management

* EHR includes a comprehensive care plan with
role-based care team aocess

= [hata sharing systems between practices,
community care settings {e.g. school health
centers), and centralized care coordination
resources when possible

IMPROVING HEALTH EQUITY

Health disparities, such as those faced by
communities of color or non-English speskers,
start early in life. They can be reduced in part
by pediatric care that ident ifies and address
health and social determinant risks earh
Care teams can help by:

J Having communlty health workers who
reflect the famihy's communlty and culture
and medical interpreters who address

language barriers.

J Linking familles te childeare, muotrtlon
services, developmental supperts and other
OOty resouroes.

J Using peers to provide cufturaily
appropriate suppert to families, such as

parenting sup port.

®

LEARNM MORE!
rebrandly/dropbie3ab




Supports Child Health Promotion and Well-Being to Achieve
Vision of Pediatric Primary Care

PEDIATRIC DIVERSE CARE TEAMS

MEDICAL HOME

Behavioral Health Integration
Pediatrician, BH Clinician, Care
Coordination with BH expertise, CHW

Care Management | RN Well Visits & Preventive
Care | Pediatrician, RN, MA,
Nutritionist, Dietician,
Lactation Consultant, CHW,
Developmental Specialist

Care Coordination
RN, Social Worker, CHW

Chronic lliness
Self-Management
RN, Nutritionist,
Dietician, Asthma

Educator, CHW

Patient Navigation
Patient Navigator,
CHW, Social Worker

PATIENT & FAMILY
PEDIATRICIAN

Acute & Chronic Care Physician, Oral Health
PA, APRN, RN, Medical Assistant, Integration
Co-Management Clinician, RN, CHW

Services on-site, at network, in home or in community,
Medical interpretation deployed as needed. All care team
members trained in cultural sensitivity.
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PRIMARY CARE
MODERNIZATION

Behavioral Health

Integration

HOW CARE WILL IMPROVE
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) PATIENTS AND
. FAMILIES CAN...

= Connect with a behavioral health

N * Hawve 3 care tzam that understands how stress
and trauma impact your chil d's development and
health later in life

= Meet with a care coordinator 1o connect you
to community-based supports and additional
behavicral health and development al services
= Get coaching on managing your child's behaviors
. * Access the behavioral heatth clinician through
.- video visits
= Get help communicating with your chikd's schoolor  °
. childcare center about development and behavior
. * Hawe 3 single point of contact "
to coordinate all of your .
chilld’s providers ot

. -
-
"
-
"
.
"
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cliinician right away at your primary care visit .

Pediatric Primary Care

CORE CAPABILITY

A team-based approach to prevention,
early identification and promotion of
development al, socio-emotional, and
mental health for children and families
within the pediatric medical home and
community.

PEDIATRIC CARE "
TEAMS CAN...

* Expand capacity to provide behavioral health
sereenings, brief interventions, and medication
management

* Improve early identification and treatment of
behavioral health and developmental issues, and
ability to provide trauma informed care

* Coordinate with schools and childcare centers and
facilitate access to behavioral health and related
community serviges

* [Better address the preventive and medical care needs
of children with serious behavioral health conditions

* Access psychiatric consultation to support
prescribing and management of
behavioral heatth and health behaviors

= #opess behavioral health care
information on your EHR

=
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION
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Andre i in sivth grade and Andre and his mom Marie go The practice’s care coordinator At a follow up visit, Andre's PCP
having troub e concentrating to the pediatrician’s officefor  follows up with Marie and introduces Andre and Marie to
imschool. His teacher says he  anannual checkup. The PCP Andre’s schiool to get the the psychologist at the office
iz disruptive in class and doing  sends his mom home with the  completed scales and gives to determine if counseling is
poorly on assignments. Andre’s  Vand erbilt ADHD Disagnostic them to Andre’s PCP at their needed. The care coordinator
parents have noticed he is Rating Scale to complete weekly meeting. The PCP reaches out to Andre's school
maore active than his peers and  and return. With permission, has am eConsult with a child regularity to keep the care team
distractible at home the PCP sends the scale to psychiatrist about whether informed about his progress.
Andres teachec medication isindicated.
=, COMNMECTICUT P ——— Cl WE WANT TO HEAR FROM YOI
E}HS Office of Health Strategy 0] [ J——" ) SIMBCT.gov
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HOW

Care Team and Metwork
Requirements

= Dedicated behavioral health clinician (BHC) an-site or viz telemedicine

= Dedicated care coordinator with expertize in coordinating access to
services in support of BH and S0OH needs of chikdren and parents,
and who coordinates across all service systems (e.g., schools, Title W,
child welfare)

= Administer universal screenings to assess developmental and socio-
emotional health; behavioral health and health behaviors; and social
and environmental factors

= Provide brief interventions for behaviorzl health and health behaviors
and promate trauma-informed care

= Provide referrals to and coordinate with community BH £ pecialists,
higher level BH services and supports, develo pmental services and
community resources (e.g., housing)

= Train primary care teams and BHCs in core competencies, effective
teaming and cultural sensitivity

= Establish armngements with community-based child psychiatrist or
psychiatric APREN for telephonic and eConsults, such as through
Access Mental Healtth CT

= Develop and track outoome measures assessing effectivensss of the
practice in addressing BH needs; inciuding health eguity and disparities

MEASURING IMPACT

= Improved patient/famity experience with respect to
timely care, communication, coord ination, access to
BH care and provider support

Single point of contact for services received at
practice and community settings

Less time off work or school for parents and child ren

v Patient

Experience

Earlier identification and intervention for behavioral

health and developmental conditions

= Improved behavioral heslth outcomes (eg.
remission of dis nuptive behavior disorders

= |mproved school cutoomes (e.g. school readiness,
attendance)

= Improved family functioning {(eg. reduced e posure
to adverse childhood events)

= Reduced risk of developing chronic conditions in

adulthood

= Lower out of pocket costs for patients and families
when treated in primarny care

= Reduced ED and hospital utilization

= Easier access to BH services and reduced wait

time for treatment

= fszgistance connecting to community-based BH
specialty services and community supports

Metworks will be required to propose an ilmplementation strategy that will
achleve the fﬂll{l'ﬁﬂl‘ﬂ] requirements over a flve-year demonstration.

Health Information
Technology Requirements

Access to comman EHR platform for
medical and behavioral heslth care

EHR configuration or complementary platform
to support telemedicine and eConsult

EHR configuration and protocols to ensure
capture of all interactions between patientf
family and care team members, including
nonoffice-based care

EHRE configuration to support outcomes
messurement and performance scoountability

Referral management platform with
interopebility to confirm visits with BH
specialists and community-based
arganizations

Bi-directional communication solution to
support coordination with BH specialists and
community care settings ieug. school heaith
centers)

Consent and confidentizlity management
solution

IMPROVING HEALTH EQUITY

Children and families wha have BH needs

face obstacles accessing care Childhood BH
conditions that gountreated can negatively
impact heaith in adulthood. BH integration will:

J Improve access for familles who, for

reasons related to cutture, stigma or S 0OH
bammiers, may mot access behavioral heatth
treat ment inother settings.

Expand connectlens with culturalby
appropriate communlty services to address
BH and SDOH needs for children and their
parents.

Use care coordinaters and medlcal
Imterpreters toimprove communication
betwesn primary and behavioral health
providers.

®

LEARM MORE!
rebrand.lyfdropble 3eb




PEDIATRIC BEHAVIORAL HEALTH INTEGRATION

f ALL PEDIATRIC PRIMARY CARE PROVIDERS
TEAM-BASED CARE
Child & Family

eConsult arrangement with community-
based psychiatrist or advance practice
registered nurse (APRN)

Standard screening for behavioral health
and social determinants

. Dedicated pediatric behavioral health
@B clinician (LCSW or APRN)

+ Available on-site or via telemedicine

+ Performs brief screenings and
assessments, brief treatment services and
care team consultation

» Conducts phone consultations through
Access Mental Health CT

:‘ Team-based, biopsychosocial approach to
care, health promotion, and prevention

Q Medication management

Bl Practice team training

PRACTICE-BASED CARE COORDINATOR WITH
BEHAVIORAL HEALTH EXPERTISE

+ Supports referrals and patient navigation to community-based care

+ Community resources to support behavioral care

» Works with the primary care team and with behavioral health specialist
+ Avoids duplication of care coordination services

Bidirectional
communication
among primary care
team, community-
based behavioral
health specialist and
community support
organizations.
Access to Electronic
Health Record and
systematic
outcomes tracking.

HEALTH
NEIGHBORHOOD

+ Connects patients via established
relationships with pediatric behavioral
health clinics, psychologists/APRNs/LCSW
to provide extended therapy, counseling,
and extensive evaluation

Connects to community-based
organizations, schools, and child care
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PRIMARY CARE

MODERNIZATION

Alternative Ways to

Engage Patients and

Their Families

HOW CARE WILL IMPROVE

* 0§
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. PATIENTS AND
_-' FAMILIES CAN...
©« Connect with your child's PCP ar care
. team between in-office visits as needed

Arrange a telemedicine visit with your child's
PCP for diagnosis and treatment, medical advice,
or todetermine il an in-person exam is nesded

» (et timely answers to parenting questions.
« Save money with virtual visits compared to

mosl in-office visils

e i
l‘+ .“l‘

+ Avoid an emergency department ar urgent
care visit when it's not an emergeney

« Take less time off wark to bring your children to
“ visits and reduce worry

. = Get more time with care team -

e ard other lamilies in group visils ka
- far weliness or managing a .

‘., condition (e, asthma)

e s
L R

CORE CAPABILITY

Offer alternative ways for patients and
families to engage with the pediatric

medical home beyond individual office
visits, such as telemedicine visits,

phone calls, text messages, emails,

and group visits.

.*.ti'-*tii“
- &*

PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

%

Darren is five years old and
loves to play soccer. His father
Marty, who works ful-time
and is a single parent, has
noticed lately that Darren has
been wheezing during soccer
practice and complaining that
his chest hurts.

ZOHS

CONMNMECTICUT
Offiee of Health Strategy

Y

Marty and Darren take time
off work and schoal to go

to Darrer's pedistrician. His
PCP asks about Darren's
symptoms, and does a lung
function test alter having
Darren do jumping jacks. She
disgnoses him with exercise-
induced asthma.

SIH 5 canrscticut siabe
+  linnpwnatian model

The PCP sends Marty and
Darren home with an inhaler
prescription and spirometer
She instructs Marty to

have Darren blow into the
spirameter belore and after
taking his inhaler and repart
readings and symploms via

secure email

=)

" PEDIATRIC CARE
TEAMS CAN... .

o Have mare time to oifer advice to patients and  *
families about care plans and parenting using "
phane, text or email

# Expand capacity for routine and urgent care via
telemedicine to support more timely and canvenient
care and reduce avoidable emergency department
visits and hospital admissions

# Enhance relationships with patients and families
through more continuous care

* Remind patients and families about immunizations,
well child visits, sereening results and follow-ups,
. and sell-management activities via text and email

+ Enable practice efficiencies and flexible  .°
methads af suppart while ensuring .
stable practice revenue .
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A week later, Marty and Darren
have a video visit with the PCP
to watch how Darren bakes the
inhaler She gives Marly more
instructions and sets up a time
to have a phone callin twa
weeks to check-in on Darren’s
symptams.

WE WANT TO HEAR FROM YOU!
SIM@C T.qov




v Patient

HOW

Care Team and Metwork
Requirements

Establish protocols and workfllows to support scheduling:
= Telemedicine and phane visits with the PCP for routine and urgent
care and the care team for coordination of care, navigation, coaching,
screening and infor mation
- Groups visits with the PCP ar care team (optional)
Establish protocols and workllows to support:
= Email, taxt, phone, and voicemail communications with
PCPs and care team
- Timely responses to patient inquiries and questions
Train care team on new workflows; handolfs and escalation processes;
when telemedicine is appropriate, i.e. for established patients and
clinical scenarios
Update and maintain patient contact, visit and language preferences and,
for telemadicine, confirm access to high-speed intarnat and technology
Ensure communications are in the patient’s preferred language
Ensure telemedicine visits are with patient's care team (nol third-party
providers)
It group visits are adopted, establish:
- procaduras to recruit and group patients, document participation and
schedule time far individual fallow-up
- private, convenient space for group visits
- stalf training on group visits and privacy and confidentiality pratections

MEASURING IMPACT

* Improved patient and family experience through
mare imely care, mone accessible and Family-
centered care, coordination and communication;
increased provider support

Less time off work or time spenl arranging for
childcare ar transportation

More continuous engagemeant with the care team

Experience

» Improved engagement in preventive care and
chronic illness sall-managemeant

» |mproved timely response to new symptoms or
change in condition

Reduced preventable ED visits and admissions
far ambulatory care sensitive conditions

Reduced oosts associated with avoidable ED and
urgent care visits and hospital admissions

Reduced oul-of-pockat costs associated with
in-person visits, ED, urgent care and hospitals visits

e »
T

Faster, more conveniant connections to culturally
appropriate haalth resources

Improved access to medical home with reduced
nead far travel, time off wark or childcare

Metworks will be required to propose an implementation strategy that will
achleve the following requirements over a five-year demonstration.

Health Information
Technology Requirements

* MNetwork provides secure web-based
platfarm to support

= telemedicine scheduling and encounters

= the electronic exchange ol sensitive
patient information between the patient or
family and care team

* Configuration aof electronic health record
(EHR} or web-based platform and pratocals
to ensure all patient and family contacts
through telemedicine, phone, text,
email, and group visits are automatically
documented

* EHR supports outcomes measurement
and performance accountability by logging
and reporting all contacts, follow-up, and
outmmes

IMPROVING HEALTH EQUITY

Families with lower income, disability related
mability challenges, or living in underse rved
communities may find it harder to take time off
fram work, armnge childaare, leave the hame,
qet transpartation to a doctor's office, ar pay for
co-pays. Primary care can help by:

J Offering more ways to recelve care and get

guestions answered without physically going
to the alfice.

J For patients and families with a smart
phone, using text, email and telemedicine
1o build a stronger relationship with the
pediatric medical home.

+ Facllitating support from peers from
the same community in group well
child visits.

®

LEARN MORE!
rebrand.ly/dropble3eb




Pedi atriic Primary Care

PRIMARY CARE

MODERNIZATION CORE CAPABILITY
Pediatric primary care practices

Universal Home ekt e e e

community health worker (CHW)

Visits for Newborns | ismopremote amiy and nion

HOW CARE WILL IMPROVE
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" PATIENTS AND " PEDIATRIC CARE .

FAMILIES CAN... : TEAMS CAN...

. ¢ (et advice and support at home from * Engage new parents early, during these .
. your baby’s pediatric practice within a week important first days with a newbom "

; or two after leaving the hospital » Share information about when sick nawborns P
z « Ask questions and get answers about your baby and infants need to be seeninthe officeoratthe '+
. without having to go to the doctor's office or emergency department .
. wait for a phone call * Help new parents with hands-on advice, support, :
. * Learn about helping you and your newborn eat and reassurance .
L]

and sleep during early infancy = Model and teach effective childcare technigues in
» (et lactation coaching on breast feeding from a less formal, more familiar home setting s
. lactation consultant = Improve the quality of care for newborns and young
" * [Build your confidence in your parenting skills children by addressing common problems that may
. and iin your relationship with your pediatridan’s contribute to poor cutcomess B
“,  varetbeam . * Build a foundation for a collaborative and
" supportive relationship with new parents  .*
- = Educate new parentsabout  »°
h immunizations and wedl o
", childvisits
+.+"ll.l!"+.+ .‘+‘irj.j'ib'*'

PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

& & f Y

Candace age 20, has just When she arrives home, a At the home visit, the nurse Cne night, Logan cries for
given birthto Logan. Candace  nurse from her pediatrician's helps Candace with breast hours and hours. Instead of
is exhausted after the delivery  office calls to tell her about feeding, what todo when heading out to the emergency
and doesn't have anyone to a free home visit program Logan gets sick, and how to department, a worried Candace

help her at home. Her husband  that offers coaching on infant  handie her depression and calls the pediatrician’s office

was unable to get time off to care seff-care, breast feeding  aniety. The community health  She shares Logan's symptoms

help. She is anxious, alittle and what to expect with a worker connects Candace to with the pediatrician and they

overwhalmed and has many newborn. Candace agrees to local parenting and childcare  decide she should bring Logan

guestions as afirst-time mom. have a visit later in the week. programs. The pediatric office  into the office inthe monming.
receives visit notes.

E}HS m;HE :u:_n!niuT EI i F’“""‘“!“ﬂ Cl'l WE WANT TO HEAR FROM YOI
L] tegy = inferalian [—

SIMECT.gov




HOW

Care Team and Metwork
Reguirements

Establish systems toidentify families who are eligible to receive home wvisits
{all families with mewborns), inchding:
= Policies and progedures for obtaining and documenting families’ consent
= Scheduling systems to connect with postpartum patients before discharge to
amange for a home visit as soon as possible after
returning home
= Protocols to prioritize families with greater needs due to socialdeteminant
and ot her risk factors
Establish home visiting teams that consist of a nurse and for commun ity
health worker from the practice
Use community healtthworkers who are parents for peer-to-peer support
whenever possible
Conduct at lezst one home visit with 2l families of newboms whose parents
consent toa visit wit hin two weeks of the newborn going home: consider
whether to introduce home visiting team to families in office prior to home visit
Screen families to identify individual family needs
Conduct brief interventions with extended education in specific areas based on
parent neseds
Connect families tocommunity programes, resources and supports as needed

MEASURING IMPACT

v Patient

= Improved parent satisfaction with pediatric practice
and perceived support by the primary care team
during the early days of parenting 3 newbom

= Parental satisfaction with the home visiting program
and team

= Improved parentfinfant relationship and
developmentsl health and behaviar

= Improved positive parenting practices

= |mproved maternsl emotionzl heatth {Le. anxiety
and depress ion)

= Imcressed paternal involvement

= Improved family safety in the home and car;
reduced avoidable injuries

= Increased community connections

= Keduced preventable emergency department
visits and hospital stays

EEAN
o Access 8

Imcreased acoess to parental support inthe
comenience of families’ home and referrzis to
O mmun ity resources

Metworks will b required to propose an |mplementation strategy that will
athleve the fﬂlluwlnq requirements aver a flve-year demon stration

Health Information
Technology
Requirements

= EHR configuration or software to
support refer=l management with
community-placed services and
TESOUMCES

* Paortable device to sup port
documentation of clinical and social
needs during home visits

s Consent and confidentiality
management sohution

= ideslly, scheduling module that can
aocommodate and automate visit
routing

IMPROVING HEALTH EQUITY

Many new parents lack access to parenting
support and community resounces, especially
those with social determinant nesds, behaviorzl
health problems, and those withinfants at
higher risk {e.g. low birth weight ). Universal
home visits for families with newboms wilk

+ Provide parenting support and education
to improve parentfchild relationship
and positive parenting practices inthe
convenience of families® homes.

J Cennect familles to communlty resources
that are culturzlly appropriate and specific
to their needs.

J Foster peer-toe-peer support through
use of community health workers who are
also parents.

J Improve acoess to parenting support
by removing the stigma that may
be associated when newborn
visits are only offered to
families identified as
“at-risk.” ®
LEARN MORE!

rebrand.ly/dropble 3ab



Pedistric Primary Care

PRIMARY CARE CORE CAPABILITY

MODERNIZATION Pediatric primary care providers partner with
specialists’ via electronic consults (@Consults) or

collaborative care programs (co-management) for

e C 0 n S U | t S a n d treating non-urgent conditions before or instead

of referring a patient to a specialist for a face-

C 0 - m a n a g e m e n t to-face visit. When appropriate co-management

can support continued collaboration between the
PCP and the specialist.

HOW CARE WILL IMPROVE
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- PATIENTS AND _.-" PEDIATRIC CARE "._
. FAMILIES CANMN... o TEAMS CAN... ",
"+ Begintreatment sooner in primary »" '+ Access specialist expertise to support evaluation *,
y care for some health problems rather than . and treatment in primary care and improve Y

' waiting for an appointment with a specialist
= foroid the need for travel, time off work or

. guality of care
; * Manage a wider ange of health problems and

‘ school or childcare to see a specialist changes in condition without referring to a spedialist
. (et the benefit of a specialist's advice * Expand capacity for prescribing and management
. mare quickly and easily, without having to
H schedule a separate visit specialist consultation and guidance
H * Have a primary care team that effectivety * Enable patients to avoid unnecessary specialist
. manages more of your healthcare needs visits, testing and progedures

&
K
of behavioral health and health behaviors through ~~ #
:
:

= Enable patients to start treatment for

some problems sooner by avoiding delays  «
associated with scheduling speciatty
visits and other bamiers to accessing -
spedalty care .., tansportation, =

time of f work, childcare) "

T

= Pay less out of pocket by having more of
. yoUur nesds met in primary care

] - -
® ] * ]
® * N -

- - - -
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PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

= & Bl

Erinis fifteen and has Eriin's PCP has talked with Erin's FCP has an Guided by est ablished co-
childhood onset Type i Erin and her family about eConsult with a pediatric management protocols, Enin's PCP
diabetes. She and her mom diet and exercise many times.  endocrinologist who and the pediatric end ooring bogist
g0 to her pediat rician’s Erin's mother says the food recommends a medication continue working together to
office for a checkup. Her at school that she gets for regimen. Her PCP requests manage Erin's condition. Erin's

PCP is concerned that she is free is unhealthy butshecan't  another eConsult for advice bleod sugar control improves
bordering cn morbid obesity afford to buy many fruits and ~ when Erin has initial side with the medication and itis not
and her blood sugar remains vegetables. Erin hates sports.  effects to the medication. necessary for her to visit the
uncontroled. specialist.

E}HS CONMECTICUT BIM : oo s Ch WE WANT TO HEAR FROM YOU!
(Office of Health Strategy = infaian sl ) SIMBECT.Qov




H Ow Hetworks will be required to propose an Implementation strategy that wil
achleve the fellowing requirements over a flve-year demonstration.

Care Team and Metwork
Requirements

= Determine which speciatties would be best suited to participate inan
efonsult or co-management program based on evidence and knowledge
about the Metwork's patients and providers

= Develop arengements wit h s pecialists in relevant disciplines

= Create protocols that maintzin cinicizn autonomy and support
ident ifying appropriate patients, receiving patient consent. scheduling,
receipt and review by the specizlist, communication of the outcome back
to the primary care team and follow up with patients

= Create protocols to guide co-management of patients following an
elonsult, when appro priste.

= Train primary care team staff in wsing secure portais and technolagy

= Engage clinician champions to promote use and answer guestions

= OPFTIOMAL Offer 3 “fast track” system for patients who have received
aneConsult and need a face-to-face visit with a specialist.

MEASURING IMPACT

= Improved patient experience with shorter wait times

= Reduced time away from work andfor schoal for
parents (due to travel) and children

= Imcreased overal| satisfaction with provider

v Patient
ence

= Earlier dizgnosis and treatment for some health
problems

= Improved outcomes for behawvioral heslth and ot her
conditions that typically reguire specialty care

* Reduced awoidable ED visits and hospitalizations for
ambulatory care sensitive conditions

= Lower out of pocket costs for patients and families
treated in primary care

* Reduced unnecessary use of s pecialists and
duplicative or unnecessany testing and procedures

= RFeduced awoidable ED visits and hospitalizations

= RKeduced wait time for disgnosis and treatment
for some heatth problems

= Easier access toexpertise of 2 specialist

= Eliminates access barriers for visits avoided (eg.
transport ation, childcare, time off work)

o Access

“=gpecialis” relers Lo subspecislly physicians who do nol have & primary care specialty
such as endocring agisds, cardiologisls, and gaslraenleralogisle As specisfisl i the more
comiman e, il i wed indead of subspeciafiol

Health Information
Technology Requirements

= Access tocommaon, secure techno logy
platform such as an Electronic Heslth
Record (EHR) to share infaormation between
primary care providers and specialists,
including test results and imaging, as
approprizte - OR -

= hWetwork engages a vendor providing
eConsult services to support deployment of
the program and meeting HIT requirements

* EHE configuration and protocols to capture
efonsult recommendations and treatment
plan as presented by speciaists

* EHE system able to supply data for

measurement and accountability

Approprizte consent and confidentiality

protections

IMPROVING HEALTH EQUITY

Some populations may experence health
disparities due to bamiers to accessing
specialty care. The dis parities may result from
transpaortation or other social determinant

risks as well as out-of-pocket costs and limited
specialist capacity due in part to reimbursement
rates. eConsults and co-management
arrangements wilk

J Allow easler access to timely, high-

guality speclalty care through electronic
conswitation with specialists.

J Reduce patient and family access
barrlers related to provider scarcity and
maldis tribution, transportation, time off
wark and child care.

O

LEARM MORE!
rebrand.ly/dropble3eb




PRIMARY CARE

MODERNIZATION ELECTIVE CAPABILITY

Advanced Networks or FQHCs facilitate arrangements
for heme and community-placed services on behalf of
pediatric practices that extend the reach of primary
care to better meet the health needs of diverse
communities, address soclal determinants of health
(SDOHj), or fill gaps in services.

Community

Purchasing
Partnerships

HOW CARE WILL IMPROVE

MR R BN

- .
et e,

a® L
. .

. PATIENTS AND
o FAMILIES CAN...

S+ Gelhelp from your pedialric provider's " .
S aoffice to find community resources to help LT
N your family achieve your health goals L
© - Gethelp supporting your child's health from '-'

arganizations in your town or reighborhood

Get help parenting or managing your childs
chranic illness in your hame or your community,
possibily with athers wha have similar issues

Get help coordinating your child's care with
services in your community o

' « Connect to services such as early "
« intervention, developmental supports SN
" and transitional services for adolescents .- *
. that are important to strengthening _-
e your family and supparting your .
" child's lang-term haalth .

T ST

LY .
*taspmannt”

" PEDIATRIC CARE

FEES KX T
‘-‘yt 'Iq,'.

TEAMS CAN... "

+ Engage community resources such as schoals, .
childeare centers, and recreation centers to b
urdertake population health interventions

+ (fer connections to community organizations that
can more effectively engage and support patients
and families experiencing barriers to preventive and
chronic illness cane

* Enhance your ability to manage patients with special
health care needs by partnering with community
care coardination resources and hame visiting
programs

* Reduce the burden on the primary care .
team by creating effective solutions for o
addressing health disparities and _.'
populations at risk for poor outcomes =

.
.
.. Y
Frrsamennn?

b

- L]
'™ .
Trecamaeet”

PATIENT EXPERIENCE IN PRIMARY CARE MODERNIZATION

D = o

L 4

Mathan is twelve years Mathan's parents take him The pediatrician refers Mathan and his parents meet
old and was diagnosed to his annual checkup at Mathan's family to the care with the transition program’s
with Dyslexia at age st In his pediatrician's olfice. coordinator, who cannects support specialist. She explaing
elementary schoaol, he warked  They share that he is really them to a program that whal services his middle schoal
with a reading specialist and strugaling in schoal and provides transition support are required Lo provide and
tutar. Since transitioning to doesn't seem to get enough services and works with their offers to meet with his parents
milddle school this year, he support. Mathan starts crying school system. ard the school to develop a
has been acting out in class because he says he "leels support plan for Nathan.
and getting poor grades. dumb” in class.
= CONMECTICUT R — [=]y WE WANT TO HEAR FROM YOU!
E’HS Office of Health Strategy s'“ ¥ innovation model *—¢ SIMECT.gov
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HOW

Care Team and Metwork
Requirements

 |dentily service gaps and needs far community-placed sarvices:

- Evaluate performance on health promation, preventive screaning,
chranic illness managemant, care transitions, and management of
patients with complex health and SDCOH neads

- Segment the evaluation based on population characteristics such

as race, ethnidty, country of origin, language prelerence, health

literacy, SDOH risk, sexual orientation and gender identity status,

and disability status
Contract for community-placed services to address identified service
gaps, such as evidence-based navigation and coordination, early
intervention and developmental sarvices, chronic illness prevention
and sell-management services, complex care coordination for high-risk
patients and families, parental support services, and transition services
for adolescents

Clinical protocols and analytics to support identification of patients
and families that reguire these services

Refarral management protocols including determining whether families
wera successiully linked to and served by community-placed services
Duteomes tracking including the impact on patient/family exparience,
healthcare outeomes and st

MEASURING IMPACT

» Improved provider communication and medical home
ratings such as “explained things in a way that was
easy to understand” and “asked you if there were
things that make it hard for you to take care of your
child's health”

J/ Patient

« Improved preventive and wall-child care (a.q.
immunizations, devalopmantal and BH scraenings)

= Improved chronic illness and behavioral health
autcomes (eg. asthma contral)

* Reduced preventable hospital admissions for
asthma

Reduced emergancy departmeant visits and hospital
admissions

Faster, more corveniant connection to local,
culturally effective health resources

I 0

Hetworks will be required to propose an implementation strategy that will
achieve the following requirements over a five-year demonstration.

Health Information
Technology Requirements

# Elactronic health record (EHR) that captures
above population characteristics

» Analytics that enable parformance analysis

with respect to such characteristics

EHR configuration or software to support

referral management with respact to

community-placed services

EHR configuration and analytics to support

outeomes measurament

Consent and conlidentiality managemant

solution

IMPROVING HEALTH EQUITY

Patients and families experience barriers to
care that result in health disparities. Health
disparities start early and can be reduced
through interventions in childhood. Access to
culturally appropriate community-placed cara
can reduce disparities in the following ways:

J Address health and preventive care needs
Inthe home or in a conwvenient, culturally
appropriate and trusted community setting.

+ Better address soclal and enwironmental
risks, language preference and health

literacy gaps.

 Support pediatric practices by lilling
gaps in sarvices for patients and families
axperiencing barriers to cara.

®

LEARN MORE!
rebrand.ly/dropbile3eh




PEDIATRIC COMMUNITY PURCHASING PARTNERSHIPS

MEDICAL HOME

Uses person-centered assessments (including culturally appropriate SDOH screening) and/or
analytics to identify patients and families whose needs are best met through community
placed services. [See also: Community Integration to Address Social Determinants]

- (el

TYPE OF
SERVICE

EXAMPLES
OF MODELS

HEALTH NEIGHBORHOOD

I ONGOING COMMUNICATION ABOUT PATIENTS

Arrangements With Community Placed Services

Community
Placed
Navigation or
Linkage
Services

-

Health Leads

Early
Intervention and
Developmental
Services

-

(] |
The Village Model

Chronic lliness
Prevention and
Self-Management
Services

fi

DPH Putting on
Airs (Prevention
Services Initiative),
Healthy Me

Complex Care
Coordination for
High Risk Patients
and Families, Often
with SDOH Needs

Clifford Beers
ACCORD Model

Parental
Support
Services

)

MOMs
Partnership,
Minding the
Baby

Transition
Services for
Adolescents

o)

o
CPAC REACH
for Transition

J
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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

Risk of Revenue Loss with Hybrid Method

Under a hybrid model, moving to non-FFS billable services will negatively impact revenue.

Fee for Service:

Dr. Smith and her team (2 MDs, 1 NP, 2 MAs) see about B0 patients a day in the office. They are
paid an average of 375 per visit. Revenue for an average day 36,000, Dr. Smith returns patient
phone calls and emails after hours. She is not paid for this time.

Bundle: 4
Using supplemental bundle revenue, Dr. Smith's practice adds a care coordinator and a social L
worker. It taps into community health workers, pharmacists and e-consult services from its AM. The #

practice moves about 25% of office visits to other care team members and/or phone, text or email.

With the time saved. Dr. Smith participates in Project Echo, the practice begins pre-visit huddies Payment | FFS Bundle Total
and it accepts new patients again. Dr. Smith also gets her evenings back. Approach | Revenue | Revenue | Revenue
FFS $6,000 NiA $6,000
Full: The bundle payment s 100% of historical costs or $6,000. {80 office
visits)
50/50 Hybrid: The basic bundle payment is 50% historical costs or $3,000. Each office visit brings Full Basic  MIA $6,000 $6,000
in half the historical FFS rate or $37.50 per visit. However, with only 60 office visits per day, FFS Bundle (60 office
revenue drops to $2.250. Total revenue for an average day decreases to 55 250 visits)
Hybrid $2,250 §3,000 $5,250
Basic {60 office
Bundle visits)
connecticut state
CONNECTICUT SIM ¥ innovation model

: 0 H S Office of Health Strategy

111



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.

s21

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
gualified healthcare professional time in a calendar month
requiring interactive communication with the patient/caregiver
during the month.

S54

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 GOO71 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

534
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patient’s treating/requesting physician or other qualified
healthcare professional, 5 or more minutes of medical
consultative time

CPT Interprofessional telephone/internet/electronic health record S34
99452: referral service(s) provided by a treating/requesting physician
or qualified healthcare professional, 30 minutes
CPT Interprofessional telephone/internet assessment and $18-S73,
99446-49, | management service provided by a consultative physician, depending on
depending | including a verbal and written report to the patient’s amount of time
ontime | treating/requesting physician or other qualified healthcare spent (5 min to
spent: professional; 31 or more min)
Chronic Care CPT 99490 | CCM services, at least 20 minutes per month of clinical staff Average $42.84
Management time adjusted based
on geography
CPT 99487 | Complex CCM services, for patients who have five or more Average 2018
chronic conditions and who take eight or more medications, 60 | reimbursement
minutes of clinical staff time per month. is $94.68.
CPT 99489 | Complex CCM services, each additional 30 minutes of clinical Average 2018
staff time per month (can only be billed with 99487) reimbursement
is $47.16
HCPCS Care Planning for Chronic Care Management created to Average 2018
G0506 improve payment for the CCM initiating visit, accounts reimbursement
specifically for a billing practitioner’s additional work in is $64.44.
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.
HCPCS Code for FQHCs and RHCs Payment for
G0511 G0511in 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 FQHCs and RHCs may receive payment for providing 70 $145.08
G0512 minutes or more of initial psychiatric CoCM services, or 60 The enhanced
minutes or more of subsequent psychiatric CoCM services by reimbursement
billing HCPCS code G0512, either alone or with an RHC or rate is based on
FQHC claim. 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, | $113.76
first 60 minutes by physician or non-physician practitioner (NP,
PA)
CPT 99359 | Prolonged E/M service before and/or after direct patient care, | $54.72
each additional 30 minutes by physician or non-physician
practitioner (NP, PA) (listed separately with 99358)
Behavioral CPT 99492 | First 70 minutes in the first calendar month for behavioral $161.28
Health health care manager activities, in consultation with a
Integration 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.
CPT 99493 | First 60 minutes in a subsequent month for behavioral health $128.88
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.
CPT 99494 | Each additional 30 minutes in a calendar month of behavioral $66.60
health care manager activities listed above. Listed separately
and used in conjunction with 99492 and 99493.
CPT 99484 | Care management services for behavioral health conditions - S48.60

At least 20 minutes of clinical staff time per calendar month.
Must include: Initial assessment or follow-up monitoring,
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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

PMPM savings reflects the estimated per member, per month savings
EVIDENCE SHOWS PCM across the entire Commercial population. Therefore, this figure maller

CAPABILITIES SAVE MONEY than the estimates for those benefiting from the capability.

Capability Estimgtled SavingsforCommercialF‘atients Savings_ﬁ.ppliedto Entire
Benefiting from the Capability Population (PMPM)
Emergency department costs decrease 20%,;

Diverse Care Teams inpatient costs decrease 10%. PWE 2018) $19.00
Other outpatient facility costs decrease 12% (MEJM, 2014)

Behavioral Health Integration Total medical expense decreases 10%. (Unirer 2008) $1.27

Phone, Text, Email and Avoidable specialist costs decrease 3.6-6%. (Stumef. 2015 The $2.00

Telemedicine ICommonwealth Fund March 2012) .
Based on 580 referrals by 36 primary care clinicians, eConsults

eConsult and Co-management replaced face-to-face specialty visits 69% of the time, (The Annals of $1.91

\Family Medicing, 2076)

OH CONNECTICUT
Office of Health Strategy
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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 datal.
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)? 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

! 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 (i0S 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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