
Summary of Advisory Committee and Task Force recommendations
related to delivery system and payment system reform

Patient Centered Medical Home Model:

Patient Centered Medical Home (PCMH) Advisory Committee

· Goal is to provide access to a PCMH for every CT resident

· PCMH must coordinate care between the PCMH and other providers, with special attention to patients in transition between care settings
· PCMH must offer same day appointments for urgent care and some after hours care.

· PCMH must offer patients self-management supports, such as wellness programs and chronic disease management
· PCMH should develop an individualized care plan together with each patient and, where appropriate, with patient’s family.   Providers should ensure care plan is realistic and meaningful to patient.  Plan should identify goals, timeframes, responsibilities of each team member, and resources needed. Care plan should be updated regularly.

· Require PCMHs to provide core PCMH functions internally (individualized care plan development, lab/test tracking and follow up, medication management, and after hours care) but allow PCMHs to contract for some other PCMH functions (e.g. referral tracking, care management, self-management support, interpreter services) if the PCMH can integrate these functions seamlessly for patients.  PCMHs should be held accountable for the full range of services, whether contracted or not.
· Allow specialists to serve as clinical leaders for PCMHs at the request of patients

· Encourage PCMHs to include alternative medicine providers as part of the care team where appropriate

· Use NCQA certification as the standard for PCMH recognition in CT.  Consider other national PCMH certification programs if and when they become available.
Preventive Health Care Advisory Committee:
· PCMH or other primary care provider should develop an Annual Individual Preventive Care Plan for patients with chronic conditions.  This plan serves as a single benefit authorization mechanism for all recommended plan services and providers, informing all the participant’s health providers in a consistent manner.  The plan could include non-standard services that the clinician expects would improve the patient’s health and would reduce the likelihood that the patient would require emergency department visits and hospitalizations.  
· SustiNet must provide health literacy materials for enrollees, must provide cultural and linguistic training for health care providers, and must collaborate with community based health organizations to support culturally responsive practices.
· Primary care physicians need complementary assistance from other clinical providers, as well as community health providers.  The SustiNet plan design must utilize a wide range of health professionals to deliver and assist the coordination of preventive care services, including community health workers and credentialed complementary and alternative medicine professionals.

· Preventive care services provided in a community setting, such as a workplace or a place of worship, need to be reported to and/or coordinated by the medical home provider.
· The SustiNet Board should consider whether a medical home or medical home satellite can be located at a workplace, for example, at or near large government office buildings.
· The integration of care for physical health, mental health, and substance use conditions is critical to address the needs of people with serious mental illnesses. SAMHSA’s Primary Care and Behavioral Health Integration programs should be supported models, as well as mental health and substance abuse clinics designated as Enhanced Care Clinics (ECC’s).
Health Disparities and Equity Advisory Committee

· The SustiNet plan should include cultural competence standards for Medical Homes.

· Establish and continuously improve culturally competent coordination of healthcare services across the continuum of care.

· Develop chronic disease self-management programs that are similar to those created by the Stanford Patient Education Research Center:   http://patienteducation.stanford.edu/programs/ 
· The SustiNet plan should require participating providers to submit an action plan, describing in detail the actions that the provider will take to reduce disparities. 

· Providers that do not make progress toward reducing disparities, defined as achieving specified benchmarks within a specified timeframe, may be removed from the plan network.

PCMH Implementation

Patient Centered Medical Home (PCMH) Advisory Committee
· Guide primary care practices toward becoming a PCMH.  Pilot PCMH first with practices that are most enthusiastic.  Use early successes as basis to roll out to additional practices.

· Establish an independent guiding council or organization, with membership representing critical stakeholder groups, to coordinate PCMH activities including legislative and executive branch policymakers. If the state convenes the group, anti-trust concerns are minimized.  Guiding council should coordinate and identify responsible parties for support and evaluation activities, for example:  
· data collection and analysis (including an all-payer claims database for accurate evaluation of costs, practice trends, and provider performance), 
· convene provider advisory groups, 
· evaluate the program and recommend policy revisions, 
· develop educational materials, 
· assist PCMH practices in danger of failing
· Develop a CT PCMH Learning Collaborative to provide ongoing training for PCMH providers and staff and to share best practices
· CT should join other New England states in developing a Medicare waiver for a multi-payer pilot, in sharing resources and best practices, and developing uniform performance and data standards.
Workforce Task Force
· Connecticut must address the predicted shortage of primary care providers. 

· Training and support for providers practicing in patient-centered medical homes is critical. 

· Increase primary care clinical training slots by linking state and federal assistance to institutions to training slots and providing training stipends to institutions to compensate for the time involved in clinical training. 

· The state should encourage institutions to ease quality of life barriers to employment for primary care providers, i.e. on call, part time practice. 

· To encourage students to enter primary care professions, the state should develop an educational campaign to encourage students to pursue primary care, support innovative programs, i.e. internships, rotations, students shadowing primary care providers for a day or a week. 
· The state should expand opportunities and provide financial assistance for continuing education for nurses and other staff, particularly training in team skills, health information technology, and care management.

Payment System 
Patient Centered Medical Home (PCMH) Advisory Committee
· Provide incentives for primary care practices becoming a PCMH, but do not penalize practices that do not adopt the PCMH model.
· Prioritize payment incentives for PCMH transition for practices that disproportionately serve patients with multiple, chronic conditions or under-served populations
· Provide payment incentives for obtaining NCQA PCMH certification (3 levels).  Recognize practices that are working toward NCQA certification (this recognition may be necessarily be financial)
· Coordinate standards and payment methodologies across payers, so that all payers reward providers for achievements using the same metrics

· Provide upfront funding to cover the cost of financially fragile primary care practices’ investment in care management and enhanced access to care

· Consider paying PCMHs fee for service (FFS) for medical care, plus a per member per month (PMPM) fee for care management, plus performance bonuses for meeting quality standards and for improving quality of care (e.g. for controlling chronic conditions for  patients whose conditions were poorly controlled previously)
· CT should consider amending its state Medicaid plan to take advantage of 90% federal matching rates on Medicaid expenditures for PCMH services for people with chronic conditions.

· CT should consider applying for a health home grant under the Patient Protection and Affordable Care Act

Quality and Provider Advisory Committee

1.
New models must be explored and incorporated toward the goal of creating alternatives to fee-for-service as the dominant reimbursement model. The proposed model must be fair to both payers and providers, transparent and patient-centered. This model may be a blend of global payments, episode-based payments and limited FFS. 
a.
This should include at least pay-for-reporting or partial pay-for-performance 

b.
P4P should recognize both achievements relative to specific targets and improvement relative to baseline performance

c.
Provider organizations should be accountable not only for quality but also for organizational structures and financial outcomes strongly associated with higher quality. These include enhancing access to primary care services and reducing avoidable hospital admissions and unnecessary specialty services.

2.
Reimbursement should be tied to best practices identified above to consistently recognize providers and treatments based on clinical standards.

3.
SustiNet reimbursements (including those for Medicaid and other low income groups) should be brought in line with Medicare and commercial insurance rates.

4.
SustiNet should provide clear and public formulas for reimbursement, including risk-stratification.

5.
 Reimbursement should include prevention, counseling, care coordination and cognitive activity, especially by PCPs, as in the Patient-Centered Medical Home model.

6.
Reimbursement should recognize providers who care for high numbers of at-risk, special need and/or disadvantaged populations.

Preventive Health Care Advisory Committee:
· The SustiNet plan should include financial rewards to encourage clinicians to provide recommended preventive care services to all patients, where clinically appropriate.  SustiNet must include payment mechanisms that allow clinicians to take the time to consider prevention actions that could reduce the frequency of the occurrence of that condition and the reoccurrence for that patient.  Positive financial incentives should be targeted to the delivery and receipt of especially cost-effective and under-delivered clinical preventive services.  These financial incentives should be developed using existing models, where successful models are available.

· The SustiNet Plan should also include a mechanism that a clinician could use to indicate that the clinician chose not to provide standard preventive care service(s) to an individual patient for a specified reason.  Any system established to reward clinicians for providing preventive care services should not penalize clinicians for not providing a service that the clinician judged and documented to be contra-indicated, duplicative, or otherwise clinically inappropriate for an individual patient.  
Health Disparities and Equity Advisory Committee

· The public authority shall budget for incentives to providers for identifying and reducing disparities in their diverse patient population groups.

· The committee shall provide grant funding to provider and community-based healthcare organizations to provide initial funding to establish programs to reduce disparities.

· The SustiNet Plan shall establish a Pay for Performance (P4P) system to reward providers for reductions in racial and ethnic disparities in health access, utilization, quality of care and health outcomes.

· The P4P system should reward providers for improvement as well as for meeting benchmarks.

· The P4P system should reward providers for having an effective plan in place for preventing illness, as well as improving health status.

· TheP4P system should specifically reward providers for caring for patients with the most complex and least well-controlled conditions.

· The P4P system should expect providers to receive cross-cultural training within regular professional development sessions for providers and staff.

· The P4P system should reward home care and other long-term care providers for providing patients and families with education on healthcare coverage and on navigating the healthcare system.

Data, Evaluation and Performance Standards related to PCMH:
Patient Centered Medical Home (PCMH) Advisory Committee
· Measurement is critical; it will drive development of the program

· PCMH evaluation should address:
· PCMH effectiveness in terms of improved process of care, improved patient outcomes, impact on racial and ethnic health disparities
· Cost effectiveness (investment vs. benefits, short-term and long-term) for the CT health care system as a whole, for SustiNet, for individual PCMH practices, and for patients and families

· Patient and families experience of care

· Provider and other staff satisfaction

· Effectiveness of various payment models

· All stakeholders, including consumers, must be involved in selecting measures and designing evaluation metrics.  Evaluators must be independent.
· [Also see the Quality and Provider Advisory Committee Report for detailed recommendations regarding quality and safety measures]
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