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Glossary

Accountable care model: An organization that takes responsibility for all of a patient’s care, including
care coordination and quality, and accepts financial risk for the care.

Bundled payment model: Payers offer a single payment—usually on a prospective basis—for all
services rendered by multiple providers caring for a patient during an episode of care (a defined set of
services over a defined time period).'

Consumer engagement strategy: Activities directed specifically at changing consumer/patient
behavior. Examples include patient-centered communication; changes in the clinical setting to
activate patients in their own care, such as access to their own health information; and choice
architecture within insurance plans to help consumers choose the highest-value health care services
(e.g., value-based insurance design).

Data aggregation and analytics strategy: Development or enhancement of systems to maintain clinical,
utilization, or expenditure data—or all three—in an aggregate manner for the purpose of providing
population-level quality and cost information. Examples include All-Payer Claims Databases, public
reporting of quality and cost, other data systems designed to provide aggregation of various data
sources and analytics, and strategies designed to use population-level data to identify hot spots of
disease burden or frequent utilization.

Delivery system model: How health care providers organize themselves to deliver health care to the
patients they serve. Delivery system models vary according to the types of health care providers
involved and the minimum threshold necessary for provider reorganization to satisfy the basic
characteristics of the model. A delivery system model may be implemented in conjunction with any
payment model.

Enabling strategy: An activity usually led by an entity outside of the health care delivery system to
build or transform the infrastructure that supports health promotion and health care delivery.

Episode of care payment model: Payers offer a retrospective payment reconciled to a target price for all
of the services rendered by one or more providers for a patient’s episode of care, defined as a set of
services over a defined time period for a specific condition or procedure (Center for Healthcare
Quality and Payment Reform (n.d.).

Health Home model: Health homes, a variant of patient-centered medical homes, offer patients—
usually those with medically or socially complex conditions—person-centered care and facilitate
access and coordination across primary care and providers of mental health, substance abuse services,
long-term services and supports, and other specialists. Section 2703 of the Patient Protection and
Affordable Care Act gave states the statutory authority to provide health homes for Medicaid
enrollees with chronic conditions through a state plan amendment to the Medicaid State Plan.

! This definition is different from the one used by Medicare in its Bundled Payment for Care Improvement
Initiative (see http://innovation.cms.gov/initiatives /bundled-payments/), which includes both retrospective
and prospective payments to single or multiple providers, but consistent with other sources (see Center for
Healthcare Quality and Payment Reform. Transitioning to Episode-Based Payment, available at
http://www.chgpr.org/downloads/TransitioningtoEpisodes.pdf).
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Health information technology strategy: Activities to develop or enhance systems that maintain and
transmit individually identifiable clinical data. Examples include health information exchange for
communicating across providers, new adoption or increased use of electronic health records, use of
secure messaging (email) with patients, and providing patient access to their own health information
through secure web portals.

Infrastructure to support delivery system transformation: Organizations and policies that support
technical assistance to practitioners within the health care delivery system. The focus of this
assistance may be on the transition to a medical home, adoption of team-based care, improvement on
certain health or cost outcome aims, integration with community resources, and readiness to
participate in value-based payment models.

Long-term services and supports: Community- or provider-based capacity to help elderly or disabled
individuals perform daily living tasks (Woodcock, 2011).

Patient-Centered Medical Home model: Primary care practices that adopt five core functions:
comprehensive primary care services to children and adults that meet the majority of a person’s
physical and mental health needs, including preventive, chronic, and acute care; patient-centered care;
coordinated care; accessible care; and commitment to quality and safety. The model also includes
three enabling attributes to provide the supporting structure: health IT, workforce development, and
payment models (AHRQ, 2014).

Payment model: How health care payers (insurance companies, Medicaid, Medicare) pay health care
providers, with regard to who receives the payment (individual clinicians, individual institutions, or
combinations), unit of payment (procedure or visit, course of treatment or episode of illness, care for
a patient during a specified period of time), whether payment is prospective or retrospective with
respect to when care is delivered, whether all or part of the payment is based on quality, and whether
the provider bears risk for the cost or quality of care, and if so, what type of risk. The payment model
could also include how payment is distributed to the component parts of a combination of providers
and institutions.

Public health strategy: Activities to improve the health of populations that are not specifically patients
of any one provider or payer. In contrast to a delivery system model of care, public health strategies
are delivered outside of the health care delivery system to the general population. Often, a non—health
care provider is responsible for promoting public health strategies, and in some cases, is the backbone
organization to a defined coalition for health or accountable community for health. Common goals
of public health strategies are to improve heart health, help with tobacco cessation, and reduce obesity
in the general population through community-based activities or through closer relationships between
clinical health care providers and non—health care organizations such as social services, schools,
community development organizations, transportation, parks and recreation agencies, and civic
groups.

Workforce development strategy: Policies and programs designed to enhance the existing health care
workforce and add roles or professional categories not previously considered as part of the clinical
workforce. Examples include policies that plan for future health care workforce needs, address
workforce training, influence the distribution of the workforce within a state, and change the scope of
practice laws or licensing requirements. The strategies may involve community health workers and
other health-related personnel outside of the traditional health care delivery system.
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Executive Summary

The State Innovation Model (SIM) Initiative within the Center for Medicare and
Medicaid Innovation (the Innovation Center) provides federal support to states to develop and
test innovative health care delivery and payment system models designed to meet the specific
needs of the states’ residents and to achieve better health care, lower health care costs, and
improved population health. The Initiative calls on states to engage multiple stakeholders and to
build on existing health care system payment and delivery system transformation efforts. Each
state’s Health Care Innovation Plan included one or more innovative models for restructuring the
state’s health care system from volume-based to value-based purchasing; enabling strategies,
such as workforce development and alignment of health information technology (health IT); and
legislative and regulatory policy levers necessary to ensure the transformation reaches a
preponderance of care provided in the state. The Initiative is designed to test whether health care
delivery and payment transformation will have greater success when implemented in the context
of a broad state plan as compared to individually implemented demonstrations.

The Innovation Center awarded 16 states Model Design funding to produce a Plan. An
additional three states that had submitted proposals for Model Test awards were awarded Pre-
Test funding to continue work on their Plans, and six states were awarded Model Test funding.
This report focuses on the experience of the Model Design and Pre-Test states in engaging a
broad array of stakeholders and designing a Plan that meets the goals of the Initiative. For both
groups of states, funding began April 1, 2013, and the states were to submit their completed
plans to the Centers for Medicare & Medicaid Services (CMS) by October 30, 2013. However,
the Innovation Center granted a 2-month no-cost extension to states that requested it; five states
received an additional extension to March 31, 2014.

The team of RTI International, The Urban Institute, and the National Academy for State
Health Policy was awarded a contract to evaluate the SIM Initiative, including the planning
process and resulting Plans of the Model Design and Pre-Test states. For this component of the
evaluation, the RTI team assessed the states’ ability to: (1) bring together a broad range of
stakeholders into their design process, (2) obtain multi-payer commitment to value-based
payment, (3) engage their executive and legislative authority to facilitate and support their Plans,
(4) coordinate with other related initiatives, and (5) encompass a preponderance of the care
provision in the state into their Plans.

For each of the 19 states, the evaluation team synthesized data from key informant
interviews, observation of stakeholder and work group meetings, and document review to
produce a case study. The Model Design and Pre-Test state evaluation teams completed a total
of 264 interviews. Nine to 20 interviews were conducted in each state, most by telephone but
some in person. Interviewees included state officials, public and private payers, providers and
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representatives of provider associations, health care infrastructure support personnel, consumer
advocates, employer groups and other purchasers, and state contractors. Evaluation teams for 12
states attended 45 stakeholder and work group meetings, either in person or by telephone.
Evaluation teams in all states reviewed materials and deliverables the states created for the
Innovation Center, including the state’s SIM Model Design application (or in the case of the Pre-
Test states, the Model Test application), the state’s stakeholder engagement plan, state quarterly
reports, and the final State Health Care Innovation Plan. When available, evaluation teams also
reviewed stakeholder or work group meeting agendas, slides, and written summaries; white
papers, policy briefs, and technical reports related to existing initiatives in the state or prepared
during the planning period; existing or proposed legislation; state Web sites relevant to the SIM
initiative or related programs; public comments on the draft or final Plan; and press reports
concerning the state’s SIM initiative, planning process, or related health care reform efforts. To
identify key themes for analysis, all interviews were coded in NVivo and standardized
abstraction tools were developed for the meetings and document review.

In addition to the 19 individual state case studies, we conducted a cross-state analysis of
the planning and stakeholder engagement processes used and the delivery and payment system
models, enabling strategies, and policy levers proposed in the Plans. In addition, we highlighted
lessons learned from the states’ perspective and summarized their recommendations to CMS for
future health care reform efforts.

Results

The Plans developed in all Model Design or Pre-Test awardee states included various
combinations of delivery system and payment models, enabling strategies to support changes in
the health care delivery and public health system, and policy levers to facilitate Plan
implementation. In part, this results from each state’s own political and policy environment,
existing initiatives, health care market, and range of stakeholders involved in the planning
process.

State context for Plan development. Most states with Model Design or Pre-Test awards
leveraged the support and leadership of the Governor’s Office to facilitate the planning process
and garner support from public and private sectors. In contrast to the mostly consistent executive
branch leadership observed in each state, other starting conditions for planning varied across
states along several dimensions—including the degree of state experience with statewide health
care system program and policy planning, Medicaid involvement in prior delivery and payment
system change, commercial health plan experience with models of delivery system and payment
innovation, health care workforce, health IT infrastructure available, and existence of all-payer
claims databases (APCDs).
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Planning process. To complete the Plan development process within the initial 6-month
time frame, most states assigned leadership for the SIM Initiative to a state employee, usually
within the Governor’s or Lieutenant Governor’s Office, Medicaid agency, or other state health
department or agency. The SIM leadership in each state often contracted with an external
consulting group to augment staff resources needed to convene multi-stakeholder meetings,
communicate to a broad array of stakeholders, conduct research, and contribute to drafting the
Plan. Most states set up work groups of public and private sector stakeholders to develop Plan
proposals over the course of several months, although there were exceptions. In most cases, the
SIM leadership recruited individuals to join new work groups for the short-term assignment of
Plan development, rather than engaging existing commissions or coalitions to contribute to the
Plan. The Innovation Center offered technical assistance to states” SIM leadership and their
stakeholders; use of this assistance varied by state and is reported separately.

To solicit public comment, some states posted draft versions of their Plan on a public
Web site, and others circulated drafts by email. In other states, only the Innovation Center and
the SIM initiative evaluators received the final Plan. States’ SIM leaderships varied as to how
they decided the final Plan content. Some states vetted their Plan with an existing advisory
group of cabinet-level state officials; some used a consensus or voting process within groups of
both public and private stakeholders; and in others, SIM leadership was responsible for finalizing
the Plan after formally or informally consulting with various stakeholders.

Stakeholder engagement. The Innovation Center expected states to involve many types
of individuals and organizations in developing the state Plan, and all states did solicit input from
a broad range of stakeholders using a variety of methods. These stakeholders included state
agencies and local government entities; providers (health care, behavioral health, long-term
services and supports [LTSS]); health plans and payers and self-insured employers; health care
system infrastructure (such as public hospitals and academic medical centers, health information
exchanges, policy institutes, quality improvement organizations, and foundations); consumers,
advocates, and community leaders; and social service organizations. The degree to which these
stakeholders had the opportunity to give one-time comments, or were involved in the ongoing
deliberation of the Plan, often depended on the state’s initial focus for the Plan and the structure
states established to involve public and private sector partners in Plan development.

State Plans. The states took differing approaches to addressing the SIM Initiative aims
of better health care, lower health care costs, and improved population health. Some states
focused on primary care practice transformation to patient-centered, coordinated care; others
focused on the integration of primary care providers and providers of acute care, behavioral
health services, or LTSS, or the integration between health and social services. Most of the
models proposed by states included some form of payment reform, moving from a volume-based
payment system to a value-based one, often in a phased-in approach with providers taking on
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more risk over time. In some states, adoption of value-based purchasing was the main focus, with
no single delivery system model favored over another. Many state Plans had multiple foci, and
all included enabling strategies designed to facilitate, promote, and sustain the health system
transformation envisioned in the proposed models.

All states included one or more of four major delivery system and payment models in
their Plans: (1) patient-centered medical homes (PCMHSs), (2) health homes for medically
complex populations, (3) integrated or accountable care systems, and (4) episode of care (EOC)
payment models.

e PCMHs were included as part of 13 states’ Plans. PCMHs provide whole person-
oriented care that meets most of a patient’s physical and mental health care needs and
is delivered in the context of coordinated, team-led care. Primary care transformation
to PCMHs was the centerpiece of eight state Plans. In three other state Plans, primary
care PCMHs were the foundation of integrated care systems, such as accountable care
organizations (ACOs); and in two other state Plans, they were one of several models
promoted for the states’ transformation to value-based purchasing.

e Health homes, a variant of PCMHs geared toward medically complex patient
populations and the providers serving them, were core models in four states’ Plans.

e Accountable care models were included in eight states’ Plans. In these models,
groups of providers—including physicians, hospitals, and other health practitioners—
come together to work collaboratively and accept accountability for the cost of care
for a defined set of patients. Accountable care models were proposed as the
cornerstone of efforts to move to integrated, value-based care in six states; in the two
others, they were only one of multiple models the state would promote to achieve
value-based purchasing.

e FOC models were included in three states’ Plans. In these models, either a designated
provider receives a prospective payment for a specific illness or course of treatment,
or total expenditures across participating providers are retrospectively reconciled to a
target price. In all three states’ Plans, the EOC models were only one of multiple
delivery system and payment models proposed.

That PCMH models were the most common model type included in state Plans is not
surprising, because the PCMH model has been implemented in many states already, several
organizations offer a standard definition for the purposes of recognition or certification, and a
growing body of evidence exists on the effects it has on provider and patient outcomes. In
contrast, the concepts of accountable care and EOC models are relatively new, and stakeholders
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in several states questioned whether there is sufficient evidence on their results with regard to
patient and financial outcomes.

In addition to these delivery system and payment models, many states’ Plans included
delivery system enhancements focused on a particular dimension—such as expansion of
behavioral health services or LTSS, integration of these services with the physical health
services, or care for special population groups (including pregnant women, individuals at the end
of life, and medically or socially complex patients).

States also proposed a variety of enabling strategies to promote, build, or transform the
infrastructure that supports health care delivery and payment or enhances their effectiveness.
Some of these enabling strategies followed from the guidance the Innovation Center gave to
states about the content of the Plan—including workforce development, health information
technology (health IT) and data infrastructure, and the coordination with or integration of public
health approaches. Two other enabling strategies emerged from the planning process: (1)
development of organizations or policies to support providers’ adoption of new delivery and
payment system models, and (2) mechanisms for engaging consumers in their health and health
care.

Policy levers. Policy levers facilitate implementation of proposed models and strategies,
and encompass laws; regulations; and state or federal agency policies, activities, and programs.
Each Model Design and Pre-Test state proposed a different mix of policy levers, even when
proposing to implement similar models and strategies. This occurred for three major reasons.
First, the diversity in laws, regulations, and approach to policy-making across the states yields a
different roadmap for Plan implementation in every state. For example, states with a robust
regulatory mechanism for reviewing health insurance plans (e.g., New York and Rhode Island)
propose to use regulation to align payers around a common delivery system and payment model.
Second, in some states, the roadmap for Plan implementation included undoing existing policy
specific to that state. Third, states’ Plans left some policy levers to be determined, either because
they avoided a potentially controversial topic intentionally, discussed it but did not have the
stakeholder consensus to support any particular policy lever, or believed voluntary agreement
would be sufficient for widespread implementation.

Potential for implementation. Most states’ Plans were consistent in identifying
additional federal funding—through a Model Test award or other grant funding—as an important
factor for implementation of the proposed models and enabling strategies. Many states planned
to use this additional funding to support the proposed enabling strategies—particularly those
having to do with providing technical assistance and support for delivery transformation—and
for the HIE and data infrastructure and analytics capacity to support the new delivery and
payment models. Most states considered some aspects of the Plan as feasible in the absence of a
Model Test award or additional funding; typically these were components involving Medicaid,
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Medicaid managed care, or state employee health reforms, which are clearly under the control of
the state. Voluntary cooperation among payers and providers was an approach proposed by
many states; the extent to which states were able to secure agreement among these stakeholders
during the planning process varied.

Lessons learned. Interviews with stakeholders provided lessons learned for other states
preparing Plans. The lessons covered leadership, stakeholder engagement, time and resource
requirements, processes, and the resulting Plan features.

* Leadership: Most interviewees saw the state as an appropriate and necessary leader of
an effective health care transformation planning process. The Governor’s support
provides visibility and instills the importance and credibility needed to engage
stakeholders in the process. Furthermore, the state as a major payer and regulator in
the health care market yields significant power and influence to make reform happen.
However, interviewees noted that the state’s reach is limited and that for successful
design and implementation of a state-led health care transformation effort, states must
develop a partnership with both state-based and national private and other public
sector interests.

* Stakeholder engagement: In general, interviewees believed that failing to include all
affected stakeholders from the beginning of the planning process would affect the
Plan design and may reduce buy-in and encumber Plan components that rely on
voluntary actions during implementation. Early and meaningful engagement of
stakeholders allows them time to develop and provide feedback on multiple iterations
of the Plan. Work group participation allows a variety of stakeholders to be involved
in the planning process in a meaningful and productive manner.

* Time and resources: A short timeframe, like the one for the SIM Model Design
phase, can keep participants focused and engaged, but it can also preclude
consideration of novel or controversial ideas, development of detailed plans, and
consensus from key stakeholders. Having a dedicated staff for Plan development,
either from within state government or through the use of external consultants and
contractors, is critical to working within the time frame.

* The process: Stakeholders found front-end planning to be crucial. Of particular
importance was gathering information on delivery and payment system reform efforts
both within the state and in other states, including the costs and return on investments
of different transformation strategies. Once gathered, this information must be
effectively communicated to stakeholders in an understandable and unbiased manner.
Throughout the planning process, stakeholders should be kept apprised of the
deliberations and decisions. Tailored communication tools and methods may need to
be developed and used with different stakeholder groups.

* The Plan: The interviewees agreed that states should build on existing models within
their states. Stakeholders are familiar with the models, increasing the likelihood of
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their support. In addition, these models are more likely to yield success early on; the
states can then use the success of these programs to argue for moving forward with a
bigger initiative. At the same time, though, states should allow for the submission,
discussion, and integration of novel, innovative ideas into the Plan.
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1. Introduction

The State Innovation Model (SIM) Initiative within the Center for Medicare and
Medicaid Innovation (the Innovation Center) provides federal support to states to develop and
test innovative health care delivery and payment system models designed to meet the specific
needs of the states’ residents and to achieve better health care, lower health care costs, and
improve population health. The Initiative calls on states to engage multiple stakeholders and to
build on existing health care system payment and delivery system transformation efforts. The
Initiative is designed to test whether health care delivery and payment transformation will have
greater success when implemented in the context of a broad state plan as compared to
individually implemented demonstrations.

States have several characteristics that position them well to facilitate changes in the
health care system leading to improvement in population health and lower costs. First, the
Governor is publicly accountable and responsible for a large proportion of health care spending
in a state. Among the motivations for state Governors to prioritize health system change are the
increasing cost of state-funded health care through Medicaid, state employees, and state retirees;
pressure from employers facing similar costs; and concerns from the public about health care
quality and patient experience (Crippen and Isasi, 2013). Second, states are the locus of most
essential public health functions, such as assessing population-level health risks and health status
and ensuring a competent health care workforce (e.g., through licensure authority). Third, in
their roles as regulators of market-based insurance, states can significantly affect both the costs
of insurance coverage and payer participation in health care transformation. In addition, states
set policies for regional planning, environmental health, education, and economic development
that influence social determinants of health.

At the same time, several factors make large-scale, state-led changes in health care rare.
For example, health insurance benefits offered by self-insured employers are exempt from state-
based regulations on health insurers. Additionally, health insurance carriers that operate in more
than one state may resist aligning with state-specific priorities; states with few insurance carriers
in their market may be reluctant to pass mandates on insurers that would cause insurers to leave
the state. Furthermore, shifting politics and the electoral cycle make it difficult to convince
private sector stakeholders to invest in one policy direction if the next administration will likely
change course.

1.1 Model Design and Pre-Test Awards

On February 21, 2013, the Innovation Center awarded funding to 19 states to produce
State Health Care Innovation Plans. Sixteen states received funding as Model Design states to
develop and submit a Plan. Three additional states that had applied to become Model Test states
received Pre-Test awards to work further on their Plans. For both groups of states, funding
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began April 1, 2013, and the states were to submit their completed plans to the Centers for
Medicare & Medicaid Services (CMS) by October 30, 2013. However, the Innovation Center
granted a 2-month no-cost extension to states that requested it; five states received an additional
extension to March 31, 2014.

The Innovation Center communicated expectations of the Model Design and Pre-Test
states in two stages. First, in the pre-award time period, the funding opportunity announcement
served as a guide to the models, strategies, and policy levers states should consider in developing
their Plans, and the set of stakeholders that should be involved. The funding opportunity
announcement also described the expectation that a Plan would affect a “preponderance” of the
population within a 3-year time period. Second, in the early months of the award period, the
Innovation Center used Web-based meetings and other direct communication with awardees to
clarify that Plans should address delivery of care for at least 80 percent of the state population,
and to emphasize the importance of considering policies and factors outside the health care
system that influence population health.

CMS contracted with the team of RTI International, The Urban Institute, and the National
Academy for State Health Policy to evaluate the SIM Initiative, including the planning process
and resulting Plans of the Model Design and Pre-Test states. For this component of the
evaluation, the RTI team assessed whether the states were able to: (1) bring together a broad
range of stakeholders into their design process, (2) obtain multi-payer commitment to value-
based payment, (3) engage their executive and legislative authority to facilitate and support their
Plans, (4) coordinate with other related initiatives, and (5) encompass a preponderance of the
care provision in the state into their Plans.

Using key informant interviews, observation of stakeholder and work group meetings,
and document review, the RTI team prepared a case study for each of the Model Design and Pre-
Test states and a cross-state synthesis of the results. Specific research questions addressed in the
state case studies and the cross-state analysis include the following:

* State context. What starting conditions in the state—such as health information
technology initiatives, health care workforce and service sector composition, existing
Medicaid or Children’s Health Insurance Program payment policies and waivers, and
characteristics of the commercial health insurance marketplace—influence the
planning process and ultimate Plan content?

* Planning process. Who led the planning process in each state? What processes did
the state use to develop its Plan? What successes and barriers arose during the
process? What was the consequence of the time and resources available for planning?
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* Stakeholder engagement. Was the state able to actively engage the stakeholders
during the planning process? What stakeholders were engaged and how were they
engaged? What stakeholders were not engaged and why were they not engaged?

* Models considered. What kinds of payment and delivery system changes were
proposed? Did states propose something other than medical or health homes,
accountable care, and bundled payments for care or episodes of care? What
populations were considered as the focus for these models? What payers would adopt
these models under the Plan?

* Strategies considered. What strategies to influence the structure and performance of
the health care system did the state consider? How will those strategies support the
payment and delivery system models that states proposed?

* Policy levers. What legislative and regulatory changes did states propose to make to
facilitate Plan implementation? What do states expect to accomplish with executive
branch action, including persuading private sector entities to make voluntary
changes? What other levers do states expect to use to ensure implementation of the
proposed models and strategies?

* Potential for implementation. How do stakeholders perceive the feasibility of
implementing the proposed models or strategies? Are states with Pre-Test awards
more prepared to implement their proposed model as compared to the Model Design
states? Are the proposed models in any state able to be implemented with or without
SIM Round 2 funding? What aspects of the Plan, if any, are already under way or will
be implemented even if additional funding from the Innovation Center is not
available?

* Lessons learned. What factors were associated with the successful development of
the Plan? Is the state’s success likely to be replicable in other states? What would
Model Design and Pre-Test states recommend to other states that may undertake a
similar statewide planning process? What recommendations do stakeholders in Model
Design and Pre-Test states have for the Innovation Center’s future work?

1.2 Report Outline

Chapter 2 describes the methods we used to analyze the experience of the Model Design
and Model Pre-Test states. Chapter 3 describes the planning processes used in the Model Design
and Pre-Test states, the models and strategies proposed in their final Plans, and policy levers
identified to facilitate Plan implementation. Chapter 4 summarizes lessons learned from across
the states for establishing a planning process and structure, engaging stakeholders, and
identifying models and strategies that improve the delivery of health care, lower health care
costs, and meet the specific needs of the states’ residents. Chapter 4 also includes states’
recommendations for CMS. In chapters 6 through 25, respectively, we provide case studies of
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the process each state used to develop its Plan and the results of that Plan (both content and
stakeholders’ assessment of its feasibility).
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2. Methods

To conduct the State Innovation Model (SIM) Initiative Model Design and Pre-Test
evaluation, the RTI team prepared 19 state case studies using a standardized theoretical
framework, standardized data collection approaches and instruments, and a common reporting
outline. We then used the case studies to identify common themes across states.

2.1 Framework for the Evaluation

For each Model Design and Pre-Test state, we conducted a case study of the Plan
development process and outcome. A graphic presentation of our approach is shown in
Figure 2-1. The framework is adapted from Community Coalition Action Theory, which
predicts how health and social outcomes emerge from a community-based stakeholder process
(Kegler and Swan, 2011). We considered the influence of the following constructs on the Plan
outcome: (1) stakeholder composition, the process for obtaining stakeholder input, and the
weight given to input in the decision-making process; (2) the options presented and the
information and data analyses available for assessing and comparing options; and (3) the state
characteristics that influence the formation of stakeholder groups, decisions states make, and
outcomes. These characteristics include such factors as existing initiatives, the health care
marketplace, and political system changes.

Figure 2-1.  Framework for the SIM Model Design and Pre-test state evaluation

Analysis of stakeholder process Analysis of options for health Within-state findings Cross-state findings
Populations and service sectors care payment and delivery » Payment and delivery model(s) » Best practices for developing
represented and participating models proposed in Health Care a Health Care Innovation Plan

«  Complexity of models under Innovation Plan

+ Types of stakeholder

representatives involved + consideration > = Possibility that the Plan will be ]
(leadership or low-level staff) + Data resources available implemented with or without

State staff leading the planning » Pre-Test state or not funding from the Center for

process +  Usefulness of SIM trainings Medicare & Medicaid Innovation

and technical assistance
Lessons learned from the

process of developing a Health
Care Innovation Plan

Analysis of state characteristics

Existing initiatives, health care marketplace, recent political system changes

Abbreviations: SIM = State Innovation Model.

We describe two outcomes for each state’s Plan development: (1) the payment and
delivery system models proposed in the Plan and (2) the state’s intentions for implementing the
Plan with and without funding from the Center for Medicare & Medication Innovation. From an
analysis of the individual results, we then describe common lessons learned from the process of
developing a Health Care Innovation Plan and best practices for states that have not yet
embarked on the process.
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2.2 Data Collection

We collected data for the evaluation by conducting semistructured interviews with key
informants, observing stakeholder meetings, and reviewing existing documents and secondary
data. The period of data collection varied by state, but primarily took place between August and
December 2013. All final Health Care Innovation Plans were available by April 2014 and
included in this analysis. A state evaluation team consisting of a leader and supporting staff was
responsible for all data collection in each state. Additional staff provided data collection quality

assurance across state teams and analysis to identify cross-state themes. RTI’s Institutional
Review Board exempted the SIM Model Design/Pre-Test evaluation from human subjects

review on July 2, 2013.

2.2.1 Interviews with Key Informants

The evaluation team identified six types of
key informants (See Figure 2-2) and developed
interview guides for each type. The interview guides
included sections on state context, planning and
deliberative process, stakeholder engagement and
management, components of the Plan, and feasibility.
Each guide contained the same five sections, but the
number of questions, follow-up probes, and order of
questions varied by type of key informant. Task
leads provided training to all state evaluation teams
on each interview guide and the general interview
protocol, including key informant selection,
invitation, scheduling, note taking and recording, and
confidentiality.

Each state evaluation team selected
interviewees and conducted the interviews. The

Figure 2-2.

Types of key informants
interviewed for the SIM
Model Design and Pre-
Test state evaluation

State officials

Payers

Providers (individuals and health
care systems)

Consumer advocates (consumers,
patients, and caregivers)

Health care infrastructure supports
(e.g., directors from state health
information exchange, regional
guality improvement coalition)

Other

teams selected key informants for possible participation based on document review, background

knowledge, and recommendations from state officials responsible for the SIM Initiative in the
state. Each state evaluation team (independent of the state or the Centers for Medicare &
Medicaid Services [CMS]) contacted potential interviewees by email to assess their interest in

participating, and scheduled an interview with individuals who agreed to participate. A lead
interviewer and a note taker from each state evaluation team conducted each 60- to 90-minute

interview by phone or in person. They customized, within certain parameters, one of the six

available interview guides to make the questions as relevant to the interviewee as possible.
When requested, the evaluation team interviewed more than one person representing the same

organization during the same interview.
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Table 2-1 summarizes by stakeholder type the number of interviews conducted in each
state. The Model Design and Pre-Test state teams completed a total of 264 interviews. Nine to
20 interviews were conducted in each state. A little over one-third (91) of the interviews were
with state officials; 21% (55) were conducted with providers or provider associations; 15% (39)
with payers; 13% (34) with health care infrastructure supports; 10% (27) with consumer
advocates; and 7% (18) with other stakeholders, including employer groups, state contractors,
market experts, and purchasers.

Table 2-1. Interviews conducted in SIM Model Design and Pre-Test states by stakeholder
type and state

Health Care
State Consumer Infrastructure
State Officials Payers Providers Advocates Supports Other* Total

California 4 3 2 3 4 - 16
Colorado 8 2 3 2 2 - 17
Connecticut 3 1 3 3 1 2 13
Delaware 3 1 3 1 1 1 10
Hawaii 5 1 2 1 3 - 12
Idaho 3 1 4 - 1 - 9

[llinois 4 3 5 2 2 - 16
lowa 3 2 4 1 1 - 11
Maryland 5 2 4 2 2 1 16
Michigan 6 3 3 1 2 - 15
New Hampshire 3 3 3 3 - 2 14
New York 7 1 2 3 2 1 16
Ohio 4 3 3 2 2 1 15
Pennsylvania 10 1 4 - 1 - 16
Rhode Island 2 2 2 1 1 2 10
Tennessee 4 3 3 1 2 1 14
Texas 2 2 2 - 3 3 12
Utah 7 1 1 1 1 1 12
Washington 8 3 2 - 3 4 20
TOTAL 91 39 55 27 34 18 264

*Other stakeholders included employer groups, state contractors, market experts, and purchasers.
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Each state evaluation team produced nearly verbatim notes for each interview based on the
note taker’s real-time notes supplemented by an audio recording of the interview when needed.
The lead interviewer reviewed the completed notes for accuracy prior to coding and analysis.

2.2.2 Observation of Stakeholder Meetings and Workgroups

When possible, state evaluation teams attended stakeholder meetings and workgroups in
person or by telephone. Some states had nearly finished their formal stakeholder meetings by the
time the teams began to contact them (mid to late July). Because the original Model Design
planning period was scheduled to end by October, meeting selection was based largely on timing
rather than the meeting agenda or participants. Between July and December 2013, state
evaluation teams observed 45 meetings in 12 states.

State evaluation team members attending stakeholder or workgroup meetings participated
as observers. In this capacity, they took notes using a structured abstraction tool that captured a
description of the stakeholder group and the people involved, purpose of the meeting, how the
meeting was organized and facilitated, relationships observed, and key points from the meeting
that either contradicted or supported information from other sources (e.g., document review or
stakeholder interviews). The state evaluation team cleaned notes from observed meetings and
reviewed them for accuracy prior to analysis.

2.2.3 Document Review

State evaluation teams reviewed documents and other narrative sources of information
relevant to SIM Initiative efforts in each state. Figure 2-3 lists the types of materials reviewed.
In addition to the documents required by CMS SIM award terms and conditions, state evaluation
teams reviewed several other types of materials, though not all types were available in each state.
A structured abstraction template was used to guide document review and included sections for
SIM goals, existing state infrastructure, SIM planning processes, stakeholder engagement, and
models and policy levers considered for the Plan. However, not all documents reviewed
contained information relevant to all sections of the template. State evaluation team leads in
each state reviewed the key elements drawn from this abstraction process for accuracy prior to
analysis.

2.2.4 Secondary Data

State evaluation teams also reviewed secondary data relevant to the state’s starting
conditions, including health care market statistics and population health measures. This included
the State Health Access Data Assistance Center State Profile and the specific population health
measures compiled by the Centers for Disease Control and Prevention for states as part of their
planning efforts. Additional data reviewed included disability population statistics, population
health measures (e.g., infant mortality, life expectancy at birth, heart disease deaths), selected
workforce statistics, and additional health care market statistics related to mental health. The
time period represented by the secondary data varied, depending on data source and state.
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Figure 2-3. Materials reviewed for the SIM Model Design and Pre-Test state evaluation

Reviewed in All States
e State’s SIM Model Design application
e State’s stakeholder engagement plan
e State quarterly reports

e State Health Care Innovation Plan

Reviewed if Available
e Stakeholder or workgroup meeting agendas, meeting slides, and written summaries

e White papers, policy briefs, technical reports, and other documents prepared during
the SIM planning period to guide the state’s Plan

e Existing white papers, policy briefs, technical reports, and other documents related to
preexisting state health care or public health initiatives, programs, or infrastructure

e Existing or proposed legislation
e State’s SIM Initiative Web site
e Public comments on the Plan and the state’s response

e Press reports concerning the state’s SIM Initiative, Plan, or related health care reform
efforts

Abbreviations: SIM = State Innovation Model.

2.3 Data Analysis

Each state evaluation team was responsible for developing their state’s case study using
their review of documents, coded notes from interviews with stakeholders, notes taken during
stakeholder and workgroup meetings, and analysis of extant secondary data. In addition to the
state case study, each team produced bullet points drawn from coded interview notes on the
topics of technical assistance and recommendations for CMS.

2.3.1 Compiling and Coding Notes

We used QSR NVivo versions 9.2 and 10 (www.gsrinternational.com) to code the
interview notes and assist in report writing. We developed an initial list of codes based on our
evaluation logic model, interview protocol, and field experiences. During the pilot test of the
code book, a small team of coders each coded the same interview and discussed coding
differences. We achieved a reasonable rate of inter-rater reliability after modifying the initial
pilot test and retesting the set of codes and definitions.

The final coding scheme allowed us to identify key topics and substantive information
based on the interview data by state, respondent type, and (if applicable) date of interview (Miles
and Huberman, 1994; Bradley, Curry, and Devers, 2007). We developed a codebook with
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mutually exclusive definitions for all codes and examples to help coders know when to apply
codes to the text within a set of interview notes. All coders received training on how to use the
codebook, either in a group session or through individual consultation. All staff who coded
interview notes from the same state met to resolve any variation in approaches to applying the
codes within each state. Further, to ensure the data were coded consistently and objectively, task
leaders reviewed at least one coded interview in each state to ensure consistent application of the
codebook across states.

2.3.2 State Case Study Analytic Approach

In a case study approach, researchers use multiple sources of data to describe and analyze
a set of events that evolved out of a particular context (Yin, 2009). Each state evaluation team
used primary and secondary data—mostly qualitative, but some quantitative—to develop a case
study for each state centered on the constructs described in the logic model: the background
context, including existing initiatives and political and policy context; approaches to engaging a
multi-stakeholder process to develop a Health Care Innovation Plan; and the content of the Plan
that resulted, including comments on its feasibility. State evaluation teams used a variety of
well-established techniques and guidelines to analyze the qualitative data from coded interview
notes, meeting notes, and document review and extant secondary data in order to construct each
state’s case study. These techniques included noting patterns and themes, drawing contrasts and
comparisons, building a logical chain of evidence, assessing representation, and triangulating
multiple data sources (Miles and Huberman, 1994, Devers, 1999; Weiner et al., 2011; Devers,
2011).

State evaluation teams sent each state’s draft case study to the SIM Initiative lead in that
state to conduct a fact check, which took place in February, March, and April 2014. State
evaluation teams used information from this fact check to update the state case study with regard
to the status of legislation or other activities that could influence the potential for Plan
implementation. However, as noted in the limitations section of each state case study, the state
evaluation teams could not include perspectives on new developments in the Plan or Plan
implementation after December 2013 from stakeholders other than the SIM Initiative lead in
each state.

2.3.3 Cross-State Analysis

The 19 individual state case studies and final Plans from each state formed the basis for
the cross-state analysis. The evaluation team identified multiple dimensions for comparison,
related to the planning process, stakeholder engagement methods, and Plan components—
including delivery and payment system models, enabling strategies, and policy levers proposed.
We also highlighted cross-state lessons learned.
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3. Cross-State Analysis

Through the State Innovation Models (SIM) Initiative, the Centers for Medicare &
Medicaid Services’ (CMS’s) Innovation Center provided support to states to develop Health
Care Innovation Plans (the Plans) to transform their health care system. The Plans should
identify health care delivery and payment system models that support better care, improved
health, and lower per-capita health care costs. States are charged with engaging multiple
stakeholders, building on existing state payment reform and delivery system improvement
efforts, using policy and regulatory levers to drive the transformation, and reaching a
preponderance of health care by the end of the 3-year operational period.

This chapter presents an overview of the planning processes the states used to develop
their Plans (Section 3.1) and the resulting models and strategies comprising the Plans (Section
3.2). Sections 3.3 through 3.5 describes three basic types of models proposed by the states—
patient-centered medical homes (PCMHs)/health homes, accountable care, and episode of care
(EOC) payment, respectively. These sections describe variations in the states’ proposed
application of the models, policy levers proposed by the states to authorize or facilitate model
adoption or spread, and the states’ implementation plans. Section 3.6 describes other system
enhancements proposed by the Model Design and Pre-Test states in their Plans. Finally, Section
3.7 describes the enabling strategies proposed by states to support payers and providers in
implementing the proposed delivery and payment system changes, including workforce
development, health information technology (health IT) infrastructure, data aggregation and
analytics, public health approaches, other system transformation infrastructure, and consumer
engagement strategies. Section 3.8 concludes the chapter.

3.1 Planning Process

Funding to the Model Design and Model Pre-Test states under the SIM Initiative began
April 1, 2013. States were to complete their Plans within the original 6-month period of
performance. However, the Innovation Center granted a 2-month no-cost extension to states that
requested it; five states received an additional extension to March 31, 2014.

States varied in their prior experience convening health care stakeholders for the purpose
of transforming the health care system, the Governor’s involvement in the planning process, SIM
Initiative leadership and use of consultants, the formal structure of the planning process, and
methods for and timing of stakeholder engagement. These features were all mentioned by
stakeholders as having significantly shaped the results of the Model Design/Pre-Test planning
process.
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3.1.1 State’s Prior Experience in Health System Transformation Planning

Most Model Design and Pre-Test states had prior experience in convening health care
stakeholders on a formal commission, 1-day summit, or ongoing health system planning process
that served as a foundation for developing the SIM Initiative Plan. In Connecticut, Illinois, and
Washington, SIM leadership incorporated an existing infrastructure—such as a public-private
advisory board or council of state agency directors—into their stakeholder engagement work. In
three other states, the SIM Initiative was the natural continuation of a state-based initiative to
motivate health system change—Let’s Get Healthy California, Hawaii Healthcare Project, and
the Ohio Office of Health Transformation’s priorities. These states had more time and funding
to identify action steps and policy levers. In several other states, including Delaware, lowa,
Maryland, and Utah, previous efforts prepared stakeholders to participate in the planning process
by giving them the baseline knowledge of health care system facts or buy-in on the priority areas
for reform. State SIM leadership drew on existing relationships formed through these prior
efforts to recruit participants to the process of Plan development.

3.1.2 State Sponsorship

The Governor, Lieutenant Governor, or both had an active role in facilitating the Plan
development process in all but a few states. In Delaware, Ohio, and Washington, the Governor
convened employers, commercial health plans, and other key stakeholders to encourage their
participation in the planning process and buy-in to the goals. In Connecticut, Rhode Island, and
Utah, the Lieutenant Governor was a champion for the SIM Initiative; in Colorado, the
Lieutenant Governor convened discussions with tribes. In six states, the Governor’s Office or
Lieutenant Governor’s staff led the planning process (Hawaii, Illinois, lowa, Ohio, Rhode Island,
and Utah).

In contrast to the significant involvement of the executive branch, SIM leaders in most
states did not formally reach out to state legislators. However, Delaware and Idaho included two
state legislators in their leadership team; Utah included a legislator as a member of its executive
policy group and as a work group leader; and in Hawaii, Maryland, and Rhode Island, legislators
were members of work groups.

3.1.3 Leadership

The states assigned leadership for developing their SIM Initiative Plan to a state
employee within the Governor’s or Lieutenant Governor’s Office (Hawaii, Illinois, lowa, Ohio,
Rhode Island, and Utah), the state Medicaid agency (Colorado, Tennessee, and Texas), or the
state’s department of health or other health-focused agency (California, Connecticut, Idaho,
Maryland, Michigan, New Hampshire, New York, Pennsylvania, and Washington). In
Delaware, the planning process was led by the Delaware Health Care Commission, a public
private policy setting body with responsibility for several health care programs and initiatives
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within the state. The SIM leadership often had a core team or executive committee made up of
heads of major health departments within the state to assist in oversight and decision making.
Several states also had advisory groups of public and private stakeholders to advise the SIM
leadership team.

Stakeholders frequently noted the leadership of state agency staff—and consultant groups
hired to assist with the planning process—as an important factor that influenced the planning
process and its results. When state agency staff led the process, some stakeholders voiced
concerns about those staff members’ capacity to focus on Plan development along with day-to-
day agency management responsibilities. In general, state staff able to invest time in
communicating with stakeholders were viewed most favorably; this was true, for example, in the
five states where the SIM Initiative was located in the Governor’s or Lieutenant Governor’s
Office and state leadership had no day-to-day agency management responsibilities.

3.1.4 Consultants and Contractors

The state SIM leadership frequently contracted with an external consulting group to
augment staff resources needed to convene multi-stakeholder meetings, communicate to a broad
array of stakeholders, conduct research, and contribute to drafting the Plan. In most states,
consultants or contractor staff served as neutral facilitators in work groups and sometimes
brought their own expertise to inform the stakeholders participating in the planning process. By
having outside consultants and contractors manage the logistics of stakeholder forums and work
group meetings, state staff members were able to use their time to prepare for substantive
discussions.

Many states also hired additional consultants and outside contractors to provide
specialized analyses that complemented state agency staff capabilities, such as financial or
actuarial modeling, or services, such as conducting focus groups. Two states had numerous
consultants working on the project (nine in one case, 12 in another); but most other states had
two or three additional consultants contributing to the process, most of which were companies
based in the state with knowledge of the state health care environment.

3.1.5 Planning Process and Structure

Most states had a formal work group structure. Work groups typically included public
and private sector stakeholders and were charged with developing Plan proposals over the course
of the planning period. In most states, the SIM leadership recruited individuals to join new work
groups for the short-term assignment of Plan development, rather than engaging existing
commissions or coalitions to develop the Plan. The number of work groups in each state ranged
from zero to eight. Work groups were organized around stakeholder groups, model types, or
specific issues, such as redesigning the delivery system; payment reform; health IT; data
analytics; workforce issues; health equity; population health; integration of long term services
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and supports (LTSS), behavioral health, or public health; and clinical quality. Seven states also
had Steering Committees that served as clearing houses for the recommendations, aligned
conflicting recommendations, and established priorities, as necessary.

All states had formal channels for communication, such as public meetings, Web site
comments, and focus groups through which stakeholders could provide input. However, many
stakeholders noted that one-on-one meetings between state officials (or their consultants) and
stakeholders, in addition to work groups and other dedicated opportunities for providing input,
were essential to developing ideas in their Plans and seeking support from various entities.
These informal channels occurred during the process of developing the application for the SIM
Initiative award, during the planning process, and after the formal work group meetings ended as
SIM Initiative leads were making decisions on what to include in the final Plan.

3.1.6 Breadth and Method of Stakeholder Engagement

Most states involved the key health care stakeholders in their SIM planning process,
including: state agencies (Medicaid, public health, human services, aging, insurance regulators,
state-based marketplace), commercial health plans, hospital associations or key hospitals,
medical societies, academic medical centers, clinicians, and consumer advocates. Most states
did not include large self-insured employers in the plan development process, which was viewed
as a major omission by some stakeholders. However, many states expanded the types of
stakeholders engaged to include more clinical specialties, such as pediatricians and behavioral
health care providers, and individuals with an understanding of the social determinants of health,
such as public health officials and advocates, health equity experts, and advocates for persons
with developmental disabilities.

The degree to which states engaged consumers or their representatives also varied. Some
states used focus groups, town hall-style meetings, and Web-based comment boxes to solicit
feedback. These strategies for consumer engagement are generally one way from the consumer
to the planners; they do not have a clear feedback loop to reengage consumers. Connecticut,
which added independent consumer representatives to it Steering Committee partway through
the planning process, provides one of the few examples of states incorporating consumers in a
bidirectional deliberation.

Several states cited difficulty engaging commercial payer stakeholders. The SIM Model
Design planning process identified barriers to participation among the payer community. First,
national health insurance carriers may be reluctant to adopt or align with state-specific quality
measures and payment models rather than use their own company-wide quality measures and
payment arrangements. Second, the latitude that commercial payers have in imposing new
payment models on providers is constrained by contracts they currently hold with employers and
providers. Nevertheless, examples of strong multi-payer alignment have occurred in some states
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on other initiatives. In addition some states, such as Ohio, employed a planning framework that
enabled greater payer participation than in others.

The states varied, however, with regard to how they recruited stakeholders to participate
in the planning process, the level of input stakeholders had at different points in the planning
process, and the willingness of SIM leaders to modify their planning structure to accommodate
new ideas. For example, six states—Connecticut, Delaware, Hawaii, New Hampshire, Rhode
Island, and Texas—had a completely open and inclusive planning process by design. Texas held
open meetings to generate ideas for its Plan. In six other states, the SIM Initiative leaders
established work groups and announced work group meetings publicly; all who attended could
contribute their thoughts, even though the state also recruited key stakeholders to ensure their
attendance and participation.

In contrast, most of the remaining states limited participation in Plan development in
some way. For example, in Ohio, the state team leaders limited the core team to the five largest
commercial insurers, Medicaid, and the state employees’ health insurance plan. By focusing on
payers, stakeholders in Ohio expressed confidence that payers had committed to some degree of
alignment around the delivery and payment system models in the Ohio Plan; in part, this was
attributed to development of a framework that encouraged payers to define which elements of
these models should be standardized across payers, which should be aligned, and which would
differ by design.

Most states that limited stakeholder participation conducted parallel outreach to the
public through listening sessions around the state, solicitations for public comment, public
presentations (in person or Web based), or email. In some of these states, enough people
received early drafts or were adequately aware of the process to enable them to advocate for
changes even if the initial components of the Plan were developed in closed-membership work
groups. For example, in Connecticut, a number of stakeholders concerned about health equity
pressed their case for certain models and strategies to be included in the state’s Plan; in lowa,
pediatric providers voiced concerns during public forums that made the SIM Plan authors aware
of the inadequacy of the selected quality measures for pediatric settings; and in Illinois, advocacy
from a combination of public health advocates in the community and senior staff at the Illinois
Department of Public Health resulted in the addition of a Population Health Task Force to the
planning structure and additional public health—related enabling strategies in the state’s Plan.

Many states included representation from public health in the planning process—either
on their own recognition of the need, on advice from CMS, or as in Illinois, at the request of their
other included stakeholders. In Maryland, stakeholders commented that this was the first effort
where public health and community stakeholders had been invited to the table as an equal partner
with health care payers and providers; the Maryland Plan proposed a model that significantly
integrates community and health care resources to promote population health.
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3.1.7 Timing of Stakeholder Input

The brief SIM Model Design/Pre-Test planning period demanded that most formal
stakeholder input occur during several months in which work groups met frequently. Some
stakeholders noted that the intensity of the planning process made it difficult for them to
participate actively when they had to balance responsibilities within their home organizations. In
some states, certain stakeholders had to manage the time they spent on the SIM Initiative with
time spent advising on related initiatives, such as Medicaid expansion, Medicaid section 1115
waivers, and the launch of the state’s health insurance marketplace, or with the concurrent
legislative session. As a result, some stakeholders expressed concern about whether these
competing priorities meant that some organizations or individuals who would have had valuable
input opted out of participating.

Additionally, in many states, SIM leaders managed the short planning period by
presenting initial proposals to kickstart discussions. In some cases, stakeholders viewed this
approach as constraining and not very collaborative, while in other cases this approach was
acknowledged as the only feasible way to get the task of developing a Plan done within the
allotted time. To solicit public comment in the short time frame, some states posted draft
versions of their Plan on a public Web site, and others circulated drafts by email. In other states,
only the Innovation Center and the SIM initiative evaluators received the final Plan.

Finally, the short time frame for planning exacerbated other challenges faced by the
states. For example, one state had turnover in SIM leadership, which resulted in a somewhat
compressed time frame for planning.

3.1.8 Outcomes of the Planning Process

At the end of the Model Design period, each state submitted a final Plan that adhered to
the general outline requested by the Innovation Center. States’ SIM leaderships varied as to how
they decided the final Plan content. Some states vetted their Plan with an existing advisory
group of cabinet-level state officials; some used a consensus or voting process within groups of
public and private stakeholders; and in others, SIM leadership was responsible for finalizing the
Plan after formally or informally consulting with various stakeholders.

In most states, nongovernment stakeholders in each state (as of fall of 2013, when we
spoke with them) were positive about the inclusiveness of the process and the ideas generated
during discussions. However, many nongovernment stakeholders—especially insurance
companies—noted that they could not comment on the likelihood of Plan implementation
generally or firmly commit their organization to aligning with activities in the state without
knowing more details. Most state government and nongovernment stakeholders also noted the
importance of additional funding for realizing all of the components of their state’s Plan.
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3.2 Overview of Models and Strategies

The states took differing approaches to addressing the SIM Initiative aims of better health
care, lower health care costs, and improved population health. Some states focused on primary
care practice transformation to patient-centered, coordinated care; others focused on the
integration of primary care providers and providers of acute care, behavioral health services, or
LTSS, or the integration between the health and social services. Most of the models proposed by
states included some form of payment reform, moving from a volume-based payment system to a
value-based one, often in a phased-in approach with providers taking on more risk over time. In
some states, adoption of value-based purchasing is the main focus and no single delivery system
model is favored over another. Many state Plans had multiple foci, and all included enabling
strategies designed to facilitate, promote, and sustain the health system transformation
envisioned in the proposed models.

All states included one or more of four major delivery system and payment models in
their Plans: (1) patient-centered medical homes (PCMHs), (2) health homes for medically
complex populations, (3) integrated or accountable care systems, and (4) episode of care (EOC)
payment models. Table 3-1 shows the states that included these models. A glossary of terms can
be found in the front matter.

PCMHs are included as part of 13 states’ Plans. PCMHs provide whole person-oriented
care that meets most of a patient’s physical and mental health care needs and is delivered in the
context of coordinated, team-led care. Primary care transformation to PCMHs is the centerpiece
of the Plans for Connecticut, Hawaii, Idaho, Maryland, New York, Ohio, Rhode Island, and
Texas. In the Colorado, Illinois, and Michigan Plans, primary care PCMHs are the foundation of
integrated care systems, such as accountable care organizations (ACOs); and in the Pennsylvania
and Tennessee Plans, they are one of several models being promoted for the states’
transformation to value-based purchasing. Health homes, a variant of PCMHs that are geared
toward medically complex patient populations and the providers serving them, are core models
in the California, Colorado, New Hampshire, and Texas Plans.

Eight states’ Plans have an “accountable care” component in which groups of provider—
including physicians, hospitals, and other health practitioners—come together to work
collaboratively and accept accountability for the cost of care for a defined set of patients.
Accountable care models are the cornerstone of efforts to move to integrated, value-based care in
Colorado, Delaware, Illinois, lowa, Michigan, and Washington, whereas in Pennsylvania and
Utah, accountable care models are only one of multiple models the state is promoting to achieve
value-based purchasing.
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Table 3-1. SIM Model Design and Pre-Test states and proposed health care delivery system

models
Patient-Centered Accountable
State Medical Home Health Home Care Episode of Care
California — X — —
Colorado* X X X —
Connecticut X — — —
Delaware — — X —
Hawaii X — — -
Idaho X — — —
[llinois X — X —
lowa — — X —
Maryland X — — —
Michigan X — X —
New Hampshire — X — —
New York* X — — —
Ohio X — — X
Pennsylvania X — X X
Rhode Island X — — —
Tennessee X — — X
Texas X X — —
Utah — — X —
Washington* — — X —

NOTE: For category definitions, please see Glossary in the front matter.
* Indicates Pre-Test state.

X Indicates model is proposed in state Plan.

Three states—Ohio, Pennsylvania, and Tennessee—proposed EOC payment models. In
these models, either a designated provider receives a prospective payment for a specific illness or
course of treatment or total expenditures across participating providers are retrospectively
reconciled to a target price. In all three states’ Plans, the EOC models were only one of multiple
delivery system and payment models proposed.

In addition to the delivery system and payment models defined above, many states’ Plans
included additional delivery system enhancements focused on a particular dimensions, such as
expansion of behavioral health services or LTSS, integration of these services with the physical
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health services, or care for special population groups (such as pregnant women, individuals at the
end of life, and medically or socially complex patients).

States also proposed a variety of enabling strategies to promote, build, or transform the
infrastructure that supports health care delivery and payment or enhances their effectiveness.
Some of these enabling strategies followed from the guidance the Innovation Center gave to
states about the content of the Plan; these include workforce development, health information
technology (health IT) and data infrastructure, and the coordination with or integration of public
health approaches. Two other enabling strategies emerged from the planning process: (1)
development of organizations or policies to support providers’ adoption of new delivery and
payment system models, and (2) mechanisms for engaging consumers in their health and health
care. Table 3-2 shows the states that included these strategies in their Plans.

Table 3-2.  Enabling strategies proposed in each Model Design and Pre-Test state

Infrastructure
Data to Support
Health IT Aggregation Delivery
Workforce Infra- and Public Health System Consumer
States Development structure Analytics Approaches  Transformation Engagement
California X X X X X —
Colorado* X X X — X —
Connecticut X X X X X X
Delaware X X X X X —
Hawaii X X X — X X
Idaho X X X X X —
Illinois X X X X X —
lowa X X — X — X
Maryland X X X X X —
Michigan X X X X X —
New Hampshire X X — X
New York* X X X X X X
Ohio X X X - — -
Pennsylvania X X X X X —
Rhode Island X X X X X X
Tennessee X X X — — —
Texas X X X X X —
Utah X X X X — X
Washington* X X X X X —

NOTE: For category definitions, please see Glossary in the front matter.
* Indicates Pre-Test state.

X Indicates model is proposed in state Plan.

All Model Design and Pre-Test states proposed new workforce development strategies in
their Plans to enhance the existing health care workforce and add roles and responsibilities or
professional categories not previously considered as part of the clinical workforce, such as
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community health workers or mental health peer counselors. In addition, some states proposed
new policies and programs that would: develop data systems for forecasting future health care
workforce needs, address workforce training needs, redistribute the workforce within a state, or
change scope-of-practice laws or licensing requirements.

All Model Design and Pre-Test states also proposed a health IT strategy to develop or
enhance systems that maintain and transmit individually identifiable clinical data, or promote the
use of such systems. The systems include electronic health records (EHRs) and health
information exchanges (HIEs) for transmitting health information among providers. Health IT
strategies also include promoting providers’ use of secure messaging (email) with patients and
encouraging patient access to their own health information through secure Web portals
maintained by providers or other entities. Complementing health IT strategies, states also
proposed a data aggregation and analytics strategy. Seventeen states proposed the development
or enhancement of systems to maintain clinical, utilization, and expenditure data—such as All
Payer Claims Databases (APCDs), data aggregation and analytic capabilities, the production of
population-level quality and cost information, and public reporting of these data.

Transformation to patient-centered care requires broadening the focus of health
professionals and health care institutions beyond treating illness to helping people lead healthy
lives. To achieve this, 14 states included public health strategies in their Plans. Public health
strategies are typically delivered outside the health care delivery system to the general
population. Often, a non—health care provider is responsible for promoting public health
strategies, and in some cases is the backbone organization to a defined coalition for health or
accountable community for health. Common goals of public health strategies are to improve
heart health, tobacco cessation, and to reduce obesity. These strategies include community-
based activities or closer relationships between clinical health care providers and non—health care
organizations—such as social services, schools, community development organizations,
transportation, parks and recreation agencies, and civic groups.

Infrastructure to support delivery system transformation organizations, as proposed by 13
states, includes organizations and policies that support technical assistance to practitioners within
the health care delivery system. The focus of this assistance may be on the transition to a
medical home, adoption of team-based care, improvement on certain health or cost outcome
aims, integration with community resources, and readiness to participate in value-based payment
models.

Consumer engagement strategies, proposed explicitly in seven state Plans, describe
activities intended to change consumer/patient behavior directly. These activities include
promoting patient-centered communication; changing the clinical setting to activate patients in
their own care, including access to their own health information; and promoting choice
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architecture within insurance plans to help consumers choose the highest-value health care
services (e.g., value-based insurance design).

3.3 Patient-centered Medical Home and Health Home Models

Health care delivery models for providing whole person—oriented care that meets most of
a patient’s physical and mental health care needs and is delivered in the context of coordinated,
team-led care can be described using various terms. The terms “medical home,” “patient-
centered medical home,” or “health home” are often used synonymously for referring to these
kinds of models. However, the term “health home” can also refer to a specific model of care
authorized for Medicaid beneficiaries by Section 2703 of the ACA. In this section, we provide
definitions for PCMH and health home models and discuss how states proposed to incorporate,
spread, or enhance these kinds of models within their Plans.

PCMH models. The PCMH originated as a practice philosophy for providing
comprehensive primary care services to children and adults. The primary care medical
professional societies endorsed a joint statement in 2007 articulating principles of a PCMH
approach (American Academy of Family Physicians, 2007). Table 3-3 describes the five core
PCMH functions as defined by the Agency for Healthcare Research and Quality (AHRQ) that
evolved from the principles endorsed in the joint statement (AHRQ, 2014). In addition to these
core functions, three enabling attributes (health IT, workforce development, and payment
models) provide the supporting structure for primary care practices to reorganize practice
systems and processes and establish linkages with the medical neighborhood (e.g., hospitals,
specialists) to fully realize the vision of the model.

Table 3-3. PCMH functions and attributes

Comprehensive primary care that meets the majority of a person’s physical and mental
health needs, including preventive, chronic, and acute care.

Patient-centered care oriented to the whole person.
Coordinated care across different settings, specialists, and the community.

Accessible care for urgent and routine needs using a variety of modalities, including in-
person, telephone, and electronic access.

Practice commitment to quality and safety through participation in quality improvement
activities and patient experience measurement, use of evidence-based practices and
clinical decision support tools, and population health management.

Enabling attributes: health IT, workforce development, payment models.

Source: AHRQ, 2014.

Although the PCMH core functions are useful for articulating the PCMH vision for
primary care practice, accrediting organizations, researchers, policy makers, and payers have
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developed more granular criteria for specifying primary care practice policies, processes, or
infrastructure that distinguish a practice as a PCMH. All PCMH payment models require
participating practices to be recognized as a PCMH; however, nationally, numerous different sets
of standards exist for practice recognition as a PCMH. The National Committee for Quality
Assurance (NCQA) is one of the most commonly used PCMH recognition programs, having
issued its first set of PCMH standards in 2008. Payers, including state Medicaid agencies, may
also establish their own practice PCMH criteria, which may or may not rely on external
recognition from an organization such as NCQA.

Payment models to support PCMH can vary. A common model is for payers to provide a
modest, monthly per member per month (PMPM) payment or use an enhanced fee schedule to
cover care coordination services that would not otherwise be reimbursable in a fee-for-service
(FFS) model. In some PCMH payment models, periodic lump sum payments are made to
support practice transformation activities—for example, investments in health IT or for system-
level changes needed to achieve higher levels of PCMH functionality. Some PCMH models
include payments for meeting quality measure targets; payments for meeting quality measure
AND cost targets (i.e., shared savings models); and comprehensive, risk-adjusted PMPM
payments with additional payments for meeting quality measure targets. These PCMH payment
models are less feasible for small practices, because these practices often lack sufficient numbers
of patients to provide reliable estimates for quality measures.

In the years leading up to the awards, a proliferation of PCMH pilot programs and
demonstrations projects occurred. This included numerous statewide or regional single
commercial payer or Medicaid PCMH programs, some statewide or regional multi-payer PCMH
programs, and several federal initiatives. The federal initiatives include the Comprehensive
Primary Care Initiative, the Federally Qualified Health Center (FQHC) Advanced Primary Care
Demonstration, and the Multipayer Advanced Primary Care Practice Demonstration, in which
Medicare joined existing multi-payer PCMH programs within eight states. Table 3-4
summarizes existing PCMH programs across the Model Design and Pre-Test states.

Health home models. Health homes as defined in this report are a variant of PCMHs
located at a primary care practice or other type of provider practice. Health homes offer
patients—usually those with medically or socially complex conditions—person-centered care
and facilitate access and coordination across primary care and providers of mental health,
substance abuse services, long term supports and services (LTSS), and other specialists.
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Table 3-4. Existing state PCMH and Section 2703 Health Home initiatives and PCMH
components in the state’s Plan

State Plan Amendment(s)

Number of FQHC Number of for Sec 2703 Health
Advanced Comprehensive Medicaid Current Multi- Homes
Primary Care Primary Care PCMH payer PCMH (approved as of
Demonstrations Initiative Sites  Program Programs 10/1/2013)?
California 68 — — — —
Colorado* 10 Statewide (74 Xb — —
practices)
Connecticut 1 — X — —
Delaware — — — — —
Hawaii 4 — X — —
Idaho 5 — Xe X X
lllinois 23 — xd — —
lowa 5 — X — X
Maryland 7 — X X X
Michigan 14 — Xe xf —
New Hampshire 12 — — — —
New York* 20 Regional (74 X xf X
practices)
Ohio 20 Regional (61 Xe — X
practices)
Pennsylvania 15 - Xe xf —
Rhode Island 3 - X8 xf X
Tennessee 12 — xh — —
Texas 3 — — — —
Utah — — — — —
Washington* 16 — Xe X X

* Indicates Pre-Test state.

X Indicates initiative is present in the state.

aSource http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-

Assistance/Downloads/State-by-State-HH-SPA-matrix-6-15-12.pdf .

b Program is limited to Medical Homes for Children.
¢Medicaid participates in the multi-payer PCMH program through a state plan amendment for Section 2703 Health Homes.

4 Offers enhanced payments for practices participating in state’s primary care case management program, but is not explicitly
referred to as a PCMH program.

¢ Medicaid participatesin the multi-payer PCMH program.
f Medicare participates in this multi-payer program through the Multipayer Advanced Primary Care Practice Demonstration.
& A Medicaid section 1115 waiver requires that all Medicaid beneficiaries receive care from a PCMH.

h Some Medicaid MCOs have single-payer PCMH programs, Medicaid FFS does not have a PCMH Program.
Abbreviations: FFS = fee for service, FQHC = federally qualified health center, MCO = managed care organization, PCMH =

patient-centered medical home.
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Section 2703 of the ACA gave states the statutory authority to provide health homes for
Medicaid enrollees with chronic conditions through an SPA to the Medicaid State Plan. The
approach and guidance for health home definition and implementation was built on existing state
and federal experience with PCMH, but also draws on additional state and federal experience
related to primary care and behavioral health integration, delivery systems other than traditional
primary care that focus on high-use and high-cost beneficiaries, and LTSS across the lifespan.
SPAs that define Section 2703 Health Homes require specification of the target population for
the health home, services provided within the health home, health home provider infrastructure
and standards, and payment specifications. As of October 1, 2013, 15 states have a Health Home
SPA, including seven Model Design or Pre-Test states (Idaho, [owa, Maryland, New York, Ohio,
Rhode Island, Washington). Table 3-4 indicates states with Section 2703 Health Home SPAs
approved and in effect as of October 1, 2013. Table 3-5 provides additional detail about the
approved Section 2703 Health Home SPAs in Model Design and Pre-Test states.

Table 3-5. Details of current Section 2703 Health Home initiatives in Model Design and Pre-
Test states (approved as of 10/1/2013)°

State Scope Providers Population
Idaho Statewide Physicians, medical practices, rural Individuals with SED or SPMI, DM, or
clinics, community health centers, asthma and at risk for another

CMHCs, home health agencies, or any  condition
existing Medicaid primary care case
management providers

lowa Statewide Primary care practices, CMHCs, FQHCs, Individuals with multiple chronic
and rural health centers conditions including hypertension
Regional Lead entity and qualified integrated Individuals with SPMI
health home providers
Maryland Statewide Psychiatric rehabilitation programs, Opioid substance use disorder plus risk
mobile treatment service providers, of another chronic condition, or SPMI
opioid treatment programs
Ohio Initially regional CBHCs Individuals with SPMI
with goal of
statewide
Rhode Island Statewide Family centers providing services to SPMI or SED, two chronic conditions

children with special health care needs (mental health, asthma, diabetes,
developmental delay, Down syndrome,
mental retardation, seizure disorder) or
one and risk for another

Statewide CMHCs and two smaller providers of Individuals with SPMI eligible for state’s
specialty mental health services community support program
Statewide Opioid treatment programs Individuals with opioid dependence
New York* Regional Any interested providers meeting Individuals with SPMI or chronic
criteria medical and behavioral health
conditions

(continued)
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Table 3-5. Details of current Section 2703 Health Home initiatives in Model Design and Pre-
Test states (approved as of 10/1/2013)?

State Scope Providers Population
Washington* Regional Medical practices, community health  Individuals with one chronic condition
centers, CMHCs, home health and risk of developing another

agencies, case management agencies, (includes both physical and mental
FQHCs, hospitals, MCOs, primary care  health conditions)

case management providers,

substance use disorder treatment

providers

* Indicates Pre-Test state.
aSource http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-
Technical-Assistance/Downloads/State-by-State-HH-SPA-matrix-6-15-12.pdf .

Abbreviations: CBHC = community behavioral health center, CMHC = community mental health center, DM =
diabetes mellitus, FQHC = federally qualified health center, MCO = managed care organization, SED = seriously
emotionally disturbed, SPA = state plan amendment, SPMI = serious and persistent mental illness.

PCMH and health home models share a similar underlying philosophy of coordinated,
whole person—oriented care. PCMH models are typically for practitioner-led, team-based
primary care without regard to any specific patient population, whereas health homes are
typically focused on medically or socially complex patients. Section 2703—defined Health
Homes are specific to segments of the Medicaid population, and to the types of Medicaid
providers authorized by the state’s Health Home SPA, which can include providers other than
primary care providers. In some states, the Health Home SPA is narrowly defined for
individuals with substance use disorders or serious and persistent mental illness and associated
mental health treatment providers. In other states, the Health Home SPA defines its health home
more broadly and in alignment with the existing state PCMH criteria such that medical practices
recognized as PCMHs may also qualify as Section 2703 Health Homes. Thus, states have
options for offering coordinated, whole person-oriented care to Medicaid beneficiaries, including
through a Medicaid-specific or multi-payer PCMH program or a Section 2703 Health Home
SPA. These two options are not mutually exclusive; states can use both strategies depending on
their goals and on the existing health care delivery and payment landscape.

3.3.1 Variations in Proposed PCMH and Health Home Models

Plans in 15 states proposed changes to their delivery system that would increase patient
access to PCMHs or Section 2703 Health Homes or both. These include California, Colorado,
Connecticut, Hawaii, Idaho, Illinois, Maryland, Michigan, New Hampshire, New York, Ohio,
Pennsylvania, Rhode Island, Tennessee, and Texas. State experience with these models was a
significant factor as to whether a PCMH or Section 2703 Health Home component was included
in the state’s Plan.
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The Plans vary with respect to design of the PCMH or Section 2703 Health Home model,
scope of implementation, and stage of readiness for implementation. For example, the medical
home component of the Texas Plan—which includes PCMH, Section 2703 Health Homes, and
maternity homes—is the main health care delivery innovation in the state Plan but involves
mostly PCMH transformation support for practices and a plan for collaboration to define future
multi-payer infrastructure and payment models. Details regarding Section 2703 Health Home
implementation were not provided. In contrast, statewide adoption of PCMH models was the
single, main innovation model proposed in the Plans from Connecticut, Hawaii, Idaho,
Maryland, New York, and Rhode Island. In these states, the Plans aimed to have 80 percent or
more of their respective populations receiving care in PCMH practices by the end of a Model
Test period.

In seven states (California, Colorado, Michigan, New Hampshire, Ohio, Pennsylvania,
and Tennessee), PCMH models or Section 2703 Health Homes or both are one of several
proposed delivery innovations in the states’ Plans. For example, California’s draft Plan proposed
creation of “health homes for complex patients” based on a PCMH-style model as one of four
major initiatives. However, the state did not clearly express whether this strategy would be
limited to Section 2703 Health Homes, or would also include expansion of PCMH models. In
Colorado and Michigan, which both have significant numbers of practices already recognized as
PCMH practices and participating in multi-payer PCMH programs, statewide PCMH expansion
and further development of PCMH capabilities would be the foundation for ACO development
and expansion. In Illinois, PCMHs would be part of the entities that form under the proposed
accountable care models. Ohio, Tennessee, and Pennsylvania proposed payments for episodes of
care in addition to PCMH models, as a mutually reinforcing approach to systemwide movement
to value-based payment. Although New Hampshire’s Plan included mention of health homes,
this does not appear to be as integral to its Plan as in the other states and was not discussed in
any significant way by stakeholders.

Although the core PCMH models states proposed are similar, some states designed
special areas of focus or unique aspects for their PCMH model. In some cases, states would use
Section 2703 Health Homes as a complementary strategy for further expansion of PCMH models
throughout the state, in other states the role of Section 2703 is less clear. The PCMH special
emphasis areas and the role of Section 2703 Health Homes in primary care practice
transformation are listed in Table 3-6.

Criteria for PCMH practice recognition. Unlike Section 2703 Health Homes, which
are statutorily defined, no single standard or criterion exists for practice recognition as a PCMH.
As aresult, existing single-payer, multi-payer, and Medicaid PCMH programs use varied
criteria. NCQA is a commonly used recognition program, although existing state or payer
PCMH programs sometimes include additional requirements or use different criteria in lieu of
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formal NCQA recognition. A common theme among states was concern about the financial and

administrative burden that obtaining external PCMH recognition imposes on practices—Ileaving
little bandwidth for actual practice transformation—and a concern over unnecessary
administrative burden of additional recognition requirements on practices already formally

recognized as PCMH practices.

Table 3-6. Model Design and Pre-Test states with PCMH or Health Home models
Role of Section 2703 Health Homes in Primary
State PCMH Special Emphasis Area Care Practice Transformation
California Palliative care Unclear, but expects criteria developed for

Connecticut

Colorado*

Hawaii

Idaho

Illinois

Maryland

Michigan

New Hampshire

No special emphasis

Behavioral health integration in primary
care

Behavioral health integration in primary
care, including use of telehealth for
increased access to behavioral health
providers

Will use telehealth to create virtual
PCMHs and expand PCMH care team to
include CHWs and EMS personnel.

Will also focus on integration of
behavioral health into primary care

The Integrated Delivery Systems would
be built around PCMHs

Establishes community-integrated
medical homes that have close linkages
with community health hubs that can
provide targeted community-based
interventions to selected high-risk
populations

No special emphasis

Not applicable; state is not proposing
PCMH model

PCMHs to meet requirements for Section 2703
Health Homes.

Will not use as a primary care practice strategy,
but anticipates that 15% of the Department of
Mental Health and Addiction Services (DMHAS)
population will be dually attributed to a PCMH
and DMHAS's Health Home Model, which is
scheduled for 2014 implementation.

Will use for community-based mental health
centers to qualify as PCMHs.

Will use to develop PCMHs with expanded
capabilities for Medicaid recipients with SPMI,
SED, or with two or more of the following:
diabetes, heart disease, obesity, chronic
obstructive pulmonary disease, and substance
abuse.

Is currently being used to enable the state’s
Medicaid program to participate in the existing
multi-payer PCMH program and the state will
continue to use it in this way, and will pay PMPM
for Medicaid beneficiaries who do not meet
health home criteria.

Not mentioned

PCMH recognition criteria will include health
home designation as one of the available criteria
for recognition.

Will develop a Health Homes pilot to provide
comprehensive care coordination for
beneficiaries with a serious and persistent mental
health condition who also have co-occurring
chronic medical conditions and high rates of
hospital and emergency department utilization.
Will use as part of strategy for LTSS delivery
reform.
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Table 3-6. Model Design and Pre-Test states with PCMH or Health Home models
(continued)
Role of Section 2703 Health Homes in
State PCMH Special Emphasis Area Primary Care Practice Transformation
New York* Includes several tiers of PCMH, with the Considers health homes as a
most advanced including integration of complementary strategy for providing
behavioral health within primary care integrated care to 80% of the state’s
population, particularly to those with
specialized needs. Will continue to support
these models as part of its overall strategy.
Ohio No special emphasis. Will use to complement PCMH model and

continue to support and identify linkages
between health homes and PCMH.
Includes option for behavioral health Not mentioned.
providers to become PCMHs if they are
willing to assume responsibility for physical
health either directly or in partnership with
other health care providers
Proposes establishment of care
management teams to augment services
provided by PCMHs for Medicaid patients
with complex needs
Expands PCMH to pediatric practices and
involves medical specialists and hospitals as
a medical neighborhood
Will establish community health teams to
support PCMH practice transformation and
care coordination

Pennsylvania

Rhode Island Unclear what role these will play.

Tennessee
Texas

No special area of emphasis

No special area of emphasis; focus of Plan is
on training and support for practices to
achieve PCMH recognition

Not mentioned.

Proposes to support training and assistance
for health homes, similar to activities
planned for PCMH support.

* Indicates Pre-Test state.

Abbreviations: CHW = community health worker, EMS = emergency medical system, LTSS = long-term services and
supports, PCMH = patient-centered medical home, SED = seriously emotionally disturbed, SPMI = serious and
persistent mental illness.

States can be grouped into two categories with respect to how their Plans defined the

criteria for practices to become recognized as PCMH practices. California, Connecticut, Idaho,
Ohio, and Tennessee deferred development of PCMH recognition criteria to a future task force

or work group. In contrast, Colorado, Hawaii, Maryland, Michigan, New York, Pennsylvania,

and Rhode Island would use previously identified PCMH recognition criteria, with some states
offering refinements to these criteria as part of their SIM plan. For example, Rhode Island’s Plan

implied (but did not specify) that it would continue using NCQA standards as it does currently

for at least a couple of its existing PCMH initiatives, including Chronic Care Sustainability
Initiative-Rhode Island (CSI-RI). Some states concerned about the practice burden involved in

seeking formal recognition proposed minimum initial standards to get practices started down the
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path toward practice transformation. States taking this approach also proposed PCMH payment
models designed to incentivize continued transformation. Table 3-7 summarizes the criteria for
PCMH practice recognition among the states with specific criteria in their Plans.

Table 3-7. Comparison of PCMH recognition criteria proposed in Plans

State PCMH Recognition Criteria

Colorado* Will not require formal external PCMH recognition, but has established competencies related
to comprehensive primary care that will be evaluated periodically using the Comprehensive
Primary Care Practice Monitor Tool.
Hawaii NCQA Level 1 Recognition (2011 Standards) -OR- alternative path for practices to meet
minimum criteria without formal NCQA recognition.
Long-term goal is for practices to achieve Level 3 NCQA recognition.
Maryland e Any of the following:
— Recognition as a PCMH through an existing single or multi-payer PCMH program
— Federally qualified health center advanced primary care practices
— Section 2703 Health Homes
— Practices associated with a Medicare ACO
e  For practices not meeting above criteria, the state defined the following minimal
standards:
— Use of statewide standard quality measures
— Use the state’s HIE encounter notification system
— Must accept both Medicaid and Medicare beneficiaries
— Must collaborate with community health teams associated with community health

hubs
Michigan Designation as a PCMH through Blue Cross Blue Shield of Michigan -OR- NCQA Level 2 or 3.
New York* Practices not yet meeting formal criteria can be certified as Pre-Advanced Primary Care

Practices (APC), practices already meeting NCQA (any level) can be certified as standard APC,
and practices with certified EHRs meeting Meaningful Use, with HIE interoperability, and that
meet additional nonmandatory Level 3 NCQA criteria can be certified as “premium” APCs.

Pennsylvania Must obtain recognition from an external, nationally recognized entity, such as NCQA or the
Commission on Accreditation of Rehabilitation Facilities to be eligible for shared savings and to
receive funding to establish a care management team through Medicaid MCOs.

Rhode Island Plan not explicit about criteria, current initiative uses NCQA Recognition or recognition in Blue
Cross Blue Shield Rhode Island proprietary PCMH.

* Indicates Pre-Test state.

Abbreviations: ACO = accountable care organization, EHR = electronic health record, HIE = health information
exchange, MCO = managed care organization, NCQA = National Committee for Quality Assurance, PCMH = patient-
centered medical home.

Linkages to supporting community-based entities. Some state Plans specifically
designed supporting community-based entities to partner with PCMH practices to provide care
coordination, community-based services, and support for patients with complex medical,
behavioral, or social issues. Idaho proposed use of community health workers (CHWSs) and
emergency medical system personnel to help provide team-based care in medically underserved
areas. For example, they might work with PCMH practices to provide home follow-ups and
reduce emergency room use. Maryland proposed creation of community health hubs to provide
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community interventions by nurses and CHWs for selected targeted populations with disparities
in health outcomes or who represent a disproportionate share of health care spending. Michigan
proposed creation of community health innovation regions, which are consortia of cross-sector
community organizations that would prioritize and champion evidence-based interventions.

New York proposed creation of regional entities to convene shared resources for care
coordination. Lastly, Rhode Island proposed formation of community health teams for care
coordination and care management, both within and outside primary care practices, that would
be specifically designed as a shared resource, particularly for smaller practices. The extent to
which these state Plans detailed governance, payment models, and level of integration among the
proposed community entities and practices varied.

PCMH payment models. The PCMH and Section 2703 Health Home payment models
proposed by states are similar, although timelines for implementation differed—because some
states would largely be continuing their existing models, while others would need to finalize
details and put the data infrastructure into place before implementation. Most states proposed a
model that gradually transitions practices from FFS to value-based payments; however, few
proposed full transition to global budgets. FFS plus additional monthly PMPM for upfront
support for care coordination and practice transformation is already in place in many states, so
these states plan to gradually move payers and providers into pay-for-performance or shared
savings arrangements, initially with upside-only risk. As practices demonstrate success within
shared savings, some payers and providers may choose to move into models with both upside
and downside risk. Most states would continue to allow payers to set their own payment levels
and use their own attribution and risk adjustment methodology, although some states may
establish guiding principles for these aspects, such as designing incentives to reward absolute
more than relative performance. Some states proposed specific features about their PCMH
payment model that note mention here: Medicaid in Connecticut would only participate in
models with upside-only risk and Michigan would develop some innovative types of PCMH
payment incentives, such as a continuity of care adjuster to incentivize care continuity for
patients.

Commercial payer participation. All states proposing statewide expansion of PCMH
models would rely on voluntary cooperation among commercial payers. States with existing
PCMH programs would build on existing single or multi-payer commercial participation.
Hawaii, which had an existing Medicaid PCMH model, secured commitment from all
commercial payers during Plan development to reimburse a higher rate for providers recognized
as NCQA PCMH Level 1 practices. In most states proposing PCMH models, stakeholders
commented that payers are generally in agreement with the overall concept for PCMH but
wanted more details before committing to participation. Depending on where the state was
starting from, these details may not have had time to be worked out during the planning process.
Lastly, stakeholders across many states expressed uncertainty about the prospects of voluntary
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adoption among large, self-insured employers, particularly because the stakeholder
representation of this group was minimal in most states’ planning process.

3.3.2 Policy Levers

Many states would use their position as large health care purchasers to drive PCMH
adoption, by requiring PCMH models in Medicaid managed care organization (MCQO) contracts.
This would require new or revised Medicaid section 1115 waivers in most states. For example,
Michigan would request a section 1115 waiver and SPA to permanently incorporate the existing
PCMH payments being made separately as part of its PCMH Demonstration, when the 2015
Demonstration results are available and the state makes the final decision to expand PCMH
statewide. Although many states would encourage practices that serve Medicare FFS
beneficiaries to adopt a PCMH model, most would not mandate this. In addition to state
purchasing power for Medicaid, some states proposed to include requirements for PCMH models
in state employee health plan contracts (e.g., Hawaii, Ohio, Pennsylvania). Ohio proposed to use
the state’s purchasing power to provide “leadership and cover” for the five commercial payers
that participated in the planning process for them to renegotiate provider contracts to include
PCMH models. Because a greater majority of patients are covered by the same payment and
reporting model, Ohio would expect providers to ask the remaining payers to follow.

A few states would use legislation and regulation to facilitate multi-payer efforts.
Maryland would introduce legislation in 2014 to reauthorize and expand its current state-led
multi-payer PCMH program, which was scheduled to sunset at the end of 2014. Rhode Island
would introduce legislation in 2014 to affirm its commitment to expand access to PCMH
statewide by 2020 and contemplate the use of unique regulatory functions authorized by 2004
legislation to propose requirements for 80 percent of commercial payments in the small, large,
and self-insured markets to be value based. Similarly, New York would consider changes to the
process it uses to regulate health insurance products, specifically policy form approval, health
maintenance organization licensure renewal, and premium rate review processes. New York
would refine these processes such that payers would have the opportunity to report how their
portfolio is distributed with respect to value-based payment models proposed for their three-
tiered PCMH initiative.

In most states, stakeholders viewed state legislative or regulatory action as potentially
disrupting existing PCMH programs and provider contracts; many requested that the states avoid
using legislative mandates to achieve their vision during the course of the planning process. For
example, stakeholders in Idaho contemplated legislation requiring major payers to participate in
the model but in the end decided to foster voluntary provider and payer participation. Because
voluntary participation was proposed for commercial payers in most states, many Plans proposed
the state as the continued convener of further stakeholder discussions and multi-payer
collaboration—for example, convening work groups to establish practice standards for PCMH

3-21
INFORMATION NOT RELEASABLE TO THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly

disclosed and may be privileged and confidential. It is for internal government use only and must not be disseminated, distributed, or copied to
persons not authorized to receive the information. Unauthorized disclosure may result in prosecution to the full extent of the law.



recognition or determine the payment model for multi-payer approaches. Some states with
existing PCMH programs already function in this role. In other states, this would be a new role;
for example, Tennessee developed a PCMH charter across payers to bring the various initiatives
into alignment, and the state has asked payers to endorse the charter as part of implementing the
proposed PCMH pilot.

As previously discussed, some states proposed Section 2703 Health Homes either alone
or in addition to PCMH models. In addition to expanding the existing PCMH through voluntary
action, Colorado would also pursue a Section 2703 SPA to integrate medical care into behavioral
health settings for patients with serious mental illness. Similarly, Idaho would use its existing
Section 2703 Health Home SPA and pursue a new SPA for Medicaid and CHIP participation in
PCMH to complement voluntary action by providers and commercial payers. In contrast,
California would rely primarily on Section 2703 Health Home authorizations to implement its
vision for medical homes, a narrower scope than many of the other Model Design and Pre-Test
state Plans for PCMH. Similarly, Texas proposed to support multiple efforts to expand the
medical home concept—including efforts to support the many small and medium-sized practices
in the state, as they take steps toward the medical home model by building on Delivery System
Reform Incentive Pool projects under a Medicaid section 1115 waiver and prior quality, health
IT, and medical home initiatives in the state. Lastly, New Hampshire was already planning to
establish Section 2703 Health Homes as part of its transition to Medicaid managed care and
would build on this approach by expanding on the eligibility definition for health homes to
include individuals with LTSS needs.

3.3.3 Implementation

The details in state Plans regarding timeline for implementation of PCMH or Section
2703 Health Home models or both varied widely. The complexity of the infrastructure
supporting the proposed PCMH model and the degree of model specificity achieved during the
Plan development process are key determinants of implementation timeline. States with existing
multi-payer PCMH programs (Colorado, Idaho, Maryland, New York, Ohio, Pennsylvania,
Rhode Island) generally described implementation of the PCMH component of their Plan as an
extension or expansion and most were poised to begin certain aspects of expansion in 2014.
Michigan, which is host to one of the country’s largest multi-payer PCMH demonstration, would
not seek to continue its PCMH effort or expand it to additional payers until sometime after 2015,
and only after considering the evaluation findings from the current demonstration. States
targeting implementation of PCMH initially within the context of the state’s Medicaid program
cited the need to obtain new or revised section 1115 waivers or a Health Home SPA. Hawaii and
Connecticut both already have Medicaid PCMH programs and commercial single-payer PCMH
programs, but proposed statewide adoption of PCMH through new multi-payer models; thus,
implementation would require states, payers, and providers to negotiate final multi-payer model
details and put the data infrastructure into place to support the multi-payer model.
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Nearly all states reported that a Round 2 Model Test award would be a major lever for
implementing PCMH models, particularly for multi-payer PCMH programs. Most states would
use a Model Test award to fund the work related to setting up or enhancing the data
infrastructure and analytic capacity required for the PCMH payment model. Many states also
proposed using a Model Test award to fund support for practice transformation by establishing
central or regional entities that would provide practice transformation facilitation services. Some
states proposed to use Model Test award funds to cover PCMH payments to providers (e.g.,
upfront PMPM care coordination payments, enhanced FFS payments, pay-for-quality incentives)
during some of the Model Test period. Most state officials in most states reported that they
would try to implement elements of their Plans even in the absence of a Round 2 Model Test
award, but acknowledged that the scope and pace of implementation would be narrower and
slower than with the award. Some states reported that they would not rely solely on a Round 2
Model Test award and would seek additional external funding for implementation.

A common theme we identified across the states proposing PCMH models is that
although stakeholders considered the PCMH concept feasible, some expressed concerns about
the absence of specific details in the Plan, lack of adequate funding to build or expand required
support infrastructure, and competing priorities (e.g., Medicaid expansion, health insurance
marketplace development) that will strain the state’s capacity to implement. Most agreed that
feasibility would be enhanced with dedicated implementation funding, but stakeholders in some
states expressed lingering doubts about the willingness of some stakeholders—particularly
national carriers, large self-insured employers, and payers in competitive markets—to go along
with the Plan.

Some states noted specific barriers to implementation. For example, Colorado’s existing
capitated system for behavioral health reimbursement in Medicaid is a barrier to behavioral
health and primary care integration. New York also cited existing licensing and regulatory
barriers to behavioral health and primary care integration—for example, the sharing of certain
types of patient health information related to behavioral health diagnosis and treatment.
Stakeholders in two states, Pennsylvania and Rhode Island, identified the 2014 gubernatorial
elections as potentially influencing implementation of the Plan overall, but this concern was not
specific to the PCMH component. In Idaho, the state considers external funding mandatory to
expand PCMH to rural areas, which are served mostly by small practices and would require
enhanced telehealth capabilities and support for practice transformation to be successful.
Similarly, Texas stakeholders noted the challenge of achieving formal PCMH recognition in
small practices; thus, moving practices towards PCMH concepts is a goal of the Texas Plan,
which was noted as being potentially more feasible than trying to achieve widespread formal
PCMH recognition.
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3.4 Accountable Care Models

The defining characteristics of an accountable care model are that a risk-bearing entity
(e.g., set of providers) takes on some level of financial risk for a set of assigned patients
regardless of where those patients receive their direct medical care, and assures some degree of
quality care provided to its assigned population. Medicare defines its ACOs as “groups of
doctors, hospitals, and other health care providers, who come together voluntarily to give
coordinated high-quality care to the Medicare patients they serve” (CMS, 2011). Other programs
have defined ACOs to include health plans, too—for example, in Utah, the state Medicaid
program contracted with MCOs to assume both financial risk and accountability for quality
metrics for more than three quarters of the Medicaid population in the state (Anderson, 2013).

In this context, Plans in 8 of 19 Model Design/Pre-Test states (Colorado, Delaware,
[linois, lowa, Michigan, Pennsylvania, Utah, and Washington) proposed developing new
accountable care models or expanding existing models of risk-bearing entities that integrate care
delivery for the population. In these states, the accountable care models that would be
implemented are different—sometimes characterized as “more flexible,” sometimes more
prescriptive—than the Medicare Shared Savings ACO model. Some of these states have branded
their accountable entities with names to reflect differences from Medicare’s model: Regional
Care Collaborative Organizations under the Accountable Care Collaborative (Colorado);
Comprehensive, Community-Based Integrated Delivery Systems, including Accountable Care
Entities and Care Coordination Entities (Illinois); Accountable Systems of Care (Michigan);
Accountable Provider Organizations (Pennsylvania); and Accountable Risk-Bearing Entities
(Washington). In addition, states such as Rhode Island and Utah proposed to promote value-
based payment mechanisms that could include, but not be exclusive to, ACO development.
Unlike Medicare ACOs, some states proposed an accountable care model that could include
MCOs as the risk-bearing entity (Michigan, Utah, Washington). 7Table 3-8 summarizes features
from the eight states that proposed accountable care models, with regard to the existing ACO
initiatives in the state, target population(s), and key features (if known) of the envisioned
delivery system. This section compares the accountable care components of each state’s Plan
and anticipated policy levers that would be used to support ACO implementation and challenges
to implementation.
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Table 3-8.

Comparison of accountable care models across Model Design and Pre-Test states

Proposed Populations

State Existing Initiatives Served Key Features of Proposed Accountable Care Model
Colorado* Medicaid Accountable Medicaid enrollees Builds on existing definitions in Medicaid
Care CoIIabo[’ative statewide Regionally based entities
Program, \_NhICh funds  Commercial payer Integrates behavioral health care into primary
seven Regional Care covered lives, if payers care setting
Collaborative choose to participate i blic health. oral health
Organizations Eventually integrate public health, oral health,
. long-term care, and social and community
Comprehensive .
; e support services
Primary Care Initiative
Delaware Commercial payer Medicaid managed Can be either Medicare ACO definition or
ACO contracts care organization provider-defined organization that supports
Medical Society ACO  enrollees clinical integration and accountability for
program Commercial payer outcomes-based payment
covered lives, if payers
choose to participate
Illinois Commercial payer Medicaid enrollees Expands on existing definitions in Medicaid, called
ACO contracts (FFS and managed Care Coordination Entities and Accountable Care
Medicare ACOs care), some with Entities
Medicaid FFS spgcial needs (g.g., Responsible for providing or arranging services in
contracts with frail elderlly, _Se”_OUSIV primary, specialty, behavioral health, inpatient,
provider-driven _mentaIIy ill, justice- and long-term care
. . involved, homeless, _—
integrated delivery HIV-impacted Governance structure to distribute performance-
systems (Care P ! based payments
L , developmentally
Coordination Entities, disabled) Use of common care plan
Accountable Care dditional £ social . id
Entities) Commercial payer Additional types of social service providers
covered lives, if payers involved for special populations
CountyCare, an -
. . choose to participate
integrated delivery
system for individuals
newly eligible under
Medicaid
lowa Commercial payer Individuals not eligible Builds on existing definitions

ACO contracts
Medicare ACOs

Medicaid FFS
contracts with
regional ACOs
(launched on Jan 1,
2014 through the
Health & Wellness
Plan)

for Medicaid whose
income is under 100%
FPL

Medicaid enrollees

Commercial payer
covered lives, if payers
choose to participate

Regionally based entities

Builds on performance measurement
methodology used by the commercial payer
Wellmark with its ACOs

Eventually integrate long-term care services and
supports and behavioral health services
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Table 3-8.

Comparison of accountable care models across Model Design and Pre-Test states

(continued)

State

Existing Initiatives

Proposed Populations
Served

Key Features of Proposed Accountable Care Model

Michigan

Pennsylvania

Utah

Washington*

e  Commercial payer
ACO contracts

. Medicare ACOs

. Medicare ACOs

e  One Medicare ACO

. Medicaid contracts
with ACOs to cover
70% of Medicaid
enrollees

. Medicare ACOs

Medicaid enrollees in
three pilot regions
who are not already
participating in other
demonstrations or
other special
programs

Commercial payer
covered lives, if payers
choose to participate

Medicaid, CHIP, dually
eligible

State government
employees
Commercial payer
covered lives, if payers
choose to participate

Medicaid enrollees
currently in ACOs
Commercial payer
covered lives, if payers
choose to participate

Medicaid enrollees

Commercial payer
covered lives, if payers
choose to participate

Defined as new entity called Accountable
Systems of Care, or ASCs

Requirements for ASCs to be defined through
state regulations or through future Medicaid
managed care contracts

Responsible for integrating clinical care across
settings

Primary care practices are PCMHs

May be managed care organizations

Defined as new entity Accountable Provider
Organizations, or APOs

Integrates Care Management teams for complex,
high-cost Medicaid patients

Uses Episode of Care payments (if payers and
providers choose to; Medicaid will) for selected
conditions or services (to be determined)

Can be Medicare ACO definition, Medicaid ACOs
(partially value-based), or multiple models to be
defined by voluntarily participating payers

Defined as new entity called Accountable Risk-
Bearing Entities, or ARBEs

Regionally based entities

May be managed care organizations, county
government, or community-based organization
Capacity to assume full financial risk for physical
or behavioral health services of a defined
population

* Indicates Pre-Test state.

Abbreviations: ACO = accountable care organization, CHIP = Children’s Health Insurance Program, FFS = fee for
service, FPL = federal poverty level, HIV = human immunodeficiency virus, PCMH = patient-centered medical home.

3.4.1

Variations in Proposed Accountable Care Models

States’ proposals to change the organization of health care delivery toward greater

integration across health care settings and provider types, through implementation of an

accountable care model, vary with regard to the specificity with which these models are defined
in the Plans. States that are extending existing models already operating within their borders

offered more details, while states that generated these ideas during the Model Design process left

the door open to further definition during a later implementation phase.
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The accountable care models proposed in each state differ on the following dimensions:
(1) type of entity that bears financial risk for the care provided, (2) model for sharing risk
between payer and the risk-bearing entity, (3) scope of payer involvement and population served,
and (4) scope of services included under the risk arrangement. The different payment contracts
that currently exist between commercial health plans and provider organizations, which states do
not want to disrupt, are one reason for variation along these dimensions. In addition, in some
states the Medicaid program influenced the definition of accountable care, either to align with
existing Medicaid accountable care initiatives or to tailor the accountable care models to meet
the needs of selected subpopulations insured by Medicaid. These comparisons are explained in
more detail below.

Risk-bearing entity. States that described an accountable care model in their Plans
proposed that one of three entities would assume financial risk for the health care of a
population: (1) a provider-driven entity; (2) an MCO; or (3) a coalition led by a provider, MCO,
or other organization that operates at a regional level.

Delaware, Illinois, Michigan, and Pennsylvania envisioned a system in which provider-
driven entities would assume risk for a defined patient population. Delaware proposed giving
providers and payers the option of aligning with the Medicare ACO definition, or of defining
new delivery systems, to move toward value-based purchasing. The Illinois Plan built on the
accountable care program already launched under Medicaid, in which provider organizations that
are forming to accept risk could next contract with commercial payers. In Michigan and
Pennsylvania, the states’ Plans seemed to be inviting provider organizations to self-identify as
potential new entities that would accept some degree of risk (shared savings, prospective
capitation, or full financial risk) for the population attributed to them by participating payers.

Under the Michigan Plan, MCOs could also become Accountable Systems of Care. The
Utah Plan emphasized a transition to what it called “full” value-based purchasing by all payers.
Medicare ACOs were seen as fully value-based, in that they include appropriate quality metrics
along with capitation, but the state’s existing Medicaid contracts with its ACOs are only partially
value-based. Other approaches were expected to evolve.

Colorado, Iowa, Michigan, and Washington proposed accountable care arrangements that
would cover specific regions. In Colorado, the foundation for this model of care are seven
regionally based organizations, one of which already has a global payment contract with
Medicaid (set to begin in July 2014) to cover physical, behavioral, and substance abuse services
for the Medicaid population with family incomes below 250 percent of the federal poverty level.
Iowa planned to identify six regional ACOs to serve segments of its low-income or Medicaid
population; the regions were defined to reflect existing Medicaid practice and referral patterns.
Michigan proposed initially piloting its ASCs in three regions. Finally, Washington planned to
have its Medicaid program and state employees’ health plans contract with Accountable Risk-
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Bearing Entities (ARBESs), which the state defined as either “managed care plans, risk-bearing
public-private entities, county governmental organizations, or other community organizations”
that would have the capacity to assume full financial risk for physical or behavioral health care
for regionally defined populations. Regionally based Accountable Communities of Heath (later
named Accountable Collaboratives for Health, ACHs) would select the ARBEs under a
procurement process. ARBEs would incorporate services the ACH has identified, meet the
regional population’s needs, and be aligned with service areas of other state programs run by the
Department of Social and Health Services, the Department of Labor, and the Department of
Early Learning.

Model for sharing risk. Under the accountable care model, all states proposed to share
risk for the cost of the attributed populations using either a shared savings/risk model or a fully
capitated payment method. However, most states proposed moving accountable entities toward
this payment model in phases, or would offer options in the extent to which providers are at risk
for cost. Colorado and Illinois would allow payers and new accountable delivery systems to
begin with an enhanced fee- or pay-for-performance type of arrangement. Delaware and
Michigan would give providers and payers options as to whether the provider has upside risk
(“bonuses” if quality and cost expectations are met) or both upside and downside risk (provider
must pay if costs exceed expectations). Pennsylvania would expect providers to accept both
upside and downside risk. Five states (Illinois, lowa, Michigan, Utah, and Washington) would
give providers or other risk-bearing entities the option to start with or to move toward full
capitation or global payments.

Scope of payer involvement and populations served. Most states with an accountable
care component in their Plans intended to move all or part of their Medicaid-covered populations
toward receiving care from an integrated delivery system, either based on the region where they
live (Colorado, lowa, and Washington; this is already the policy in Utah) or their usual providers
if those providers form accountable entities that contract with Medicaid. In some cases,
Medicaid would direct its contracted MCOs to adopt contracts with providers that form risk-
bearing entities. Pennsylvania and Washington would also commit to using their public
employees’ health plan to support the delivery of care through these new entities (accountable
provider organizations [APOs] or ARBEs, respectively). Delaware and lowa explicitly proposed
to invite Medicare to align current ACO payment and measurement policies with the proposed
state accountable care model. All states would rely on voluntary participation of commercial
payers to adopt an approach to contracting with these ACOs or accountable entities, but
acknowledged that some portion of their commercially or privately insured population may
already be receiving care from providers in ACO or other value-based purchasing arrangements.

Scope of services included under risk arrangement. Three states not building on an
existing accountable care model (Delaware, Michigan, Pennsylvania) would largely focus on the
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integration of physical health care services. Three other states (Colorado, Illinois, lowa) would
build on an existing accountable care model. The proposed scope of services included under the
risk arrangement in these three states varies, but in general includes a broad range of physical
and behavioral services and LTSS, for which entities would be accountable. For example, the
Colorado Plan focused on existing Regional Care Collaborative Organizations that support
networks of primary care providers via care management, coordination, and administrative
services. Although current efforts would focus on integrating behavioral health care with
primary care in a value-based payment model, eventually the Plan envisioned that provider
networks would also use a global payment covering public health, oral health, long-term care,
and social and community support services. Similarly, the proposed model in Illinois defines the
integrated delivery systems that would be accountable for cost and quality to include a network
of long-term care and behavioral health providers, in addition to physical health care providers
and service providers for special populations (e.g., patients living with HIV/AIDS). Iowa would
begin with physical health care providers and eventually incorporate accountability for
behavioral health and LTSS.

3.4.2 Policy Levers

Most of the states’ Plans would rely on changes to Medicaid payment and contracting
policies to foster transformation to accountable care models, although the strength of that lever
and other policy levers to spread this model to commercial payers varies. In addition, states
began the SIM Model Design process from different state policy contexts, so variation in the
policy levers that states would use is expected. For example, lowa, Illinois, and Utah already
had state legislation that enabled or required their Medicaid program to enter into payment
agreements with providers that incorporated some risk-sharing element or explicitly allowed
payments to accountable entities. In Delaware, where most Medicaid-covered lives are enrolled
in managed care, contracting with the Medicaid MCOs is a sufficient policy lever to encourage
Medicaid payments to ACOs within these MCOs; Michigan also proposed using this lever.

All states identified regulations and policies that would be barriers to allowing state
Medicaid programs to pay accountable provider networks and that would need to change.
Colorado proposed to revise a regulation that prohibited the same provider from billing for
physical and mental health care services provided to the same patient in the same day. Illinois
would change a rule that prohibits Medicaid from contracting with groups of providers, and
another rule that restricts payment for mental health services to only certain providers.

Beyond revisions to Medicaid policy, states had relatively weak policy levers to use to
align other payers in support of the accountable care model. All states implied that voluntary
cooperation of payers would yield multi-payer support of ACOs or other accountable entities.
Only Illinois, Pennsylvania, and Washington explicitly proposed using their state employee
health plan benefit program as a lever with commercial payers.

3-29
INFORMATION NOT RELEASABLE TO THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly

disclosed and may be privileged and confidential. It is for internal government use only and must not be disseminated, distributed, or copied to
persons not authorized to receive the information. Unauthorized disclosure may result in prosecution to the full extent of the law.



Some states explicitly avoided issues that require legislation, because of a political
climate favoring voluntary rather than government action (Iowa, Michigan, Pennsylvania, Utah)
or because stakeholders had the sense that passing legislation would be difficult. Stakeholders in
Utah, for example, repeatedly referred to their intention to “accelerate” and assess developments,
rather than impose selected forms of accountable care. In one case—Washington—stakeholders
noted that legislation would be possible; in most other states, however, this would be achieved
through voluntary alignment of payers, despite opinions from most stakeholders that voluntary
action would be insufficient.

Other common policy issues include removing restrictions against sharing health
information across health care providers, including proposing changes to state law (Illinois), state
regulation (Pennsylvania), and advocating for changes to federal law—for example, the law that
constrains disclosure of substance abuse treatment information without prior patient consent
(Colorado, Illinois). Michigan and Pennsylvania also identified antitrust law as a potential issue
to overcome in allowing providers to create accountable networks and payers to implement
similar payment reform, although their Plans did not propose specific policy changes.

3.4.3 Implementation

In most of the states discussed in this section, implementation of the accountable care
model in the short term seemed likely for their Medicaid programs. In fact, most states proposed
changes to Medicaid policy as the foundation supporting accountable care model
implementation. However, in four of the eight states (Colorado, Illinois, Michigan, and
Washington), some stakeholders were concerned that commercial payers may not align with the
same accountable care model that Medicaid would adopt, although this alignment generally was
expected to occur eventually.

In some states, stakeholders were positive about the feasibility of implementing this
model because of a similar existing program under Medicaid (Illinois, [owa), or other
infrastructure that would ease providers’ transition to an ACO (e.g., the Medicare Multi-Payer
Advanced Primary Care Demonstration in Michigan and Pennsylvania). In addition,
stakeholders in lowa were optimistic about implementation because: (1) the state adopted the
dominant payer’s quality measures for use in the state-contracted ACOs, and (2) 70 percent of
the state’s population receives health care benefits paid by the state and the dominant insurer.

Stakeholders identified potential threats to implementing the proposed accountable care
model related to either characteristics of the Medicaid market, commercial market, or provider
community; or the readiness of the infrastructure intended to support the accountable care model.
For example, even where Medicaid would be implementing this model, stakeholders expressed
concern about the implications for health plans and providers. In Colorado, stakeholders were
uncertain as to how the existing Medicaid behavioral health carve-out plan, which makes
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capitated payments through five regional behavioral health organizations, would integrate with a
new delivery system model. Similarly, in Michigan, some stakeholders thought requiring MCOs
to contract with or become ACOs might introduce a redundant layer of bureaucracy, since
Medicaid MCOs already engage in many ACO-like activities and are already paid on a capitation
basis (as Michigan’s ASCs could choose to be paid). The lowa Plan stated that behavioral health
care would be incorporated into the ACO delivery system model at a later stage, but doing so
would undermine efforts to redesign the Medicaid behavioral health care system already set to go
into effect.

Commercial payers’ adoption of the accountable care model also influences the potential
for implementation in states. In Colorado and Illinois, stakeholders implied that the proportion
of health care payments controlled by the state (i.e., Medicaid and potentially the state employee
benefit plan) would not be sufficient to drive change in the health care system. In Illinois, where
all but one commercial payer had business in other states, stakeholders expressed particular
doubt that the payers would adopt a common set of quality metrics or could negotiate individual
provider contracts easily.

Another overarching concern was whether providers would be willing or able to
participate in an accountable care model. Stakeholders in Colorado questioned whether
providers had the ability to take on this level of accountability; in lowa, providers were not sure
if they would qualify to participate in the proposed ACO model. In Illinois, stakeholders
expressed doubt that providers would adopt a common health IT platform to share health
information and calculate quality metrics. In Washington, stakeholders indicated that local
health departments may not have been deeply engaged early in the planning process, but they
would be necessary to support regionally based service procurement through the ACHs; some
stakeholders were pessimistic about local health departments’ support for implementation of the
ACHEs.

Yet another factor that could affect implementation of an ACO-like model is the degree
to which the infrastructure is ready to support it. For example, stakeholders in Michigan were
skeptical that planned database enhancements to support ACOs and other Plan components
would be ready in time. Stakeholders in Illinois noted that few available state agency staff had
the institutional knowledge of Medicaid to support a major new initiative like this, particularly at
the same time that other significant health care policy changes were taking effect.

One common concern across these states was that stakeholders did not know enough
about the details of how the Plans would be implemented to determine whether it would be
feasible (Delaware, Illinois, Michigan, Washington). In another state (lowa), stakeholders
expressed concerns about the ACO model itself and whether it would meet the needs of
populations (such as pediatric populations and rural populations) and be sustainable (if already-
efficient providers could not produce anticipated savings). In Washington, multiple stakeholders
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raised concerns with the feasibility of implementing ACHs that are effective in responding to
community needs. Further, stakeholders in several states questioned the adequacy of the
evidence base for adopting an accountable care model to improve patient and financial outcomes.

Finally, stakeholders in three states preparing for a fall 2014 gubernatorial race (Illinois,
Iowa, Pennsylvania) commented that a change in Governor in their state could derail the overall
direction of the delivery and payment system changes proposed in their Plans.

3.5 Episodes of Care Payment Models

Only three Model Design states—Ohio, Pennsylvania, and Tennessee—proposed
episodes of care (EOC) payment models in their respective Plans. Further, this model was not
the only delivery or payment model innovation proposed in these state’s Plans. Ohio and
Tennessee’s EOC models were similar, with both proposing to use similar policy levers.
Pennsylvania proposed EOC use as an optional strategy, with details regarding implementation
not yet defined.

All three states proposing EOC models have experience with the Innovation Center’s
Bundled Payments for Care Improvement (BPCI) Initiative. Under this model, either a single
prospective lump sum payment is made to a single provider for an illness or course of treatment
or total expenditures are retrospectively reconciled against a target price. By aligning incentives
among providers, this model has been shown to increase coordination across providers. The
extent to which the BPCI experience of organizations within Ohio, Pennsylvania, or Tennessee
substantively informed the state’s proposed approach is not clear. The Ohio Plan cited the state’s
experience with BPCI as part of the rationale for selecting an EOC approach, but stakeholders
reported that the state intends to take a new approach toward EOC rather than to expand on
previous initiatives. The Tennessee and Ohio Plans explicitly described their respective EOC
strategies as adaptations from the Arkansas EOC payment model.

3.5.1 Variations in Proposed Episode of Care Models

In Tennessee, the EOC model is one of three delivery and payment innovations proposed
in the Plan but, based on stakeholder reactions, seemed to receive the most attention and
development during the planning process. Ohio proposed its EOC model as part of a
complementary strategy to PCMH for shifting toward total cost of care accountability.
Pennsylvania proposed EOC as an optional strategy for private payers and providers to use in
conjunction with PCMH and ACO models, to align payer and provider incentives for
coordinated care around explicit conditions and clinical care pathways.

All three state Plans proposed EOC related to pregnancy services and acute asthma
exacerbations; additional episodes of care included in each state’s Plan are described in Table 3-9.
Ohio and Tennessee shared a similar strategy for selecting episodes, preferring episodes that:
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(1) represent a substantial proportion of expenditures, (2) exhibit a wide variation in costs, (3) are
already in use or perceived as feasible to implement, and (4) cover a diverse set of providers and
patients. Pennsylvania did not provide details regarding episode selection for its Plan.

Table 3-9. Initial episodes of care proposed by Ohio, Pennsylvania, and Tennessee

Initial Episodes of Care Proposed Ohio  Pennsylvania Tennessee
Chronic obstructive pulmonary disease exacerbation - X -
Congestive heart failure - X -

Joint replacement - X
Percutaneous coronary intervention for coronary artery disease

Pregnancy-related services

X X X X
>

Severe asthma exacerbation

X Indicates is present in the state’s Plan.

The Ohio and Tennessee EOC models are similar; both would use FFS payments with
additional payments made based on a retrospective assessment of quality measures and average
episode costs, and including upside and downside risk. Each payer would determine its own
gain-sharing thresholds and limits, stop-loss limits, and risk adjustment methodologies.
Pennsylvania’s approach was less defined, with options for either FFS with retrospective
payments or prospective bundled payments. In addition, Pennsylvania’s Plan would include
models with upside risk only as well as models with both upside and downside risk. Tennessee
and Ohio had similar rationales for selection of a retrospective model. Both states thought this
model would take a shorter amount of time to implement and would build on the existing FFS
model, avoiding the need for extensive provider negotiations and new business relationships
required to divide a prospective global payment.

3.5.2 Policy Levers

Tennessee and Ohio would include use of EOC models in their Medicaid MCO contracts
and possibly in contracts for their state employee health plans. Both states proposed using
Medicaid section 1115 waivers, SPAs, or both to implement. In contrast, Pennsylvania would
provide data showing cost variation to encourage voluntary adoption by its Medicaid MCOs. All
three states would rely on voluntary adoption of EOC payments among commercial insurers and
self-insured employers. However, Ohio’s Plan proposed an assertive role for the state with
respect to driving voluntary adoption of the model in the broader health care market, and
commercial payers in Ohio have demonstrated enthusiasm for this model. As part of the
planning process in Ohio, a multi-payer coalition developed an EOC charter, and this would
form the foundation of further efforts to develop and coordinate the model with payers and
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providers throughout the state. Further, the Plan stated that private payers are committed to
launching some of the episodes at the same time they are implemented in Medicaid.

3.5.3 Implementation

Ohio’s long-term goal was for 50 to 60 percent of health care spending in the state to use
an EOC model, while Tennessee’s goal was for EOC to cover between 25 and 30 percent of
Medicaid spending by 2016. Pennsylvania’s Plan did not articulate any long-term goals for the
EOC model.

Tennessee has moved forward with implementation of the EOC model within its
Medicaid program, with a 6-month test period for the three initial episodes of care beginning on
January 1, 2014, and proposed to transition to the payment model beginning in July 2014—with
projected implementation of up to 75 episodes over 5 years. Ohio would implement the five
episodes it would define within the first year of Plan implementation with up to 20 additional
episodes implemented over 3 years. Pennsylvania proposed to refine the EOC methodology
beginning in the first year, but a specific timeline for actual implementation was not specified.

Despite enthusiasm for inclusion of EOC in Ohio’s Plan, the feasibility of implementing
EOC in Ohio was less certain in the absence of a Round 2 Model Test award because, relative to
the PCMH component, stakeholders considered the work involved in implementing EOC to be
new and technically complicated. However, with adequate funding implementation was thought
to be technically and politically feasible. Although Tennessee has already moved forward with
EOC implementation in Medicaid, stakeholders were not in agreement as to whether it could be
implemented in the state employee health plan or commercial payers by summer 2014, and saw
resistance from hospitals and other providers as the biggest threat to overall implementation.
Stakeholders were also skeptical about whether Tennessee could develop up to 75 episodes as
planned, given the intense effort and process required for the first three episodes. Because EOC
was a rather minor component to Pennsylvania’s plan and portrayed as an optional strategy, the
feasibility of implementation was not mentioned by stakeholders.

3.6 Other Delivery System Enhancements

Many states’ Plans included enhancements to the health care delivery and payment
system for a particular sector, such as behavioral health and LTSS, or a special population group,
such as pregnant women, individuals at the end of life, and medically or socially complex
patients.

3.6.1 Behavioral Health Care

All states’ Plans encouraged greater integration of physical and behavioral health care,
generally through changes in payment models or encouragement of co-location of providers.
Several states proposed additional ways to enhance behavioral health care in their states. The
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Hawaii and Utah Plans included specific emphasis on enhancing telehealth and additional
training opportunities for primary care providers to facilitate access to behavioral health care.
For example, Hawaii proposed to implement learning collaboratives for primary care providers,
to increase their knowledge and training in addressing behavioral health issues within the
primary care setting. The Hawaii Plan also proposed to renew its Medicaid section 1115 waiver
to create infrastructure at the state level (funding a behavioral health coordinator and three policy
analysts) to address statewide behavioral health policy issues. Utah proposed to leverage its Area
Health Education Centers infrastructure to provide training in rural hospitals on implementing
peer support programs and telehealth, and addressing behavioral health issues.

Maryland and Michigan proposed using outside organizations (described below as
enabling strategies) to offer resources that would help integrate physical and behavioral health
care. These organizations are Community Health Hubs in Maryland and Community Health
Innovation Regions in Michigan. Finally, the Ohio and Texas Plans included a health IT strategy
to expand behavioral health care providers’ access to EHRs and HIE.

3.6.2 Long-Term Services and Supports

Plans from Colorado, Idaho, Illinois, lowa, Michigan, and Rhode Island indicated that
LTSS would be included in the global payments to principal accountable providers or other risk-
bearing entities under the new value-based purchasing models, usually in a later phase of model
implementation. New Hampshire, Tennessee, and Hawaii proposed delivery system
enhancements that apply specifically to LTSS.

The New Hampshire Plan included delivery system changes designed to increase access
to home and community based services (HCBS) within its Medicaid program using three
primary mechanisms: (1) expanding its consumer-directed care program that allows individuals
to control their own LTSS budgets; (2) establishing a “team coordinator” role—someone who
would be trained and certified to help qualified Medicaid consumers coordinate with providers
and manage budget; and (3) integrating LTSS into the health home. The New Hampshire Plan
offered additional supporting strategies, such as incorporating incentives to participate in public
health programs into the design of person-directed LTSS budgets and integrating substance
abuse treatment into LTSS. Additionally, the Plan proposed modifications to existing legislation
that would include LTSS providers as participants in the HIE. However, stakeholders expressed
concern over whether the New Hampshire Plan had sufficient buy-in from commercial insurers,
Medicaid MCOs, and providers.

The LTSS component of Tennessee’s Plan proposed to restructure payments to nursing
facilities, then payments to HCBS providers, so that payments would include some aspect of
prospective payment with an adjustment based on measures of quality. In addition, Tennessee
Medicaid would align Medicare and Medicaid benefits for dually eligible beneficiaries by
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promoting voluntary enrollment in the same MCO. This activity would be informed by an effort
funded by the Robert Wood Johnson Foundation, Quality Improvement in Long-Term Services
and Supports, which conducted its own process to garner consumer and provider feedback in
parallel with the SIM-funded process. Tennessee proposed to use a Medicaid section 1115
waiver to enable these changes in payment and managed care contracting for LTSS.

Three other states proposed LTSS-related activities to supplement the delivery system
and payment models envisioned in their Plans. Hawaii proposed to initiate or enhance activities
to increase coordination of services for aged and disabled persons, and Texas and Utah both
proposed expanding health IT access to LTSS providers.

3.6.3 Maternity Care

California, Texas, and Washington proposed activities to improve maternity care quality
and lower costs in their states. The California Plan would build on existing models within the
state and leverage the state’s purchasing power to change hospital performance in maternity care
and encourage other large employers and health plans to adopt the models. In particular, the
California Public Employees' Retirement System, which manages health benefits for state
employees, would pay hospitals a blended rate for deliveries in 2015 to eliminate the higher
reimbursements and thereby reduce incentives for elective C-sections.

The Texas Plan included “maternity homes” that it would promote through learning
collaboratives across the state. In Washington, maternity care was the focus of a set of shared
decision-making tools that the state’s Plan proposed to develop and certify. Washington would
coordinate with state-financed contractors to implement various tools available through local and
national organizations, including the Informed Medical Decisions Foundation Maternity Care
Shared Decision Making Initiative.

3.6.4 End-of-Life Care

Plans in California, Utah, and Washington outline a set of activities that would change
provider and patient behavior during end-of-life care. The California Plan proposed integration
of palliative care services in its health home model, and in parallel, would expand programs in
place at hospitals related to educating patients and providers and reducing structural barriers to
palliative care delivery. California also proposed to pursue a Medicare hospice waiver to allow
enrollees to obtain palliative and curative care concurrently.

The Utah Plan proposed to enable better end-of-life decision making across the state.
Building on work conducted by the Salt Lake City Beacon Community, a grant program funded
through the Office of the National Coordinator (ONC), the Plan proposed to automate decision-
making tools and transfer information like the electronic Physician Order of Life Sustaining
Treatment (ePOLST). Utah would rely on state investment in resources to conduct an
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educational campaign to consumers, increase use of a standard form for advanced directives, and
implement ePOLST.

Similar to its approach to improving maternity care, Washington proposed to advance the
use of shared decision making tools regarding end-of-life care. These tools would be
disseminated through the existing Dr. Robert Bree Collaborative.

3.6.5 Care for Medically or Socially Complex Patients

The delivery system and payment models most states proposed in their Plans are intended
to improve care coordination and services for medically and socially complex patients. The
Plans from Hawaii, Pennsylvania, and Rhode Island described development of supplemental
services to address the highest need patients served by the health care system. The Hawaii Plan
proposed three programs to provide direct care, coordination, and social assistance to patients
with frequent health care system encounters. These programs would focus on three high-risk
populations: high users with risk factors such as homelessness, mental illness, and substance
abuse; high users of emergency rooms in rural areas; and individuals with frequent interaction
with the justice system. These programs are also expected to reduce racial/ethnic disparities
within these populations. Hawaii proposed renewal of its Medicaid section 1115 waiver and a
Health Home SPA as policy levers for this aspect of its Plan.

Under the Pennsylvania Plan, the Pennsylvania Medicaid program would fund 50 teams
to support PCMH practices, APOs, and large primary care practices (i.e., FQHCs) to address the
needs of Medicaid patients who exceed support capacity available through the practice.

The Rhode Island Plan proposed to address the needs of high users of emergency
departments by offering alternative access points to care—such as home-based primary care,
ambulatory intensive care units, and sobering services. In addition, Rhode Island would consider
use of community health teams comprising nurses, social workers, dieticians, pharmacists, and
other professionals—outside and within primary care practices—to serve persons with
behavioral/substance abuse problems and other chronic conditions.

3.7 Enabling Strategies Overview

All states proposed strategies to enable the development or spread of delivery and
payment system reforms and increase their effectiveness. The set of proposed strategies varied
considerably across the states, but generally included activities in one or more of the following
categories: workforce development, health IT infrastructure, data aggregation and analytics,
public health approaches, infrastructure to support delivery system transformation, and consumer
engagement. Some states proposed one or more of these strategies as a main component of their
Plan, whereas others considered them as supporting activities.

3-37
INFORMATION NOT RELEASABLE TO THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly
disclosed and may be privileged and confidential. It is for internal government use only and must not be disseminated, distributed, or copied to
persons not authorized to receive the information. Unauthorized disclosure may result in prosecution to the full extent of the law.



3.7.1 Workforce Development

The Plans from all 19 states included one or more strategies for developing the health
care workforce. One of the most common strategies, proposed by 14 states, is to invest in
training that would be offered to different providers to support their involvement in new models
of care—such as team-based care or integration of primary and behavioral health care. Sources
of funding for this training varied, but included Medicaid section 1115 waiver (Illinois), Round 2
Model Test award and the Balancing Incentive Program funds (New Hampshire); or in-kind
support through changes in health education curricula (New York, Pennsylvania), other private-
sector programs (Rhode Island, Washington), ACO-provided training (Iowa), or a mix of public
and private training efforts (Utah).

Nine states proposed integrating CHWs into the health care workforce. Depending on the
state, this would require a new law (Illinois), new regulations for CHW training and certification
(Maryland, Michigan), new actions in the state executive agencies to offer credentialing
(Colorado, Rhode Island) or education (Hawaii, Washington), new funding from a Round 2
Model Test award (Maryland), or voluntary payer actions (Maryland).

Another nine states proposed enhancing their tracking of the health care workforce
census. Several states already had existing authority (Colorado, lowa, Rhode Island) or federal
funding (Hawaii) to do so. The other states suggested enhancing data collection systems and
surveillance to monitor workforce supply (Connecticut, Delaware, Michigan, New York, Ohio,
Tennessee, Utah).

At least seven states included the strategy of health care workers practicing “at the top of
their license/education/training” (Connecticut, Delaware, Illinois New York, Tennessee, Texas,
Washington). With the exception of Delaware, which proposed creating new guidelines for scope
of practice, and Illinois, which proposed new regulation, other states identified this as a goal
without citing an explicit mechanism they would use to make it happen. Four states identified
the related goal of deploying existing untapped resources within the health care workforce to
support new models of care (Idaho, Illinois, New York, Washington). For example, Illinois
proposed to credit military training toward education requirements of Illinois-approved licensed
practical nurse programs. Idaho proposed to use emergency medical services personnel to
extend the PCMH.

States also identified strategies to improve recruitment and retention of health care
providers to underserved areas, some with more specificity than others. For example, Idaho
proposed to increase funding for medical education scholarships tied to minimum in-state
practice requirements, and increase the number of medical education slots at schools with
training in rural health care. Five states proposed changes to graduate medical education (GME)
programs, such as changing the curricula; but only one state (Illinois) proposed to fund a GME
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pilot program as part of a new proposed Medicaid section 1115 waiver. Five states proposed
new loan repayment programs to align with workforce priorities, and five states proposed to
develop residency programs to help retain critical members of the health care workforce.

Finally, a few states proposed to increase the behavioral health care workforce, by
changing payment policies (Colorado and Illinois), and by increasing telehealth opportunities
and funding more counselors and therapists, peer support training and certification, and
expanded behavioral health training, mostly in rural areas (Utah). Additionally, several states
proposed to integrate lay health workers (other than CHWs) into the health care workforce
(community paramedics—Hawaii, Illinois; patient navigators—Colorado, Rhode Island; care
coordinators—Delaware; peer support counselors—Utah); and to develop the cultural
competency of the health care workforce (Connecticut, Hawaii, Washington). The policy levers
for these strategies are largely to be determined.

3.7.2 HealthIT

Enabling health IT strategies have been well under way in most states as a result of the
federal Health Information Technology for Economic and Clinical Health (HITECH) Act of
2009; and many state-led programs and initiatives either predate HITECH or were developed
soon after to leverage HITECH investments. Plans and stakeholders most commonly mentioned
ONC State HIE and Regional Extension Center Cooperative Agreements, ONC HIT Trailblazer
Initiatives, and ONC HIE Challenge Grant Programs. In addition, several states (California,
Colorado, Hawaii, Ohio, Michigan, New York, Pennsylvania, Rhode Island, Utah, and
Washington) had prior ONC Beacon Community awards to advance the use of health IT. Asa
result, all states had some mix of a preexisting state health IT strategic plan, state health IT
initiatives, or various regional health IT projects at the start of the planning process. The degree
to which health IT initiatives were already in place did not seem to influence the delivery system
and payment models that states included in their Plans; rather, states’ Plans identified a vision for
how future health care delivery would be supported by future health IT and the Plans included
strategies for the achieving the future health IT needs.

Although most states discussed the enabling health IT strategies required for Plan
implementation, few provided details or a timeline for implementation. Further, it was difficult
to discern from either the Plans or talking with stakeholders in the state what health IT strategies
were attributable to the SIM planning process and what may have already been in progress.
Stakeholders identified funding as a significant barrier to implementation of enabling health IT
strategies; hardware and infrastructure costs are the major expense, although states would also
require funding for incentives and robust technical assistance. Many states proposed a Round 2
Model Test award in addition to leveraging existing federal health IT cooperative agreements as
the source of funding for needed health IT investments. Further, lack of widespread broadband
in rural areas was identified as a barrier in some states; further investments in the general IT
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infrastructure would need to occur before further investments in health IT can be made in those
areas.

Enabling health IT strategies proposed by state Plans can be categorized as: (1)
promoting further EHR adoption and HIE connection by practices, (2) further development of
statewide HIE capacity and functionality, (3) telehealth development, and (4) consumer
engagement through technology. In many states, the proposed health IT strategies are not new,
but were adapted from existing state health IT initiatives, strategic plans, or taskforces. These
proposed strategies are briefly described below.

Electronic Health Records adoption. Because the ability to electronically share
individual clinical information among multiple providers is the cornerstone of coordinated care
envisioned under most new models of health care delivery and value-based payment, EHR
adoption is a fundamental component of almost all state Plans. As of October 2013, Model
Design and Pre-Test states varied with respect to the percentage of professionals (physicians,
nurses, and physician assistants) and hospitals within the state receiving payments under the
Medicare or Medicaid EHR Incentive Programs (see Table 3-10). As compared to professionals,
hospitals in all states are much further along with EHR adoption. Among the 19 state awardees,
Delaware, Illinois, lowa, Ohio, and Washington have the highest professional and hospital
participation; Connecticut, [daho, Texas, and Utah have the lowest participation of both
professionals and hospitals.

Whereas many states proposed to focus on increasing EHR adoption, some would focus
more on adoption of basic EHR functionality by those practices not currently using EHRs, and
others would focus on helping practices with EHRs adopt more advanced EHR features aligned
with proposed value-based payment methods. For example, New York would promote adoption
of EHRs linked to both the state’s HIE (described in more detail below) and the regional entities
that would support integrated and coordinated care through PCMHs. Common strategies
proposed by states to increase EHR adoption include technical assistance and toolkits for the
selection and implementation of robust EHR systems that would meet requirements for
interoperability and meaningful use, promotion of practice participation in existing federal and
state EHR incentive programs, and creation of new or promotion of existing state incentive
programs to promote EHR adoption. A number of states proposed to intensify efforts to
encourage EHR adoption by small and rural practices, which make up the majority of practices
that have yet to adopt EHRs. In addition, some states would target other types of providers for
EHR adoption, including behavioral health providers, long-term care providers, rehabilitation
providers, and CHWs. For example, lowa proposed to support the implementation of hosted
“EHR-light” portals for community providers who are unlikely to implement robust EHR
systems.
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Table 3-10. Share of professionals (physician, nurse practitioner, physician assistant) and
nonfederal acute care hospitals in the state paid under Medicare or Medicaid
EHR incentive programs as of October 2013 (HealthIT.gov, 2013)

Professionals Hospitals
Percent Quintile® Percent Quintile?
National 36 n/a 77 n/a

California 47 Second highest 89 Middle
Colorado* 44 Middle 84 Second lowest
Connecticut 39 Second lowest 84 Second lowest
Delaware 57 Highest 100 Highest
Hawaii 37 Second lowest 65 Lowest
Idaho 36 Second lowest 67 Lowest
Illinois 50 Second highest 91 Second highest
lowa 62 Highest 94 Highest
Maryland 33 Lowest 93 Highest
Michigan 43 Middle 82 Second lowest
New Hampshire 53 Highest 81 Second lowest
New York* 35 Lowest 87 Middle
Ohio 52 Highest 91 Second highest
Pennsylvania 46 Highest 90 Middle
Rhode Island 33 Lowest 91 Second highest
Tennessee 43 Middle 89 Middle
Texas 40 Second lowest 84 Second lowest
Utah 37 Second lowest 47 Lowest
Washington* 55 Highest 98 Highest

aQuintile based on distribution of all 50 states, not just SIM Model Design or Pre-Test states.

* Indicates Pre-Test state.

Health information exchange. In addition to EHR adoption, an existing health IT
infrastructure must be in place to facilitate the exchange of information among providers. Most
states have launched state-designated HIEs in addition to regional HIEs that may have already
existed prior to the state-designated HIE entity. As of Second Quarter 2013, only California,
New Hampshire, and Tennessee do not have broadly available HIE capabilities. In contrast,
Colorado, Delaware, Maryland, New York, Rhode Island, and Utah have broadly available
directed and query-based exchange capabilities—the latter representing a higher level of
integration and functionality.
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Despite broad availability of HIE capabilities, most states acknowledged that the promise
of more coordinated care cannot be realized unless providers (i.e., practices, pharmacies, labs,
hospitals) choose to connect their information systems to an HIE. With the exception of lowa,
all have rates of community pharmacy participation in electronic prescribing exceeding 90
percent. Table 3-11 shows the percentage of hospitals able to share laboratory results
electronically with providers outside their system, which is an important functionality for HIE
and a critical component of the care coordination required for transformation to value-based
delivery and payment models. Although some variability exists, all but two of the states are in
the top three quintiles of states ranked according to the percentage of hospitals sending
laboratory results to outside providers—suggesting an increased readiness among these states for
reforms dependent on HIE. Although much progress has been made, widespread bidirectional
exchange among private practices, hospitals, and other entities still lags in most communities.

Table 3-11. Hospitals sharing lab results electronically with providers outside their systems
as of 2012 (HealthiT.gov, 2013)

Percent Quintile®
National 36 N/A

California 53 Middle
Colorado* 71 Highest
Connecticut 75 Highest
Delaware 100 Highest
Hawaii 52 Middle
Idaho 59 Second highest
Illinois 58 Middle
lowa 35 Lowest
Maryland 70 Second highest
Michigan 69 Second highest
New Hampshire 73 Highest
New York* 72 Highest
Ohio 72 Highest
Pennsylvania 57 Middle
Rhode Island 85 Highest
Tennessee 69 Second highest
Texas 44 Second lowest
Utah 62 Second highest
Washington* 75 Highest

Source: Office of the National Coordinator for Health IT, U.S. Department of Health and Human Services
http://dashboard.healthit.gov/HITAdoption/?view=2.

2Quintile based on distribution of all 50 states, not just SIM Model Design or Pre-Test states.

* Indicates Pre-Test state.
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Many Plans proposed strategies that encourage provider connection to one or more HIEs,
and these strategies are similar to those they proposed to use for EHR adoption—technical
assistance and incentives. For example, Rhode Island proposed a multi-payer incentive for
providers to enroll in secure messaging and agree to receive alerts when patients are admitted or
discharged from the hospital; Texas proposes payer-sponsored payments to providers for HIE
connectivity and electronic reporting of quality measures to Medicaid. Targets of efforts to
increase provider HIE participation include small, rural practices and smaller or independent
laboratories and pharmacies that may not yet have connected.

Many states with less advanced HIE infrastructure would promote provider use of
directed exchange (i.e., point-to-point transmission of health information between two entities
based on specification from the Direct Project) because it can be scaled more quickly and
requires a lower infrastructure investment as compared to query-based exchange. Tennessee also
cited the ability to exchange freeform text as the rationale for directed exchange, which
stakeholders felt would better meet the needs of some kinds of providers. Enabling the ability to
send and receive hospital and emergency room admission, discharge, and transfer information
was proposed in multiple Plans within states that do not already have this capability. In states
with more advanced HIEs, the Plans proposed the expansion of HIE to include: (1) additional
types of data (e.g., medical device data, public health data, outpatient clinical data, claims data),
or (2) additional types of providers (e.g., long-term care, behavioral health, public health),

(3) interstate HIE connections, and (4) enhancements for complete bidirectional exchange. In
addition to increasing provider connectivity to HIE, some states also proposed additional
investments in HIE architecture and capacity—for example, transitioning to a centralized, query-
based exchange model over the next few years. However, we could not discern from stakeholder
interviews or state Plans whether proposed HIE investments were already part of the state’s
larger health IT strategy or a result of the Plan development process.

Most states would rely on voluntary adoption of EHR and HIE connectivity by providers.
In some states, a more aggressive technical assistance and practice facilitation approach was
proposed, while other states would use financial incentives to stimulate uptake. For example,
Tennessee would use a strategy of rewarding providers when they use health IT. Several states
proposed health IT requirements for provider participation in the Plan models, but were not clear
on whether the states would use legislative or regulatory authorities for these requirements. For
example, Illinois would propose requirements for all Medicaid providers to share patient
encounter data with health plans or the state through regional or state HIEs. Both Illinois and
Iowa would require participants in their proposed ACO model to participate in the state HIE or a
regional HIE connected to the state HIE. Similarly, Maryland would require practices to be able
to connect and receive encounter notifications (e.g., admissions, transfers, discharges) as a
requirement for certification as a PCMH in its proposed model. Rhode Island, which is unique
with respect to having a dedicated state agency to oversee health insurance, proposed using
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regulatory authorities to require that value-based contracts between providers and insurers
stipulate that providers must use an EHR that meets meaningful use requirements and fully
connects to the HIE. Rhode Island also proposed requiring providers operating within value-
based contracts to offer HIE enrollment to 90 percent of their patients.

Telehealth. Several states, including Colorado, Hawaii, Idaho, New York, Pennsylvania,
and Utah, proposed an expansion of telehealth to improve patient access to care, in most cases
building on existing initiatives or prior state plans for expansion, as opposed to originating from
the Plan development process. Most states proposing expansion of telehealth would seek to
increase patient access to specialty care through spoke and hub models that connect patients in
more rural areas to specialists located in larger communities or tertiary medical centers—
particularly to increase access to behavioral health services. However, in Idaho, the scope of
planned telehealth expansion was broader and included a vision for virtual PCMHs to extend the
reach of traditional primary care providers to areas with shortages. In these underserved areas,
CHWs and emergency medical service personnel would work with primary care providers and
multiple agencies in the region to provide coordinated primary care.

To expand access to telehealth, states proposed several levers. Hawaii proposed changes
to malpractice insurance coverage for teledelivered care through state legislative or regulatory
change. Pennsylvania intended to pursue grants that would fund telehealth services. Finally,
Utah proposed funding expansion of a state university program to provide behavioral health care
services through telehealth.

Consumer engagement through technology. A number of states proposed to increase
consumer empowerment and engagement in their care through enhanced access to their personal
health information, typically through personal health record portals. In some cases, states would
promote use of existing consumer Web portals that may be available to patients through their
provider’s EHR. Other states proposed building a new, centralized, statewide consumer portal to
allow any consumer in the state access to his/her own personal health information. The New
York Plan, for example, proposed approaches for promoting its in-development patient EHR
portal, particularly focused on making it easier for third parties (like health plans or providers) to
create tools that would encourage consumers to use the portal. Because Rhode Island law
requires that its HIE obtain an opt-in from patients to have their health data exchanged, its Plan
also proposed efforts to make it easier for patients to opt in when they sign up for public or
private sector health plans, including patient navigators who can assist.

In addition to offering consumers unidirectional access to their personal health
information, some of the states proposed additional portal functionalities, including the ability to
have secure, bidirectional electronic communication with providers (i.e., secure messaging).
Some states also proposed hosting standardized suites of tools to make care more efficient, such
as through the use of common new patient intake/history forms and streamlined consent forms
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and processes for sharing behavioral health data across providers. Some states also proposed
tools to assist patients and providers with health care decision making and care planning, such as
standard health risk assessments, end-of-life care planning tools, and patient-directed decision
aids.

3.7.3 Data Aggregation and Analytics

Most of the enabling health data aggregation and analytic strategies proposed by states
can be categorized as either (1) supporting quality and cost analysis and reporting to support the
proposed payment model, or (2) supporting public health, or both.

Quality and cost analysis and reporting. Most of the states acknowledged that the
feasibility of implementing some of the proposed value-based payment and delivery models
hinged squarely on the collective action of the state, providers, and payers with respect to further
investments in the data analytic capabilities. Some states began the Plan development process
with existing multi-payer analytic capacity, for example an APCD (see Table 3-12). In states
without an APCD or where planning for an APCD has been slow, many stakeholder discussions
during the Model Design process included development of an APCD to support the payment
models proposed and several Plans reflected this strategy. In states with existing APCDs, Plans
proposed an expansion or additional enhancements necessary to support linking of clinical and
payment data and assessment of performance at provider and population levels to support value-
based payment models.

Many states (both with and without existing APCDs) described the development of
advanced analytic and data visualization tools and reporting architecture for providers and payers
with respect to quality and cost performance. Some states proposed a Web portal for provider
and payer access to consolidated data warehouses where such tools would be used. In addition,
some states proposed that these portals could be used for smaller practices without robust EHR
or HIE capabilities to report required quality measures. Two states, Maryland and Washington,
specifically proposed to integrate geographic information systems (GIS) with claims data. Utah
is creating a Statewide Master Person Index that would allow linking of clinical, behavioral, and
APCD information on individuals and assessment of performance (via quality metrics) by
providers, ACOs, and public health. Some states also proposed enhancements for their Medicaid
Management Information Systems and other state-controlled human service databases to
facilitate data consolidation and aggregation. Two states, Idaho and Ohio, both reported that
their respective Medicaid Management Information Systems are able to be configured to support
PCMH payment models (e.g., tiered PMPM payments), and this functionality may already be in
place for states with existing Medicaid-participating PCMH programs.
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Table 3-12. Status of state all-payer claims databases in Model Design and Pre-Test states®

APCD In Planning or
State APCD Operational Implementation No APCD

California xXb - -
Colorado* X - -

Connecticut -

xX X

Delaware -
Hawaii - -
Idaho - -
lllinois - -
lowa - -
Maryland X - -
Michigan - Xe -
New Hampshire X - -
New York* - X -
Ohio - - X
Pennsylvania -
Rhode Island -
Tennessee X - -
Texas - - X
Utah X - -
Washington* XP - -

Abbreviations: APCD=all-payer claims database

@Source: APCD Council, 2014 http://www.apcdcouncil.org/state/map.

b APCD operates as a voluntary, multi-payer collaborative.
¢Michigan has an APCD-like database that supports practices involved in its statewide PCMH demonstration.
* Indicates a Pre-Test state.

X Indicates is present in the state.

Recognizing that such systems take time to build, many states proposed an incremental
approach to development. For example, Connecticut planned to standardize specifications for
payer analytics, but actual payer data would not be consolidated initially in one system; rather,
each payer would retain its own data infrastructure. Most states proposing multi-payer models
would allow payers to use their own risk stratification and attribution methods, so the extent to
which these types of payer analytics could be housed and provided centrally is not clear.
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Public health analytics. Although many states proposed a vision of consolidated claims
and clinical data, few reported specific plans for the integration of public health data. Maryland
proposed a sophisticated operational management system for its Plan that would use real-time
clinical and administrative data from the state’s HIE, GIS information, public health surveillance
data, and historical claims data to identify geographic hotspots with health disparities or that
represent a disproportionate share of health care utilization; Maryland, in fact, has been working
on a prototype system that predates the Plan development process. Similarly, Hawaii proposed
to use a more robust data infrastructure to better understand health disparities and work to
address them. Pennsylvania proposed to develop a Public Health Gateway for reporting
immunization data, cancer surveillance, syndromic surveillance, and required disease reporting
(i.e., certain infectious diseases). Delaware and Washington proposed to expand their HIEs to
accommodate public health data, and New York proposed to include population health measures
such as weight, birth outcomes, and HIV diagnoses in the quality measure dashboards that would
be used to monitor PCMH performance. Likewise, Utah proposed to make its clinical HIE a
viable platform for reporting both individual providers’ quality metrics and as a platform for
reporting community quality metrics. Lastly, Connecticut would integrate public health data into
an integrated data warehouse designed to support the proposed delivery and payment model as
part of the final phase of development.

3.7.4 Public Health

Public health strategies involve activities to improve health of populations that are not
specifically patients of any one provider or payer. In contrast to a delivery system model of care,
public health strategies are delivered outside the health care delivery system to the general
population. Often, a non—health care provider is responsible for promoting public health
strategies, and in some cases, is the backbone organization to a defined coalition for health or
accountable community for health. Common goals of public health strategies are to improve
heart health, tobacco cessation, and to reduce obesity in the general population—either through
community-based activities, or through closer relationships between clinical health care
providers and non-health care organizations (such as social services, schools, community
development organizations, transportation, parks and recreation agencies, and civic groups).

Twelve of the 19 states’ Plans proposed to expand existing strategies or establish new
entities that would address community health needs outside the clinician-patient relationship
(California, Connecticut, Idaho, Illinois, Michigan, New York, Pennsylvania, Rhode Island,
Texas, Utah, Washington); and two states (Iowa, Maryland) would leverage those entities that
already exist. Some of these states highlighted activities that build on traditional public health
functions (such as health planning and prevention services) done by existing agencies, whereas at
least nine states have or are in the process of creating new entities charged with improving
community health.
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One example of extending traditional public health functions is in the Pennsylvania Plan,
which proposed a new State Health Improvement Plan process run through its Department of
Health with stakeholder input. This process, to begin in 2014, would set forth mechanisms by
which public health and health care delivery systems could be better coordinated. Pennsylvania
also proposed to begin using GIS mapping for chronic disease surveillance. Similarly, the Rhode
Island Plan identified an opportunity to advocate with state, city, and town planning entities for
incorporating consideration of the impact their policies have on population health. Rhode Island
also proposed to create a fund to improve Rhode Islanders’ access to prevention services such as
vaccines, tobacco cessation programs, obesity prevention, and other disease-specific efforts,
regardless of payer. Similarly, the Hawaii Plan proposed to pursue a “health in all policies”
approach. Finally, the Texas Plan identified opportunities to expand existing programs to
improve diabetes self-management services, and the National Diabetes Prevention Program
(focused on preventing the onset of diabetes) for Medicaid enrollees.

The majority of states that proposed to address health needs on a community level have
designed new regionally based entities that would have some degree of responsibility for
improving community-wide health measures. Most of these entities share key features: they are
voluntary coalitions of private, multi-sector—and sometimes local public health—organizations,
but with one “backbone” or host organization; they would have access to enhanced data analysis
that helps target opportunities for health improvement by the health care delivery system, by
other non—health system policies, or both; and they would promote evidence-based public health
policies. Table 3-13 compares the names and intended role of these entities in the nine states
that proposed them.

Maryland already has 18 Local Health Improvement Coalitions in place, which are
public/private coalitions that receive funding support from the state, hospitals, and grants from
the Centers for Disease Control and Prevention; similarly, Pennsylvania has 21 existing Health
Improvement Partnership Programs registered with the state. California, Connecticut, Illinois,
Michigan, and Utah planned to pilot this concept in one to three communities. By January 2015,
Washington expected to certify these entities in three regions. Although the Idaho Plan
suggested that Regional Collaboratives in that state would support public health and local
organizations’ efforts to conduct health needs assessments and wellness activities similar to
entities in other states (as part of their work supporting primary care practices), the Plan did not
position the use of these organizations as a public health strategy.

Several states proposed mechanisms by which community organizations and accountable
entities would work together to achieve local public health goals. In Washington, this
organization would be one of nine regional ACHs, which would be responsible for oversight of
the ARBESs in addition to creating a Regional Health Improvement Plan, coordinating to develop
compacts across service providers to meet its goals, and facilitating workforce resource sharing.
Illinois also proposed development of regional hubs to coordinate public health planning on a
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regional level; but the concept of how the accountable entities would interface with these hubs

suggests a looser coordination than in other states also proposing an approach based on
accountable entities (e.g., Washington and Michigan).

Table 3-13. Names and intended role of entities to improve community health

Also Support
Health Care
State Name of Entities Primary Community-level Strategies Providers?
California Accountable Care Set goals and metrics of success, monitor data, No
Communities focus interventions on populations with
demonstrated health disparities
Connecticut Health Enhancement Implement evidence-based interventions (policy, No
Communities systems, or environmental) to address tobacco
use, nutrition, physical activity, and diabetes care;
focus on areas with health disparities
Delaware Healthy Neighborhoods Coordinate across health care and community No
organizations, set goals and create action plans,
monitor progress
Idaho Regional Collaboratives Collaborate in local health needs assessments and  Yes
implementation of wellness and quality
improvement initiatives
Illinois Regional Hubs Use enhanced data analysis, evaluate and No
promote community health interventions
lowa Blue Zones (existing) Change policy, environment, and social networks No
to improve health
Maryland Local Health Monitor progress on health outcome measures; Yes, if selected
Improvement Coalitions integrate public health and delivery system efforts to become a
(existing) new Community
Health Hub
Michigan Community Health Conduct collaborative community needs Yes
Innovation Regions assessment; prioritize and promote evidence-
based interventions; address social determinants
of health.
New York Regional Health Regional health planning to promote New York’s Yes
Improvement Prevention Agenda, linking primary care with
Collaboratives community resources
Pennsylvania  Health Improvement Address priority topics identified in the State No
Partnership Programs Health Improvement Plan; implement policy,
systems, and environment change to improve
health
Utah To be determined Develop a common health agenda for the No
community, data analysis, evaluate and promote
best practices
Washington*  Accountable Develop a Regional Health Improvement Plan; Yes

Communities (now
Collaboratives) of Health

oversee accountable risk-bearing entities in their
region; advise on Medicaid procurement in the
region; analyze and communicate data

* Indicates a Pre-Test state.
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3.7.5 Infrastructure to Support Delivery System Transformation

Infrastructure to support delivery system transformation includes organizations and
policies to provide technical assistance to practitioners. The focus of this assistance may be on
the transition to a medical home, adoption of team-based care, improvement on certain health or
cost outcome aims, integration with community resources, and readiness to participate in value-
based payment models.

Fourteen of the 19 states proposed to establish an infrastructure external to the traditional
health care delivery system that would provide practice transformation training and other
technical assistance. For example, four states proposed public-private partnerships whose sole
purpose would be to cultivate ongoing learning opportunities and sharing best practices across
health care providers: Innovation Transformation Resource Center (Illinois), the Rhode Island
Care Transformation and Innovation Center, the Health Innovation Learning Network (Texas),
and the Transformation Support Regional Extension Service (Washington). In four states, the
same organizations would be responsible for providing training to help health care providers and
others adapt to new delivery system and payment models and would foster connections between
health care and non—health care services: Colorado (the Health Extension System), Delaware
(Center for Innovation), Idaho (Regional Collaboratives), and Pennsylvania (Transformation
Support Center coordinating training and 7 to 10 regional hubs that would offer both coaching
and coordination to providers). Such centers would provide states with assistance obtaining
recognition (e.g., PCMH recognition) for participation in new payment models. Some states’
Plans would also task these entities with providing support to the health care delivery system
through workforce or HIE coordination. In addition to assistance from new organizations, states
proposed a range of other supports to providers. Washington proposed to develop and certify
decision-making tools for providers on three topics—maternity care, end-of-life care, and joint
replacement. Similarly, Texas would support providers to participate in existing diabetes
management recognition programs.

Seven states proposed mechanisms through which health care providers would receive
support in referring patients to—and coordinating with—social supports in the community. In
two of these states, the mechanism would be a set of personnel in the community who play this
role: community health teams in Rhode Island and CHWs in Delaware. The New York and
Rhode Island Plans also specified, respectively, the use of community resource registries and
comprehensive resource directories as tools to facilitate these linkages. Pennsylvania Medicaid
proposed to fund Community-based Care Management teams that would work within their
providers (and some FQHCs) to address services for the 5 percent of Medicaid enrollees with the
most highly complex physical and behavioral health and social service needs.

In five states, a designated organization would take a lead role in partnering with health
care providers to offer these services. For example, the Connecticut Plan described Designated
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Prevention Service Centers that would offer primary care practices a credible source for
evidence-based preventive services to which they could refer patients. These Prevention Service
Centers would begin with offering the Diabetes Prevention Program, Asthma Home
Environment Assessment Programs, and a Falls Prevention Program. The Maryland Plan
described community health hubs that would provide community-based interventions to specific
populations identified through claims and clinical data analysis. In the three pilot Community
Health Innovation Regions (CHIRs) in Michigan, consortia of organizations would help
providers integrate clinical, behavioral, and social services and ACO-like entities would be
required to participate in these CHIRs. In New York, Regional Health Improvement
Collaboratives would strengthen linkages between primary care providers and community
resources. Finally, in Washington, ACHs would offer help to providers in creating service
compacts and sharing workforce resources with one another.

3.7.6 Consumer Engagement

Consumer engagement strategies describe activities intended to change consumer/patient
behavior to become more involved in their health and health care decision making. These
activities include promoting patient-centered communication; changing the clinical setting to
activate patients in their own care, such as providing access to their health information; and
promoting choice architecture within insurance plans to help consumers choose the highest-value
health care services (e.g., value-based insurance design, or VBID). Seven of the 19 states
emphasized the role of consumer engagement in facilitating health improvement or health care
delivery system change. Three states (Connecticut, lowa, New York) proposed to expand or
initiate VBID to change consumer incentives for healthy behavior. The Connecticut state
employees’ health plan already has a VBID component, lowering premium costs for employees
and retirees who voluntarily choose to comply with a minimum schedule of well visits and
screening and chronic disease education programs when relevant. Other large self-insured
employers in the state also have VBID, and under the Connecticut Plan additional health plans
and employers would voluntarily adopt this approach. The Connecticut Plan also proposed a
model for providing employer-funded incentives to employees to purchase foods high in
nutrition, but did not describe how such a program would be designed or implemented. Similar
to Connecticut’s approach, the New York Plan proposed to consider an opt-in VBID model in its
state employee health plan. In addition, the New York Plan suggested steps the state could take
to encourage payers to adopt VBID approaches, such as defining VBID in regulation and
potentially including VBID as an element of rate review for health insurers. Finally, the lowa
Plan proposed to incorporate a VBID element directly into the new ACOs they would contract
with to serve individuals not eligible for Medicaid but living below the federal poverty line.
These ACOs would also eliminate financial contributions for participants who meet required
wellness activity goals.
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Six states (Connecticut, Delaware, Hawaii, New York, Rhode Island, Utah) proposed to
engage consumers by making information related to health and health care more readily
available. In Connecticut, this would include information on shared decision making with
providers and quality, cost, and price information. Similarly, New York proposed to develop a
Web site referred to as a consumer-oriented transparency portal to make a core set of quality,
utilization, and cost metrics at the facility and practice levels available to the public. The
Delaware Center for Innovation would be responsible for: (1) developing a common scorecard to
track the progress of providers across cost and quality performance and outcomes measures, and
making those results public; and (2) giving patients better access to information and resources
(e.g., disease management tools, information about local health services). Utah proposed to
conduct a public education campaign about choices in end-of-life care, to support provider
education and tools on that topic. The Hawaii Plan indicated that the state would include
consumer-facing educational materials about disease prevalence and self-management on the
same Web site where it would post health care quality and cost data. Finally, Rhode Island also
proposed to implement a navigator program, similar to the one used in its state-based health
insurance marketplace, to assist patients and consumers with their health needs and navigation of
the new value-based care delivery system.

Two states proposed to engage consumers using new health IT capacity. Both New York
and Rhode Island would encourage consumers to gain access to their EHR.

Finally, the New Hampshire Plan proposed to expand its current Medicaid program under
the CMS-funded Money Follows the Person program. Through consumer-directed purchasing of
LTSS, New Hampshire would support changes in LTSS provider capacity.

3.8 Summary of Findings

In this section, we summarize findings with respect to state context, planning process,
stakeholder engagement, models considered, enabling strategies, policy levers, and potential for
implementation.

3.8.1 State Context

The 19 states have diverse geography, laws, regulation, approaches to policy-making,
health care markets, workforce capacity, and infrastructure to support their health care systems—
leading to a different Plan design and roadmap to SIM objectives in each state. This finding is
not entirely unexpected and in many ways reflects the goal of the Model Design process, which
was for states to design transformative statewide models for health care delivery and payment
that are acceptable to state stakeholders, are feasible to implement within the state, and consider
unique state circumstances. A major contextual factor that seems to have influenced the types of
models included in a state’s Plan is whether the state already had some level of experience with
the proposed model through Medicare, its Medicaid program (e.g., through waivers), or a
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dominant commercial payer. Several states with a more competitive market cited difficulty
engaging national payer stakeholders. The readiness of a state with respect to HIE and data
infrastructure and analytics to support new delivery and payment models did not influence the
models that states included in their Plans, although it could affect the distribution of SIM funds
under a Model Test award. The latter was not within the scope of this evaluation.

3.8.2 Planning Process

All states used a planning infrastructure involving state leadership either at the
Governor’s Office level or state agency level. Most states involved contractors to support the
planning infrastructure, which often included nongovernment stakeholders organized into
advisory boards, work groups, committees, or task forces. The number of work groups and
meetings held varied greatly among states, and some states used more open processes than
others. Contractors provided significant logistical and facilitative support for meetings and
helped draft the written Plan in many states. In addition, some contractors provided significant
content expertise to the state and to the state’s work groups as different models or approaches
were discussed.

In all but a few states, stakeholders generally agreed to the Plan put forward by the state.
However, this agreement was largely qualified as agreement with the concept, but not
necessarily an agreement to participate in the models or activities proposed—because
stakeholders did not have the level of detail they felt they needed to make firm commitments or
because they were not convinced the Plan would actually move forward. But, in most of these
cases the process ended with commitments to continue to work on refining the Plan or
developing the specifics needed to put the Plan into action.

Additionally, in many states, SIM leaders managed the short planning period by
presenting initial proposals to kickstart discussions. In some cases, stakeholders viewed this
approach as constraining and not very collaborative, while in other cases this approach was
acknowledged as the only feasible way to get the task of developing a Plan done within the
allotted time.

Finally, the short time frame for planning exacerbated other challenges faced by the
states. For example, one state had turnover in SIM leadership, which resulted in a somewhat
compressed time frame for planning.

3.8.3 Stakeholder Engagement

Most states used their award to reach a broad range of stakeholders through both formal
and informal channels. States had varied success with engaging the broader payer community
beyond Medicaid, Medicaid-contracted MCOs, and state employee health plan administrators.
Stakeholders in several states commented that health insurers with mostly commercial lines of
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business were present at meetings, but did not always participate vocally. In fact, the SIM Model
Design planning process identified several barriers to participation among the payment
community, such as nationwide companies’ reluctance to engage in state-specific quality
measurement efforts. As a result, nonpayer stakeholders expressed skepticism at the level of
commitment from these payers, and payers themselves noted that the models and strategies
discussed during the planning meetings did not always contain enough detail to evaluate their
feasibility or comment on the degree to which payers could implement them.

In several states, stakeholders other than state officials, payers, hospitals, and physician
groups had a significant influence on their state’s Plan, either because they were involved in the
process by initial design or because the planning process left the door open for them to join in.
These stakeholders were pediatricians, behavioral health care providers, public health officials
and advocates, health equity experts, and advocates for persons with developmental disabilities.
CMS’s efforts to broaden states’ perspective beyond the physical health care system and
consider social determinants of health reinforced the importance of considering many of these
stakeholders’ inputs.

Finally, the degree to which states engaged consumers or their representatives also
varied. Some states used focus groups, town hall-style meetings, and Web-based comment
boxes to solicit feedback. Connecticut added independent consumer representatives to its
Steering Committee partway through the planning process—one of the few examples of
incorporating consumers in a bidirectional deliberation.

3.8.4 Health Care Delivery and Payment Models

PCMH/health home models were the most commonly selected among states that
promoted statewide changes to their state’s health care delivery system. This is perhaps not
surprising because the PCMH model has been implemented in many states already; several
organizations offer formal PCMH recognition programs using standardized criteria, and there is
a growing body of evidence for what effects PCMH has on provider and patient outcomes. In
contrast, the concept of an ACO is relatively new (McClellan et al., 2010), the definitions of
what constitutes an ACO vary across payers and states, and stakeholders in several states
questioned whether there is sufficient evidence for ACOs’ results with regard to patient and
financial outcomes. Similarly, evidence is lacking on episode-based payment models, and they
require significant technical expertise and analytic capacity on the part of payers to implement.

Although most states developed variations in one or more of three innovative delivery
and payment system models (PCMHs/health homes, ACOs, EOCs) in their Plans, other delivery
system enhancements emerged in the areas of behavioral health care, LTSS, maternity care, end-
of-life care, and care for medically or socially complex patients. These enhancements
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supplemented the proposed models in the state, or stood as complementary but parallel changes
to address specific areas identified through stakeholder processes.

3.8.5 Enabling Strategies

All states proposed enabling strategies that would support transformation of the health
care delivery system to one that could accept value-based payment and deliver high-quality
health care for lower cost. These strategies generally aim at enhancing the infrastructure
available to health care providers, health insurers, and consumers that support care delivery and
the flow of information. All states’ Plans included workforce development and health IT
strategies; other proposed enabling strategies involved data aggregation and analytics, public
health approaches, training and organizational infrastructure to support delivery system
transformation, and consumer engagement in health care.

Some of the infrastructure proposed builds on existing, familiar initiatives in states, such
as support for EHR implementation, statewide or regional HIEs, or an APCD. For example,
increasing the use of health IT is a common strategy to improve coordination of care for patients
across health care providers, on the assumption that making more health information electronic
at the point of care (via EHRs) and transferring that information (via HIEs) will create the
conditions in which providers have more complete data with which to make diagnosis and
treatment decisions. In some states, clinical data from EHRs aggregated through a query-based
HIE was the source envisioned for determining a provider’s performance on a common set of
quality measures, regardless of payer. In other states, a new or developing APCD was proposed
as the source for quality calculations, total cost of care, and efficiency metrics, on which
payment models would be based.

However, some proposed infrastructure would be entirely new for some states, such as a
new organization that would serve as a resource center to providers transitioning to a PCMH,
ACO, or other delivery system model that requires retraining providers in delivery care through
more integrated, team-based efforts. Additionally, in some states, traditional public health
functions were identified as part of the infrastructure necessary to help health care providers
achieve population health goals. New organizations or new roles for public health departments
were incorporated into states’ Plans to conduct health care workforce planning, health needs
assessments, community-based health education and promotion interventions, and health
surveillance—and in some cases, proposals were included to link funding for these functions
with funding for the health care delivery system.

Most enabling strategies focused on building infrastructure within the control of health
care and public health professionals. Some states turned to a potentially more potent but less
predictable mode for creating health system change—influencing consumer behavior. Fewer
than half the 19 states proposed one or more of these strategies for greater consumer
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engagement: promoting shared decision-making, education about choices in end-of-life care,
providing incentives for adhering to certain health care screening and chronic disease education
regimens (through VBID), and making the patient an active participant in his/her health through
more complete access to his/her health information.

3.8.6 Policy Levers

Even states that proposed similar models or enabling strategies in their Plans—and had
similar goals for health care delivery and payment system change—identified different policy
levers to achieve their vision. This occurred for three main reasons. First, the diversity in laws,
regulation, and approach to policy-making across the states yields a different roadmap for Plan
implementation in every state. For example, states with a robust regulatory mechanism for
reviewing health insurance plans (e.g., New York and Rhode Island) proposed to use that lever to
align payers around a common delivery system and payment model. However, many other states
still proposed multi-payer alignment without identifying the need to increase regulatory authority
of health insurers; instead, in these states, political pressure or state facilitation are predicted to
make change occur.

Second, in some states the roadmap for Plan implementation included removing barriers
to enacting some of the proposed changes. For states that needed to change rules about the types
of providers with which Medicaid could contract, or rules about co-location of physical and
behavioral health care providers, the most important policy levers related to undoing existing
policy specific to that state.

Third, states’ Plans left some policy levers to be determined, either because they avoided
a potentially controversial topic intentionally, discussed it but did not have the stakeholder
consensus to support a clear policy lever to force change, or believed that voluntary agreement
would be sufficient for widespread implementation. For example, many states proposed
establishing a common set of quality metrics that all payers would use in value-based purchasing
arrangements with providers, to better align providers toward improving performance on those
metrics. However, most stakeholders cited that parts of the Plan are less feasible to implement,
on the basis that achieving agreement across health care payers would be unlikely. Despite these
stakeholders’ pessimism that their states’ policy environment was not amenable to common
quality measures—perhaps the lynchpin of many states’ Plans—the planning process produced
optimism that voluntary agreement to the Plan itself may be sufficient.

3.8.7 Potential for Implementation

Most states’ Plans identified additional federal funding—through a Model Test award or
other grant funding—as an important factor facilitating implementation of the proposed models
and enabling strategies. Many states planned to use this additional funding to support the
proposed enabling strategies, particularly those having to do with providing technical assistance
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and support for delivery transformation, and for the HIE and data infrastructure and analytics
capacity to support the new delivery and payment models. Most states considered some aspects
of the Plan as feasible in the absence of a Model Test award or additional funding; typically
these were components involving Medicaid, Medicaid MCO, or state employee health reforms,
which are clearly under the control of the state. However, most states acknowledged that the
scope and timeline for implementation would be less certain in the absence of additional funding.
Although many states identified additional funding as necessary to support some of the data
aggregation analytics necessary for multi-payer and value-based models, voluntary cooperation
among payers and providers appeared to be the more critical factor in determining feasibility of
implementation in most states, and the extent to which states were able to secure this agreement
during the Model Design process varied.

In summary, all Model Design and Pre-Test states engaged a diverse set of stakeholders
in their planning process, using a variety of approaches and resulting in a range of stakeholder
response. With few exceptions, the models considered generally hewed to the familiar types:
PCMH, Section 2703 Health Homes, accountable care, and episodes of care payments. States
also proposed a variety of enabling strategies in the areas of workforce development, health IT
and data infrastructure, and facilitation of delivery transformation in support of these new
models. Although many states would leverage their role as purchasers to drive adoption,
voluntary cooperation among payers and providers would be relied on in most states; in many
cases this cooperation would depend on further specification of the model. Additional funding
would be necessary for Plan implementation in most states.
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4. Lessons Learned

As part of the State Innovation Model (SIM) Model Design and Pre-Test Evaluation, we
asked stakeholders about lessons learned during the Health Care Innovation Plan development
process and any recommendations for future efforts by the Centers for Medicare & Medicaid
Services (CMS). This section provides a summary of those responses.

4.1 Common Lessons Learned Across Model Design and Pre-Test States

The interviewees identified lessons on leadership, stakeholder engagement, time and
resources, the process, and the Plan. Lessons that were common across multiple states are listed
in Table 4-1 and briefly described by topic area below.

Table 4-1. Lessons Learned

Leadership

o The state is an appropriate and necessary, but not sufficient, leader of health care transformation.
— The Governor’s support provides visibility and gives stakeholders confidence that time spent in the
planning process will not be wasted.
— The state can leverage its role as a payer for Medicaid and state employee coverage to be a “first
mover” toward health care transformation and thereby build momentum for transformation.
— The state’s reach is limited, so it must build partnerships with private and other public sector
stakeholders in support of the Plan.
e Strong leadership can help engage stakeholders in the process.
— Leadership should have ongoing access to the Governor’s policy advisors to assure stakeholders of the
value and high visibility of the initiative.
—  Private meetings and calls to stakeholders from leadership can help open lines of communication,
identify issues, and assure stakeholders their views will be heard.
— The leadership should keep the process focused without being prescriptive.

Stakeholder engagement

o Input from all affected stakeholders should be sought early and often.
— Early engagement provides stakeholders the time to develop and provide feedback on multiple
iterations of the Plan.
— Stakeholders may need upfront education on existing services and new models of care and payment
methods.
o The type of stakeholders included in the plan development process can determine its design.
— Cast a wide net when identifying stakeholders.
— Some models may require specific expertise (e.g., payment for episodes of care requires knowledge of
the specific disease, treatment options, and management guidelines).
— Additional effort may be needed to incorporate representation from consumers and patients.
o Stakeholders can be energized by giving them both responsibility and authority.
— Involvement of the Governor and other high-level state officials can help engage stakeholders in
positions of authority.
— Work group participation allows a variety of stakeholders to be involved in a meaningful and
productive manner.

(continued)
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Table 4-1. Lessons Learned (continued)

Time and resources

The time frame for planning ultimately dictates the process used and the innovation and detail in the

resulting Plan.

— Afully open, participatory process is difficult to conduct during a constrained timeline.

— Building consensus or common understanding takes time.

— A condensed time frame will likely result in a Plan based on the expansion or enhancement of existing
initiatives, with few novel or controversial ideas.

— With a shorter time frame, fewer details of the Plan will be ironed out during the planning phase.

— Ashort time frame helps keep participants focused and engaged.

Having the right resources can make a difference.

— Having a team of staff dedicated to the transformation effort is crucial.

— Use of outside consultants and contractors can bring valuable subject matter expertise, logistical
support, and external perspectives.

— The prospect of SIM Model Test funding made broad implementation seem feasible and brought key
stakeholders to the table.

The process

Front-end planning can be critical.

— Upfront logistical planning can facilitate the difficult and time-consuming job of convening meetings
with a large number of participants.

— Upfront data gathering and synthesis can help prepare stakeholders to discuss the complex issues of
health care reform.

— The costs and returns associated with different strategies can be instrumental.

— Availability of information on any particular model can affect whether it is considered or chosen for
inclusion in the Plan.

Communication is key.

— Effectively managing the communication process is challenging and time-consuming but integral to
the success of the planning process.

— Stakeholders should be kept apprised of the process and plan elements.

— Tailored communication tools and methods may need to be developed and used with different
stakeholder groups.

— Communicate early and often.

Help stakeholders focus on the common goal.

— Efforts to pursue system-level reform require stakeholders be team players.

— Building trust and aligning incentives among stakeholders may need to occur before real collaboration
can occur.

— Successful planning needs to combine technical expertise with real-world savvy and political
influence.

The plan

Build on existing models, but make room for innovative approaches.

— Build on existing models in the state that have evidence of yielding success early on and use them as
part of the argument for moving forward with a bigger initiative.

— Allow for the submission, discussion, and integration of novel, innovative ideas into the Plan.

A trade-off exists between obtaining broad consensus on a Plan and providing details on how to

implement it.

— Building consensus is valuable, but time-consuming.

— Find the highest level of agreement across stakeholders and then work down.

— Working within a broad population framework can help engage a range of stakeholders.
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4.1.1 Leadership

Most interviewees saw the state as an appropriate and necessary leader of an effective
health care transformation planning process. The Governor’s support makes the SIM Initiative
visible and provides the credibility needed to engage stakeholders in the process. Furthermore,
the state as a major payer and regulator in the health care market yields significant power and
influence to make reform happen. Interviewees noted, however, that the state’s reach is limited
and that the design and implementation of a state-led health care transformation effort faces
several challenges. For example, gaining the cooperation of national insurance carriers may be
difficult because they must balance the demands of multiple states. The state must also align its
activities with federal Medicare payment and delivery reform efforts. Thus, although the
importance of state leadership is generally supported, many interviewees noted the need for a
health care transformation governance model that is not dominated by the state but rather one in
which the state is part of a partnership. To achieve a statewide reach and touch a preponderance
of the population, the state must seek a partnership with both state-based and national private and
other public sector interests in developing a plan to transform health care.

Interviewees also noted that the state is only as effective as the leadership guiding its
planning process. The role of leadership in securing buy-in for the state’s vision was generally
recognized. In more than one state, interviewees credited good leadership with helping engage
stakeholders in the planning process. To assure stakeholders of the value and importance of their
participation, interviewees recommended that leadership have visible, ongoing access to the
Governor or his/her policy advisors. Several interviewees noted that private meetings and calls
to stakeholders from state leaders helped open lines of communication, identify issues
stakeholders were reluctant to raise at meetings (e.g., payment issues), and assure stakeholders
their views would be heard. To maintain interest and engagement, interviewees recommended
that the leadership convene and guide stakeholders through the Plan development process
without taking it over—that is, they should keep the process focused without being prescriptive.

4.1.2 Stakeholder Engagement

In general, interviewees believed that failing to include all affected stakeholders from the
beginning of the planning process would affect Plan design and may reduce buy-in and
encumber Plan components that rely on voluntary actions during implementation. Early and
meaningful engagement of stakeholders allows them time to develop and provide feedback on
multiple iterations of the Plan.

Interviewees noted the challenge of balancing a more open approach to Plan development
with an approach employing a smaller, tighter decision-making group. A smaller group may be
more nimble and efficient, but may require redirection midstream because of the lack of buy-in
across all relevant stakeholders. Most interviewees supported inclusion of a broad, diverse group
of stakeholders but noted both pros and cons of this approach. In several cases, inclusion of
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additional stakeholder groups had a significant impact on Plan design. In Utah, for example,
adding behavioral health representatives to work groups changed the discussion greatly; initially
behavioral health was not even on the table, but it became one of four major components of the
state’s final Plan. Similarly, establishing a population health task force to engage individuals in
public health fields in Illinois enhanced proposed strategies for improving population health
outside the traditional health care system. These post-award changes in scope were viewed as
improving the outcomes of the planning process.

However, inclusiveness may come at the expense of added time and resources and a Plan
that is unfocused or favors one group over others. Considerable planning time may need to be
spent upfront educating stakeholders on existing services and new models of care so they
understand the options. For some models, specific expertise may be needed among work group
members. For example, development of payment models for target episodes of care requires
expertise on the disease, treatment options, and management guidelines. In addition, with a more
open process many more ideas may be put forth, making the discussions more diffuse and
potentially preventing development of a focus around a feasible and practical strategy. On the
other hand, an open process, in which any citizen can participate in work groups and stakeholder
meetings, can sway decisions in favor of a stakeholder group with a large active membership
relative to a group with less representation.

Not only the type of stakeholders but the position and clout of the participating
stakeholders matters. Interviewees noted that the involvement of the Governor and other high-
level state officials can attract high level and active participation in the SIM planning process
from key stakeholders. In addition, the right level of stakeholders can be energized to engage in
the Plan development process by giving them responsibility and authority. Most states set up
work groups of public and private sector stakeholders to develop the Plans. Work group
participation allows a variety of stakeholders to be involved in a meaningful and productive
manner.

When asked about the adequacy of the stakeholder engagement process, many
interviewees noted too few members whose function was to represent the patient voice. Most
states that restricted participation in the Plan development process, however, did conduct parallel
outreach to the public through listening sessions around the state, solicitations for public
comment, and public presentations. Because a public and transparent process is essential, states
need to develop procedures that ensure consumer and patient input and buy-in.

4.1.3 Time and Resources

Several state officials and other stakeholders commented on the impact the short time
frame for the Model Design phase had on the process and resulting Plan. Interviewees noted that
the 6- to 8-month time frame required an intense effort and discouraged participation among
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stakeholders who could not balance the required intensity of the process with their organization’s
other priorities. Others related that the time frame was too short to gather and synthesize
information on successful reforms in other states; develop a common understanding around the
charge of their work group; develop the needed collaboration among health systems, payers, and
community-based providers; and build the desired consensus. Stakeholders in several states
noted that to develop a Plan in the allotted time frame required that they start with either a “straw
man” proposal (i.e., an existing initiative or model that could be expanded or a novel model that
had already been vetted in a prior initiative within the state or another state). These interviewees
indicated that the result was a Plan that incorporated mostly ideas known to stakeholders and few
innovative ideas. In addition, many Plans were merely frameworks for a transformation model
and included few details on how the Plan would be implemented. In defense of the short time
frame, interviewees noted that it instilled a sense of urgency and kept the participants focused
without wearing them out—that a lengthy process could have diminished the momentum.

Besides time, stakeholders noted that the right resources contribute to the success of the
planning process. In at least one state, having a state team dedicated to the transformation effort
was critical for convening the extremely high number of meetings and individual conversations
required of the effort. Stakeholders in another state noted that the level of effort required to
develop the Plan was only met through the many in-kind hours expended by volunteer work
group leaders; for some leaders, this donation of time was onerous. The SIM Model Design
funds made it possible for states to hire consultants and contractors. Use of outside consultants
and contractors for subject matter expertise, logistical support, and an external perspective was
generally viewed as a valuable supplement to state staff. The prospect of future SIM Model Test
funding also helped the Model Design phase—it made broad implementation seem feasible and
brought key stakeholders to the table.

4.1.4 The Process

Stakeholders found front-end planning to be critical because the logistics of convening
meetings with a large number of participants is challenging, the issues addressed are complex,
and the time frame within which decisions must be reached is limited. Of particular importance
was gathering information on other payment and delivery system reform efforts both within the
state and in other states, as well as the costs and returns on investment of different strategies.
Once gathered, this information must be prepared for presentation to stakeholders in an
understandable and unbiased manner. Stakeholders in more than one state noted that the lack of
material presented on models other than the one being promoted by the state made it difficult for
them to make a case for a different model.

Stakeholders identified effective communication as another critical element. They noted
many challenges related to communication. Each state had a number of work groups, task
forces, and committees addressing different issues, models, or strategies. Effectively managing
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and coordinating the flow of information among these entities was seen as essential for creating
buy-in and designing a strong transformation plan. Of particular importance was keeping
stakeholders apprised of the planning process and proposed plan elements. This was seen as
particularly challenging, because the concepts and models are complex and stakeholders vary
widely in their background, knowledge, and training. Thus, communication may need to be
tailored to the stakeholder group. In addition, as one stakeholder noted, “there’s no such thing as
over-communication” and advocated that the state “spread the word early and often.”

Efforts to pursue system-level reform require that stakeholders be team players and keep
an eye on the common goal. When stakeholders focus too narrowly on their own agendas and do
not think broadly, tensions can rise and progress can slow. Stakeholders noted that states
without a history of collaboration may need to build trust and align incentives before the real
collaboration needed for the planning process can occur. Most collaboration will start at local
and regional levels before it occurs at the state level.

Alternative approaches to the development of public policy put differing emphasis on
soliciting recommendations from outside experts and responding to grass roots politicking by
advocacy groups. Relying entirely on outside experts may produce technically expert plans that
lack political viability or are difficult to implement, whereas a wholly political approach may
have legislative clout but questionable technical merit and little practicality. Thus, successful
planning needs to combine technical expertise with real-world savvy and political influence.

4.1.,5 ThePlan

Given the short time frame and complexity of the task, and with encouragement from
CMS, many states built their Plans on existing models within the states. Stakeholders are
familiar with the models, increasing the likelihood of their support, and the models are more
likely to yield success early on. The states could then use the success of these programs to argue
for moving forward with a bigger initiative. Stakeholders noted, however, that starting the
development process with an existing framework can substantially influence the final Plan by
discouraging innovation.

Another common theme from the interviews was that, although the draft Plans may have
a clear vision for health care redesign, they lacked detail. A Plan or model cannot be
implemented without specific components; stakeholder buy-in will depend greatly on the
inclusion or exclusions of certain components. Health plans and provider stakeholders in several
states noted that whether their organization would be involved in implementation or support all
aspects of the Plan depends on such details.

Thus, consensus is not only a good thing, but necessary for Plan implementation.
However, as many stakeholders noted, a trade-off exists between obtaining broad consensus on a

Plan and providing details on how to implement it. Furthermore, consensus-building takes time,
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and agreement at the highest level is often easier than at the lower detail level. To reach
consensus, interviewees recommended that stakeholders identify their concerns as well as where
they agreed, and that the goals of the process be clear from the outset. One state found that
working within the broad framework of population health spurred interest and participation by a
broad group of stakeholders.

4.2 States’ Recommendations for CMS

Many states commended CMS and the federal government for providing the SIM
opportunity. Stakeholders and state officials alike felt that the external funding and facilitation
from CMS were vital for the success of the planning process. They appreciated a funding
opportunity for planning which stressed innovative approaches to health care transformation that
could be tailored to their states. Along with the funding, federal endorsement of the health care
transformation planning process helped the state bring stakeholders to the table. One official in a
state that had already been considering payment innovations noted that the SIM Model Design
award allowed the state to systematically discuss key elements of its efforts, such as workforce
and health information technology (health IT), that it would not have otherwise been able to do.

Although stakeholders and state officials in the Model Design and Pre-Test states were
appreciative of the SIM awards, they had several recommendations for improving the Model
Design process. A synthesis of the recommendations common across multiple states include the
following:

* Be more specific about the required elements of the proposed models. Some
states were confused by early communication from CMS around the scope and focus
of the Plan. For example, one state representative said the requirement for the Plan to
reach 80 percent of care was clear to all stakeholders involved, but stakeholders
outside the planning group were not clear whether shared risk/savings was a required
element. Several states requested clarity from CMS around specific elements they
see as crucial for successful health system transformation, such as health IT and
health information exchange, consumer engagement, and transparency. In such cases,
the stakeholders felt the state may have been open to these strategies, but without a
minimum bar or clear expectations set by CMS, these important issues did not always
take priority. Not all state officials wanted more expectations or requirements from
CMS, however. Officials in at least one state felt blindsided by the emphasis on
reaching 80 percent of care in the state after they were committed to a narrower focus
for the SIM Initiative. Other states perceived the CMS project management process
to be too prescriptive—introducing requirements not in the solicitation and making
innovation more of a top-down than a bottom-up process, especially the selection of
issues to be addressed.

* Provide enough flexibility to design models that work best for the state.
Stakeholders recognized the Patient Protection and Affordable Care Act as a large
strategic program for transforming health care in the nation, but believed it would not
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work well unless the states were empowered. They believed that the more flexibility
CMS could give the states the better in terms of a state’s ability to complement the
SIM Initiative with other health care innovations ongoing within the state.

* Require that states involve their public health resources in the planning process.
Stakeholders in multiple states requested that CMS require states to involve their
public health resources in the planning process in a meaningful way. A stakeholder
in one state noted that payers and providers do not feel the urgency of population
health issues and recommended that CMS push or clarify the minimum level expected
of states in this area.

* Be more flexible and quicker to approve budget modifications. One state asked
for greater flexibility in budgeting the award funds, noting that the addition of a
subcontractor to conduct focus groups resulted in the contractor not being paid.
Another said that budgetary modifications need to be approved on a faster schedule.
An official for that state commented that as the state’s plans changed over time so did
their budget needs, resulting in multiple requests for budget changes.

* Medicare needs to be at the table, just to listen, if nothing else. Several states
noted the absence of a Medicare presence at the table during the planning process and
argued that this absence creates issues both with stakeholder expectations and with
the reach of the initiative to transform care. One state official noted that it would
have been helpful to have a senior-level Medicare representative listen in to gain an
understanding of the issues and determine whether support on the Medicare side was
feasible. Officials from a couple of states asked that CMS clarify the process for
states to request Medicare participation, so they could understand what could and
could not be done, and who makes those decisions. Even if Medicare cannot actively
participate in the planning process, clarification would help the state set expectations
with its stakeholders. Another state mentioned that an announcement from Medicare
that “they’re going to come in and align with what we’re doing” would be helpful.

* Provide background information to facilitate planning. Stakeholders asked that
CMS identify and share strategies and best practices that have been successful or
might be implemented nationally. In particular, they asked CMS to provide states
with summaries of evidence on the effects of different health care delivery system
and payment models. Several stakeholders believed CMS could have (1) provided
more guidance on what it saw as the best opportunities for states to lower health care
costs, improve quality of care, and raise health status, and (2) been more explicit in
framing the process around those goals.

* Promote and encourage more peer-to-peer sharing mechanisms for the states
under the SIM Initiative. Several states requested that CMS set up a peer-to-peer
sharing mechanism for the states under the SIM Initiative. A state official in one
state, for example, is very interested in learning about how projects were administered
in other states—how contractors were used is a particular interest. Related
suggestions were to organize conference calls between key stakeholders in different
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states and provide a master listing of available technical assistance with target
audiences and topics. Although CMS has provided several shared learning and
information diffusion opportunities for SIM awardees (weekly webinars from
national experts and federal agencies, group technical assistance, shared learning
platform with posted resources), many of the SIM participants were not able to access
these resources—some because they were too busy or could not attend—but others
noted that they were not aware of the resources.

* Identify neutral facilitators for the stakeholder engagement process. Some states
requested CMS’ help in identifying a “neutral” party to facilitate the stakeholder
engagement process. States asked for CMS to identify resources or consultants who
can facilitate this process.

* Provide better and more individualized communication with the state. One state
noted that efforts on this scale require a lot of pieces to be moved around, particularly
on the legislative and policy side, and that state timelines do not always correspond to
federal grant cycles. They requested better and more individualized communication
with the states, so all parties are working together and with the same expectations.

* Be realistic about short-term ROI for SIM models. States were concerned that the
expected return on investment (ROI) may not occur within the 3-year Model Test
period. They asked that CMS set more realistic expectations for ROI and allow
longer demonstration periods, noting that it is difficult to achieve ROI in just a couple
of years. One state official suggested that, instead of ROI, CMS use other measures
to evaluate progress in the initial development period—such as infrastructure
development, collaborations built, and milestones met.

* Award the Round 2 funds as quickly as possible. The time and funding gap
between the planning process and the Round 2 testing phase is problematic. Several
states expressed concern that interest among stakeholders and momentum for Plan
implementation would wane given the considerable time gap between the Model
Design/Pre-Test phase and the Round 2 Test phase. The time gap also raises practical
concerns related to retaining staff with knowledge and history of the Initiative.

* Consider weighting SIM funding in proportion to the state’s health budget. The
more populous states noted that their health care budgets were an order of magnitude
larger than those of smaller states. Because a state’s size and complexity significantly
influences the level of investments required for statewide transformation, the larger
states requested that CMS take these factors into consideration when determining
SIM Round 2 award amounts.

* Be clear about what kind of support CMS will be able to provide after the
planning process. Besides funding, states listed guidance on the types of models
states may adopt, and assurances that key CMS agencies such as Medicare would
agree to participate in implementation of the model elements that require these
agencies’ participation.
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* Better coordinate the different initiatives of the Center for Medicare and
Medication Innovation. Multiple stakeholders commented on the overlap among
various CMS demonstrations and initiatives focused on the same goals (i.e., better
care, lower costs, improved health). Because it is becoming increasingly impossible
to attribute an effect to any particular intervention, model, or strategy, they
recommended that CMS use a more logical approach for releasing requests for
proposals for grants. One state noted that the release of the Health Care Innovation
Award Round 2 request for proposals interfered with state efforts to build a strong,
statewide approach through SIM. The Health Care Innovation Awards encourage
individual entities—often key stakeholders in the SIM effort—to go off and do their
own thing rather than work with the state to develop a broader approach.

On one issue, the states had conflicting opinions and no clear, single recommendation
emerged. This issue and the states’ differing perspectives are summarized below.

* The 6-month planning window was adequate for some states but not others.
Several stakeholders and SIM staff wished they had more time to engage stakeholders
and develop and write the Plan. One SIM staff person suggested that a longer time
period with interim deadlines would have been a better approach. Another noted that
having only 6 months pushed the state to have biweekly, rather than monthly,
meetings, which was positive for the process. A third state official was disappointed
when CMS offered the 2-month no-cost extension. That official felt the Plan could
be developed in 6 months and that the extension slowed momentum among the larger
stakeholder groups. But another state official said the extension was necessary to
have a collaborative process to design the Plan and write a detailed description.
Officials in the same state said they would have planned the stakeholder engagement
process and consensus building differently had they known they would have a longer
planning period from the beginning. This would have allowed more time to get
stakeholder and public feedback on the evolving plan and to keep momentum with
internal and external stakeholders during the end phase of the design period, when no
formal stakeholder activities had been planned.
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6. California

Mark L. Graber, Nikki Jarrett, Lexie Grove
RTI International

California has a record of innovation and leadership in health care delivery, with one of
the highest rates of penetration by managed care and surpassing most states on cost and quality
benchmarks. The state also participates in a wide range of federal demonstration programs
targeting specific groups, which directly support certain components of the State Health
Innovation Plan (the Plan). To build on this foundation, Governor Jerry Brown convened a
statewide task force, the Let’s Get Healthy California (LGHC) task force, whose
recommendations served as the focus and starting point for efforts to develop the Plan under the
State Innovation Model (SIM) Model Design award. The CalSIM group, convened by the
California Health and Human Services Agency (CHHS, involved a large and diverse group of
major stakeholders and obtained input from regional and national authorities on health care
delivery to develop the Plan. Public comments were solicited during both the planning phase
and after the Plan’s release.

The Plan has four major initiatives: (1) establish health homes for medically complex
patients, (2) develop pilot accountable care communities (ACCs) that incorporate a wellness trust
as part of their long-term funding model, (3) improve maternity care, and (4) promote the use of
palliative care. Most of the proposed innovations would use voluntary, collaborative
engagement. Major state payers participated in the Plan’s development and are supportive of it,
as are important private organizations such as Blue Shield of California, the California
Endowment, and the Integrated Healthcare Association (IHA), among others. The IHA, in
particular, would be the primary forum for working out the Plans’ payment reform elements.
Additional policy levers may include Medicare hospice waivers and facilitating state legislation
(some of which has already become law).

The final Plan estimates that the first three initiatives would touch more a quarter of the
state’s population, producing estimated savings of $1.4 to $1.8 billion over 3 years. The health
homes for the medically complex patients initiative alone is projected to account for 85 percent
of the savings—as it would involve all payers and the most costly patients.

6.1 Context for Health Care Innovation

A wide range of factors were relevant to the development and shaping of the California
Plan, including California’s size and population diversity, strong political and stakeholder
support, unique health care profile, and a large number of existing health care initiatives,
especially the recent LGHC Task Force.
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Population size and regional diversity. With a population of more than 38 million in
2012, California is the most populous state in the nation. It is also one of the most economically
and socially diverse, with large disparities in health-related metrics, including cost (highest in the
Los Angeles and San Francisco metropolitan areas), managed care penetration, health care
utilization and outcomes, and number of individuals lacking insurance or from special
populations (Lewin Group, 2013; SHADAC, 2012).

Health care profile of California. Profiles of health care in California reveal many
bright spots and opportunities for improvement. A Centers for Disease Control and Prevention
(CDC) 2012 review of eight major population indicators (including the percentages who smoke,
are obese, and who exercise, and three diabetes indicators) found that California was above
national averages in every category (CDC, 2012). California also exceeds national averages in
adopting electronic health records (EHRs) and outperforms most states on Healthcare
Effectiveness Data and Information Set measures and Consumer Assessment of Healthcare
Providers and Systems surveys of patients. California is well below national averages on
preventable hospitalizations (1,046 vs. 1,395 per 100,000 per year), Medicare readmissions (16.7
percent vs. 18 percent), emergency room visits (293 vs. 411 per 1,000 per year), percentage of
low birthweight infants (6.8 percent vs. 8.1 percent), and a host of other measures. Importantly,
California’s annual spending per patient is substantially below national averages for both
Medicare ($8,975 vs. $9,477) and Medicaid enrollees ($3,527 vs. $5,325) (SHADAC, 2012).

With respect to opportunities, a notable high-cost area is at the end of life: despite having
a younger population than most states, California spends $46,000 per decedent in the last 6
months of life, placing it in the 70th percentile nationally (Dartmouth Atlas, 2013). California
also exceeds national averages on uninsured individuals (18.7 percent vs. 15.8 percent) and the
fraction of patients reporting fair or poor health status (18.7 percent vs. 16.9 percent) (SHADAC,
2012). The LGHC report also emphasized overarching issues in California, noting that “The
health care delivery system is ....fragmented, uncoordinated, and financially unsustainable”
(LGHC Task Force, 2012).

Supportive environment. Interviewees cited California’s history as providing positive
political context for health care reform. Health care reform, spurred by efforts to reduce costs
while improving quality, has involved both the public and private sectors. Additionally,
interviewees remarked on the ongoing involvement in health care reform of a number of active
foundations and academic medical centers: “There’s a very active stakeholder and advocacy
base, as well as folks in private industry who are very active in pulling people together to come
up with these reforms. Our stakeholders are not shy.”

Shift toward managed care. California, as noted, has one of the highest penetration
rates for managed health care in the nation; 48 percent of individuals are in managed care
compared to only 23 percent nationwide. Public plans include Medi-Cal, the state’s Medicaid
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program, in which over half the enrollees are covered by managed care. As of November 1,
2013, all counties offer managed care options to Medi-Cal enrollees, including children, seniors,
and persons with disabilities. Approximately 25 percent of Medicare enrollees participate in
managed care (Lewin Group, 2013).

Since the 1980s, California health purchasers and providers have been working to study
and implement various approaches to health care reform, including participation in studies of
value-based payment systems linked to managed care and integration of case management. For
example, the California Public Employees’ Retirement System (CalPERS) is currently partnering
with another large purchaser coalition in the state, the Pacific Business Group on Health, to
implement a high-intensity case management program (Davis and Long, 2013).

The LGHC Task Force and other existing health care initiatives. The LGHC Task
Force was the largest single factor influencing development of the Plan. In 2012, the Governor
signed an executive order to create the LGHC Task Force, with the charge to identify 10-year
targets to “make California the healthiest state in the nation.” The task force comprised a wide
range of public and private stakeholders. Together, they identified 39 indicators and 10-year
targets in six key health care areas, although the task force did not discuss the process and levers
through which those goals would be achieved. The SIM Model Design award became available
just as the LGHC report was issued, allowing California to immediately transition to a process of
defining how to reach the LGHC goals, building on the LGHC recommendations and the strong
network of stakeholders who had come together. One interviewee noted, ... the Let’s Get
Healthy Task Force was a really great starting point and was a catalyst for the work we’re doing.
We would not have such a robust process had it not been for the involvement of those folks in
Let’s Get Healthy previously.”

Many private and public sector programs currently in place are increasing the capacity of
providers to serve as patient-centered medical homes (PCMHs) and health homes. In the private
sector, 32 primary care practices have National Committee on Quality Assurance certification as
a PCMH, the California Primary Care Association is supporting its members’ transition to health
homes, and several public and private grants are funding initiatives to develop health homes
across the state. The state is exploring supporting health homes through a Medicaid state plan
amendment for Health Homes Planning Grant. Finally, 68 federally qualified health centers
(FQHC:s) are participating in CMS’s FQHC Advanced Primary Care Practice Demonstration.

In the area of payment reform, pilot programs in California are testing a range of models,
including “global payment, bundled payment, shared savings/shared risk within an accountable
care organization infrastructure, medical home enhanced payments, reference pricing, tiered and
limited networks, and P4P [pay for performance]” (Davis and Long, 2013).
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Ongoing health IT initiatives include San Francisco’s Web-based eReferral program,
which facilitates communication between primary care providers and specialists. A number of
organizations, including the Department of Health Care Services (DHCS), are participating in an
eHealth Initiative designed to promote health information exchange (HIE) capacity in the state.
With regard to infrastructure to support data analysis, the California Maternal Data Center
Initiative has plans to foster collection and reporting of information and performance metrics on
maternity care services to participating hospitals. California does not currently have an All
Payer Claims Database (APCD).

In addition to the initiatives already mentioned, the Plan details dozens of other initiatives
already under way across the six LGHC target areas that could serve as a foundation for further
innovation (State of California, 2013c, Appendix III, Table I1I-6). These initiatives, including
collaborative activities and investments by private stakeholder groups, were particularly salient
to the CalSIM planning effort, which used the existence of ongoing programs as a primary
selection criterion for selecting the final initiatives and building blocks included in the Plan.

6.2 Planning Infrastructure and Process

Governance and management. Endorsed by the Governor, the California Health and
Human Services (CHHS) Agency led the Plan development process. Under CHHS leadership,
the project was directed by a four-member SIM planning committee and was supported by
contracts with the University of California (UC) Davis Institute for Population Health
Improvement for management and research support, with UC Berkeley for research, and with the
Lewin Group for research and data analysis (State of California, 2013a). In addition to other
documents, the Lewin Group produced a detailed market assessment in collaboration with UC
Berkeley (Lewin Group, 2013).

Work groups. The CalSIM work group structure, shown in Figure 6-1, was based on the
six foundational building blocks identified by the LGHC Task Force, with one SIM work group
focusing on each: (1) Healthy Beginnings, (2) Living Well, (3) End of Life, (4) Redesigning the
Health System, (5) Creating Healthy Communities, and (6) Lowering the Cost of Care. Groups
1-5 were primarily headed by individuals involved with private sector stakeholder organizations.
For each work group, the state invited two to three such individuals to serve as official co-leads,
who were then tasked with selecting and inviting five to 10 additional members from other
stakeholder organizations or groups (State of California, 2013a). Work groups 1-5 included two
representatives from state agencies who served as state liaisons. Work group 6 was distinct from
the others in leadership, membership, charge, and operations. This group was co-led by the
CHHS Secretary and consisted predominantly of state officials and key private sector advisors.
Work group 6 was charged with financial impact analysis and making final decisions and
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recommendations of the Plan elements. Several work groups created subgroups to explore
specific areas or topics.

Figure 6-1.  California SIM work group structure

CA Health and Human Services Agency

Let's Get Healthy California/
CMMI State Innovation Model

3.End of Life: Maintaining Dignity and
Independence

Co-leads:

- CaliforniaHealthCare Foundation

2. Living Well: Preventing and Managing
Chronic Disease

Co-leads:

- California Primary Care Association

1. Healthy Beginnings: Laying the
Foundation for a Healthy Life
Co-leads:

- Children N
fldren Now - Coalition for Compassionate Care of

California

. . . - Kaiser Permanente
- Service Employees International Union- . .
United Healthcare Workers West - Pacific BusinessGroup on Health

State Lioisons: State Limisons:

- California Department of Public Health

State Ligisons: - California Department of Health Care

- CaliforniaDepartment of Education Services

- California Department of Public Health - California Department of Health Care

Jervices

- CaliforniaHealth and Human Services
Agency

4, Redesigning the Health System: Efficient,
Safe, and Patient-Centered Care

Co-leads:
- California Association of Physician Groups

- California Association of Public Hospitals
and Health Systems

6. Lowering the Cost of Care: Making
Coverage Affordable and Aligning
Financing toHealth Outcomes

Co-leads:

- CaliforniaHealth and Human Services
Agency
- Integrated Healthcare Association

5. Creating Healthy Communities:
Enabling Healthy Living

Co-leads:

- CaliforniaHospital Association - CaliforniaState Association of Counties

- University of California Center for Health
Quality and Innovation

- The CaliforniaEndowment

State Limisons: State Limisons:

State Lioisons:
- CaliforniaDepartment of Public Health

- CaliforniaHealth and Human Services

- California Department of Health Care Agency

Services
- California Office of Statewide Health
Planning and Development

J J/

Source: State of California, 2013a.

Each work group provided separate recommendations in three areas: payment reform,
public policy, and private sector involvement. These suggestions (40 in all) were then forwarded
by the work group co-leads to work group 6 for final consideration, facilitated by financial and
feasibility analyses provided by the Lewin Group (State of California, 2013d). Necessarily,
many recommendations were not selected for inclusion in the final Plan. Stakeholders said, for
example, that plans to include children in the health homes were not included, neither were
programs that would better align physician payments so as to encourage medical trainees to
choose primary care as a career option.
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Stakeholder engagement. With the possible exception of patients, who were not
officially represented on any of the work groups, the CHHS leadership ensured that a broad
spectrum of private and public sector stakeholders were represented in the Plan development
process, including advocacy groups, foundations, health plans, payers, provider organizations,
and academic medical centers. Each of the six work groups considered a particular niche within
the health care landscape, and the co-leads and state liaisons selected represented organizations
and agencies with leadership capabilities, expertise, and experience relevant to that work group’s
charge (see Figure 6-1). Co-leads were personally invited by the CHHS Secretary or by the SIM
Project Director. To the best of interviewees’ knowledge, all invited stakeholders accepted.
Planning members participated enthusiastically and without compensation except for meeting-
related travel. Given the size of California, work groups 1-5 met by conference call. The lack of
face-to-face meetings did not seem to affect productivity, largely because many members were
already acquainted through LGHC or other health planning projects.

The opportunity for public participation occurred through public announcements and
calls for comments during the planning phase and after release of the draft Plan. Formal and
informal comments were received in writing, via telephone calls, and from Web-based input.

Although the state convened and led the planning effort, one element of the planning was
to leave the process of generating ideas and settling on recommendations to the private sector
participants. As stakeholders confirmed, this was a “from the bottom up” process facilitated by
the earlier LGHC initiative.

Outside financial support. The CalSIM planning effort benefited from supplemental
financial support prior to receipt of the Model Design award to fund background research from
several participants, including Blue Shield of California and The California Endowment (which
also funded LGHC).

6.3 The California Plan

6.3.1 Models and Strategies

The Plan (State of California, 2013b), as noted, envisions four major initiatives and six
foundational building blocks. Appendix Table 6A-1 presents a summary of each model
proposed, including the target population, relevant existing initiatives, enabling levers, and the
parties involved in implementation.

6.3.2 Major Initiatives

Health homes for complex patients. California’s health homes initiative is intended to
address the health care costs associated with medically complex patients by improving health
status, increasing patient access to primary care, using value-based payment, and reducing
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preventable hospitalizations. As elsewhere, medically complex patients consume a
disproportionate share of health care costs in California. An independent analysis reported that
just 7 percent of Medi-Cal patients account for 73 percent of the costs (California Healthcare
Foundation, 2010). This initiative seeks to use team-based, coordinated primary care to improve
outcomes and reduce cost. Distinguishing it from most health home programs, the California
initiative will focus on the most complex patients, not on entire populations or practice panels,
although the definition of “medically complex™ has yet to be established.

This initiative will expand coordinated care in California beyond the existing public and
private sector initiatives outlined above. State purchasers and select large employers, providers,
and health plans will work to spread health homes for complex patients by: (1) working with
CMS to define the required functionality needed for a health home for complex patients to
satisfy market needs, certification requirements, and criteria from the Patient Protection and
Affordable Care Act (ACA) Section 2703; (2) requiring health plans to develop innovative
provider incentives to achieve the health home functionality specified; and (3) asking providers
to demonstrate their use of frontline and allied professionals to facilitate cultural engagement
with patients.

Accountable Care Communities. This initiative seeks to establish two to three pilot
communities that establish coalitions of health care and non—health care entities. The ACC will
address one of three chronic conditions that have demonstrated health disparities (asthma
(especially in children), diabetes, or cardiovascular disease) through common goal-setting and
implementation of community-based, prevention-oriented interventions that will yield savings
within 3 years. The model for the ACC comes from a program established in Akron, Ohio, and
adds a Wellness Trust funding mechanism in each ACC, patterned after those in Massachusetts
and North Carolina, to capture resulting savings and attract other revenue sources to reinvest into
the community. A central feature of these models is use of community health workers as bridges
among the health care system, community organizations, social service providers, and
individuals who are the focus of the initiative.

Maternity care. This initiative is designed to reduce early elective delivery rates by 50
percent to less than 3 percent by the end of 2017, reduce Cesarean section rates overall by 10
percent by the end of 2017, and increase the rate of vaginal births after Cesarean delivery from 9
percent to 11 percent by the end of 2017. It envisions four components: (1) universal hospital
enrollment in the California Maternal Quality Care Collaborative (CMQCC), (2) developing a
plan to incentivize hospitals to reduce unnecessary elective Cesarean section deliveries, (3)
working toward use of a blended payment rate for deliveries (eliminating higher reimbursements
for elective Cesarean sections), and (4) establishing a team to monitor performance targets and
troubleshoot outlier facilities, identified through the CMQCC.
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The Plan builds on recommendations from the LGHC report, and work conducted in
other states, as well as several existing California-based programs that target maternal health care
and costs. As an example, Dignity Health reduced avoidable elective Cesarean sections (State of
California, 2013Db).

Palliative care. This initiative seeks to improve palliative care practices in accord with
patient preferences, by educating patients and providers and reducing structural barriers to
palliative care delivery. Specifically, California aims to affect indicators such as the percentage
of California hospitals providing inpatient palliative care, hospice enrollment rates, the
occurrence of advanced care planning, and the rate of preventable hospitalizations. Palliative
care programs are in place in 63 percent of public hospitals in California, but only in 32 percent
of the state’s private hospitals. Moreover, as noted, the Medicare costs per decedent in
California are among the highest in the nation (Dartmouth Atlas, 2013). Surveys show a large
disconnect between patient wishes and care provided: 70 percent said they would prefer to die at
home, but 42 percent of deaths occur in the hospital. The palliative care initiative seeks to
address the misalignment between patient preferences and care delivery, by including optimal
palliative care services within the new health homes for complex patients, and by adopting new
benefit and payment reforms relating to end-of-life care. To facilitate implementation of this
initiative, the state will pursue a Medicare hospice waiver to allow curative and palliative care to
be provided simultaneously through Medicare and extend the hospice benefit to within 12
months of anticipated death.

6.3.3 Building Blocks

The Plan identifies key infrastructure components needed to promote and sustain long-
term transformation envisioned in the initiatives described above. These foundational elements
are included as the Plan’s six building blocks. They are vital to the Plan, but would also support
many other aspects of health care reform in the state beyond the SIM Initiative.

Workforce development. This building block is intended to address California’s present
and anticipated shortage of primary care medical and behavioral health professionals—a problem
it anticipates will be exacerbated by the potential addition of up to 5.9 million newly insured
persons beginning in 2014 (State of California, 2013b). The goals of this building block are to
bolster training opportunities for health workforce personnel involved in the four initiatives
described above and to increase the use of lower cost, frontline health workers. SIM funds would
be used primarily to enhance ongoing training efforts and increase the efficiency of the existing
workforce.

Health IT. California envisions this building block as a means of addressing gaps in its
health IT and HIE infrastructure. The state and private stakeholders are currently conducting
numerous initiatives to increase EHR and HIE uptake in California. This building block seeks to
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support both these existing initiatives and those in the Plan, by providing health IT support to
entities involved in health homes for complex patients and commissioning third-party business-
case analyses and additional research to examine questions relating to return on investment
(ROI).

Cost and quality reporting system. The primary objective of this building block is
creation of a cost and quality reporting system database. Working with the California Healthcare
Performance Information System—a nonprofit, public benefit corporation that has already made
significant progress in aggregating claims and eligibility data from California’s three largest
health plans—as well as the Integrated Healthcare Association, the state will explore the
benefits, drawbacks, and potential for public-private partnerships regarding an APCD, and
develop a proof-of-concept project to demonstrate the value of such a system.

Public reporting. The goal of this building block is to facilitate monitoring of LGHC
indicators and give stakeholders and the public a means of using data to improve quality and
outcomes. The state will establish a Web site that allows the public to access information on
LGHC and Plan performance metrics, health disparities in the state, and ongoing initiatives.

Payment reform innovation incubator. This building block facilitates collaborative
work to develop and spread payment reforms by expanding the membership and role of the
Integrated Healthcare Association (IHA). Appendix Table 6A-1 describes the steps IHA will
take to promote payer, provider, and purchaser collaboration on systemwide payment reform
activities.

Enabling authorities. This building block refers to the legislative and regulatory
activity that may be needed to support the four main initiatives. As described above, this
legislative and regulatory activity may include the following: (1) taking advantage of Section
2703 of the ACA to implement health homes for complex patients; (2) pursuing a Medicare
hospice waiver in support of the palliative care initiative and considering participation in a
concurrent care demonstration program; (3) reviewing the ACA’s final rule on the scope of
nonphysician providers that can be reimbursed by Medicaid for preventive services; and (4)
exploring legislation related to APCD implementation, such as a requirement that all payers in
the state participate in APCD.

6.3.4 Policy Levers

Existing and proposed policy levers for Plan implementation are listed in Appendix
Table 6A-1. The Plan envisions its six embedded building blocks as the main enablers for the
four health care initiatives. The Plan says that most of the proposed innovations can be enacted
without new authorities—that voluntary, collaborative engagement will be a major approach
used to achieve payment and programmatic reform. Major state payers, including CalPERS,
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Covered CA, and DHCS-MediCal, were involved in the development of the Plan and support its
implementation. Deriving from a process led by CHHS and strongly endorsed by the Governor,
enthusiastic cooperation is anticipated; as one stakeholder expressed: “I think it’s hard to think
of a stronger policy lever than that.”

The Plan also says, however, that a range of additional levers might be needed. For
example, regulatory or legislative actions may be necessary to mandate filing to a cost and
quality reporting system. Recent state legislation is also supportive: State Assembly Bill 361
enables DHCS to create a health home program, continuing efforts started under a prior federal
planning grant.

California participates in a wide range of federal demonstration programs targeting
specific populations, such as patients with HIV/AIDS, mental retardation, or behavioral
disability (State of California, 2012). Many of these are directly supportive of the SIM Model
Design initiatives.

California benefits from a number of private organizations that seek to promote health
care quality, equity, and value in the state. These organizations already support programs
relevant to the Plan’s success. For example:

* The California Endowment has committed $52 million over 3 years to support efforts
by the Office of Statewide Health Planning and Development to enhance the
California health care workforce, especially in underserved communities. The
Endowment also funded the LGHC Task Force and its own research relevant to
CalSIM, notably with respect to health homes.

* Blue Shield of California provided funding for research related to the workforce,
notably issues related to community health workers.

* The Pacific Business Group on Health operates a warehouse of data on Medicare and
private claims for three large insurers (although no Medi-Cal data).

* The California HealthCare Foundation funds a large demonstration project around
end-of-life issues, the Institute for Palliative Care at CSU, and the Maternal Data
Center.

* The Integrated Healthcare Association sponsors cross-stakeholder initiatives to
improve health care quality, accountability, and affordability in California and a wide
range of relevant transformative initiatives. IHA is targeted to be the primary forum
for working out details of the payment reform elements of the Plan and to develop
any needed performance metrics not already available.

* The Berkeley Forum convened cross-stakeholder discussions on payment reform.
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Provisions of the ACA also support various aspects of the Plan. Section 2703 provides
enabling mechanisms for new health homes, Section 3140 authorizes palliative care
demonstrations, and other provisions support workforce reform by expanding the reimbursable
services that can be provided by nonphysician providers.

Finally, the Plan may require federal waivers. Medicare hospice waivers may be
required, for example, to allow patients receiving hospice care to also receive curative treatments
and other Medicare-reimbursable services.

6.3.5 Intended Impact of the Plan

Estimates provided in the final Plan project that three of the four major initiatives
(palliative care, maternity care, and health homes) would touch more than 8 million individuals
in the state, roughly one quarter of the population. The ACC initiative would involve the
smallest patient cohort, given the limited scope anticipated. Estimated savings to California’s
health care marketplace from the Plan initiatives total $1.4 to $1.8 billion over 3 years;
approximately 85 percent of this amount is to be derived from the health homes for complex
patients initiative, which involves all payers and the most costly patients.

The initiatives clearly address areas of health care disparity, which are evident in
evaluating maternal health, the care of patients with chronic illness, and patients approaching the
end of life.

6.3.6 Proposed Next Steps

CHHS is conducting a series of rapid-cycle evaluations that would facilitate rapid
implementation of the proposed initiatives if the Plan is funded through a Round 2 Model Test
Award. Meetings with foundations are also being held to consider private strategies that could
complement the Plan.

Plans for administration of the testing phase have not been announced, nor have there
been any estimates of how testing funds would be allocated among the competing initiatives and
building block proposals.

6.4 Discussion

The most significant aspect of the CalSIM planning process was its intimate relationship
to the earlier LGHC Task Force report, issued in December 2012 (LGHC Task Force, 2012).
The ability to transition directly from LGHC to CalSIM planning provided a number of benefits:

* The CalSIM planning structure was based on the six goals developed by LGHC, and
many of the same committee members from LGHC continued their work for CalSIM.
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* Momentum was already established and was sustained; CalSIM hit the ground
running.

* Many of the measures to be considered had already been proposed, researched, and
vetted. The CalSIM planners were able to begin with identified goals and to build on
existing relationships between highly motivated stakeholder groups.

The relationship unquestionably facilitated timely completion of the Plan, and also its
ability to include so many different elements.

The relationship may have also created some constraints, according to stakeholders—for
example, that starting with a full slate of ideas from LGHC may have precluded consideration of
novel suggestions. However, interviewees noted that the 3-year ROI requirement in the SIM
application necessitated leveraging existing initiatives, because development of truly novel
approaches would require longer than 3 years. A second concern stakeholders expressed is that
charging each work group to make recommendations produced a large final set.

All elements of the Plan have laudable goals and provide an excellent likelihood of
improving health care quality and value in California, according to stakeholders. However,
stakeholders also had some concerns. One that emerges from review of the Plan is whether it
would reach 80 percent of the state population. Even if this were not achieved, the number of
individuals ultimately affected would likely greatly exceed the number affected by SIM
programs in smaller states, according to interviewees. A second concern noted by interviewees
is that the initiatives promoting health homes and ACCs in the Plan seem constrained and
limited. Details about these two initiatives in the Plan are scant compared to those about the
maternity care and palliative care initiatives, which are described concretely and in depth. Work
group members noted that the latter two initiatives are focused on narrow, well-described
populations, and built on existing well-defined initiatives, whereas “complex patients” and ACCs
are less concretely defined and would require further development during the SIM testing phase,
if the grant is awarded.

Participants in the planning viewed the process as important in bringing the state more
into the discussion of health care transformation: “This was the first time I’ve seen the state take
a tangible leadership role; traditionally California has been very inactive,” one stakeholder
reported. Another remarked that the true novelty of the approach was the close degree of
collaboration among a nearly complete spectrum of stakeholders—for example, private and
public payers, and providers of primary, acute, and chronic care. This kind of close collaboration
during the development phase is seen as critical to the feasibility and success of models that
involve collaboration during implementation, such as ACCs and health homes for complex
patients. However, stakeholders commented that whether these collaborations persist into the
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implementation phase remains to be seen. One stakeholder commented that there remains a
substantial element of self-interest on the part of at least some participants.

6.4.1 Critical Factors Shaping the Plan

The three most critical factors shaping the Plan were the framework and goals established
by the LGHC report, the expectations of the SIM Model Design awards (specifically the
requirement for projects to reach 80 percent of the population, and that models and strategies
proposed in the Plan would have an ROI within 3 years), and the existing programs in the state.
The work groups were organized according to LGHC goals and included many of the same
stakeholder representatives. Each work group was tasked with proposing recommendations on
how to achieve these goals (State of California, 2013c). Based on a formal analysis by the Lewin
Group, initiatives were also prioritized and selected to the extent they reached the most patients,
targeted special populations, promised the greatest ROI within 3 years, and promoted delivery
and payment reforms (State of California, 2013d). To provide ROI within 3 years, work group
members largely focused their attention on existing reform initiatives. A key factor, especially
for the maternity care and palliative care initiatives, was the ability to build on existing
programs.

Another key factor in development of the plan was the process used to create it.
Stakeholders were uniformly complimentary of the process used to develop the Plan.
Management of the process was described as exceptional, and the ability to generate a
comprehensive plan in a period of just a few months was considered the more remarkable for the
large number of stakeholders and large number of initiatives considered. Public transparency,
according to all stakeholders, was planned and achieved. Other aspects of the planning process
highlighted as important include the following:

* carly and ongoing endorsement and involvement by the Governor and CHHS
Secretary;

* excellent project management—provision by state leadership of clear guidance to the
various work groups, setting and monitoring appropriate timelines, and maintaining
constant communication with each group;

* building on earlier work—the ability to move directly from the LGHC project to
CalSIM planning was a coincidence, but highly fortuitous;

* subcontracting resource-intensive parts of the planning (e.g., financial estimates) to
the Lewin Group, UC Davis, and UC Berkeley;

* dividing up the work among the different work groups and subgroups;
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* drafting planning committee members who were committed, energetic, and
knowledgeable;

* buy-in from major purchasers; and

* strong collaboration among diverse stakeholders, including some who had not
previously had the opportunity to work together.

Contributing to the planning effort was the expertise of the people involved. As one
stakeholder summarized it: “This is really as blue ribbon a collection of people as you’ll find.”
This started at the top, with leadership provided by the CHHS Secretary and the SIM Project
Director, a highly respected and seasoned health care leader in the state. The quality of staff
continued into the work groups; many members head the largest and most important foundations,
coalitions, associations, and organizations involved in California health care.

6.4.2 Lessons Learned

The primary lessons learned from the California planning experience include the
following:

* Stakeholders can be energized by giving them both responsibility and authority.
California energized stakeholders by giving them both responsibility and authority for
developing the Plan. Leadership and empowerment from the highest levels of state
government was also seen as critical. Interviewees strongly recommended that other
states model their planning process after that of CalSIM where possible, and
referenced specifically the factors described above, which they viewed as
contributing to the success of CalSIM planning.

* Strive to incorporate better representation from patients, populations of interest,
and consumers. Work group members commended Plan leadership for convening a
diverse group of stakeholders; a few noted, however, that there could have been more
members whose official function was to represent the patient voice. Another
commented that it might have been appropriate to include representatives for senior
citizens or diverse ethnic groups, given the Plan’s goal to reach 80 percent of the
population.

* Include CMS representatives in the various discussions as an important payer.
Several individuals recommended that at least one CMS representative be included
during the planning process, given CMS’ special role as a dominant payer.

* Develop in advance a strategy for dispute resolution during work group
decision-making. Although most work groups made decisions via consensus, several
found this to be a challenging process given the short timeframe and very disparate
stakeholder views. Some felt that creation of a process for dispute resolution in
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advance would have allowed the decision-making process to proceed fairly in the
absence of complete unanimity.

6.4.3 Potential for Implementation

Stakeholders were unanimous in their belief that the proposed initiatives and building
blocks were each feasible and could be implemented successfully with appropriate funding.
Stakeholders described the Plan as ambitious, while acknowledging that many of the initiatives
were more incremental than groundbreaking, and chosen to build off existing programs.
Stakeholders expressed these perceptions about the individual initiatives:

* The Maternity Care Initiative was perceived as the easiest to implement, given the
foundational work sponsored by the California Healthcare Foundation (Maternal Care
Data Center) and others. Moreover, California already has the fifth best rates of
avoidable preterm deliveries.

* The Palliative Care Initiative was perceived as the most important, with the largest
potential for cost savings.

* ACCGs were perceived as the most important initiative for shifting health care toward
a preventive approach via financial incentivizing. Some stakeholders perceived them
as important but not innovative, noting that several areas in California already had
ongoing community-wide projects. Others believed ACCs to be one of the more
innovative initiatives proposed.

* Health Homes for Complex Patients was perceived by some interviewees as the
initiative most in need of further specification, even while acknowledging that model
programs may exist: What is a complex patient? What services would a health home
provide, and how?

6.4.4 Applicability to Other States

Each of the four major initiatives proposed in the California Plan could be adopted by
other states; indeed, several elements of the Plan (for example, the ACCs) are patterned after
successful programs elsewhere. California has a unique head start on the Maternity Care and
Palliative Care initiatives, given the many groups already engaged in these areas and the projects
already under way.

6.4.5 Limitations of This Evaluation

This case study is based on a review of of background documents, the final Plan, and
interviews with stakeholders. Because we conducted stakeholder interviews before the state
submitted its final Plan, the stakeholder comments reported here may not accurately reflect
opinions of the final Plan.
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Appendix Table 6A-1.

Models and strategies proposed in California Health Care Innovation Plan

Model type or strategy

Preexisting model,
program, or initiative
that plan incorporates
or expands

Populations addressed

Entities that will be
involved in implementation

Policy levers! (*most important, on basis of
document review and interviews)

Health homes for
complex patients

32 NCQA-accredited
patient-centered
medical homes
already in existence
in CA

PBGH’s Intensive
Outpatient Care
Program targeting
Medicare patients in
20 physician medical
groups

CA Primary Care
Association support
of patient-centered
health home
implementation
among member
clinics

Health homes
developed through
DSRIP

Bridge to Reform
Section 1115
Medicaid waiver—
expands access to
county-based Low
Income Health

Programs with
requirement that
new enrollees are
enrolled in a medical
home

Persons with more
than one chronic
condition, dually
eligible persons, and
other complex
patients

Proposed state executive branch action

*Use state health care purchasing power to
require health plans to develop innovative,
non-fee-for-service incentives for providers

Apply for Medicaid state plan amendment
(DHCS)

*Apply for and win Round 2 Model Test award
to fund training to providers and facilitate
voluntary actionss

Proposed state facilitated system change

* Jointly define required functionality needed
for health home for complex patients
(proposed action of action of state
purchasers and select large employers,
providers, and health plans)

*Develop innovative, non—fee-for-service
incentives for providers (proposed action of
select large employers)

*Ask providers to demonstrate incorporation of
frontline and allied health professionals into
their teams (proposed action of state
purchasers and select large employers and
health plans)

DHCS, state purchasers;
select large employers,
providers, and health
plans

(continued)
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative
that plan incorporates
or expands

Populations addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in implementation

Cal MediConnect—
initiative to foster
greater care
coordination for

dually eligible
individuals in eight
counties

Assembly Bill 361
(signed into law
October 2013)
authorizes the DHCS
to establish a health
homes program

Accountable care
communities

Create Wellness Trusts
and identify sustainable
financing mechanisms

Develop infrastructure
and implement
programs to address
agreed-upon priority
conditions

Use CHWs or other
frontline workers as
bridges between the
health care system,
community
organizations, social
service providers, and
individuals who are the
intervention’s focus

Persons with or at risk
for asthma,

City- and county-level
community-wide

initiatives (e.g., “Live diabetes, or
Well, San Diego!” and cardiovascular
the Beach Cities disease

Health District)

Integration of CHWs
through public health
department
initiatives in 12
counties funded by
Community
Transformation
Grants

Proposed state executive branch action
Select communities to pilot ACCs (in process)

*Apply for and win Round 2 Model Test award
to provide initial funding

State; health systems,
community organizations,
social service providers, in
selected pilot
communities

(continued)
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that plan incorporates Populations Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands addressed document review and interviews) involved in implementation
Maternity care initiative  partnership for Patients Pregnant women and Proposed state executive branch action California Maternal Quality

hospitals that work newborns * Use state health care purchasing power to: Care Collaborative, state
with six Hospital (1) require hospitals from which maternity purchasers, select large
Engagement Networks care is purchased to report data to the employers and health
to identify and spread California Maternal Quality Care plans, state team
best practices for Collaborative, and (2) implement value-
early elective delivery based purchasing program that links
reduction substantial portion of hospital payments for

California Maternal maternity care to quality measures (in
Quality Care process)
Collaborative initiative Develop a process to identify and oversee an
to improve maternal annual review of outlier hospitals
and newborn health * Apply for and win Round 2 Model Test award
though birth-related to fund blended payment rates for Medi-Cal
data reporting and and other activities described above
hospita! system Proposed state facilitated system change
quality improvement Select large employers and health plans would:
projects (1) require hospitals from which maternity

PBGH 2014 pilot care is purchased to report data to the CA
program to develop a Maternal Quality Care Collaborative and (2)
blended facility implement value-based purchasing program
payment for that links substantial portion of hospital
maternity care within payments for maternity care to quality
four hospitals and measures (in process)

medical groups

Integrated Healthcare
Association Pay-for-
Performance
Program—integration
of maternity metrics
in 2014
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

of providers and
patients in advanced
care planning

Palliative Care Action
Community—initiative
convened by the
California HealthCare
Foundation to advance
the availability of
community-based
palliative care in the
state

California State University
of San Marcos Institute
for Palliative Care—
offers replicable
education/ training
programs for health
professionals and
community members

Health plan hospital
systems pilots to
deliver new models of
care for people near
end of life, (e.g., Sharp
HealthCare Transitions
“pre-hospice” program)

that plan incorporates or Populations Policy levers! (*most important, on basis of Entities that will be
Model type or strategy expands addressed document review and interviews) involved in implementation
Palliative care initiative Coalition for Persons near the end Proposed state executive branch action state team, California
Compassionate Care of of life, dually *Review and adopt innovative benefit design HealthCare Foundation,
California engagement eligible persons and payment mechanisms related to the Integrated Healthcare

palliative care Association, organizations
Support training of current workforce regarding ~ Participating in Health
palliative care services Homes for Complex
Require health homes for complex patients to Patients Initiative
incorporate palliative care services
*Pursue a Medicare waiver regarding palliative
care services for hospice patients and align
time window for hospice with current
California law
Proposed state facilitated system change

*Incorporate palliative care services into Health
Homes for Complex Patients Initiative

(continued)
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that plan incorporates

Policy levers! (*most important, on basis of Entities that will be

Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
Workforce development  Current OSHPD Populations served by Proposed state executive branch action Entities involved in Health
workforce Health Homes for OSHPD will use $52 million grant from The Homes for Complex
investments Complex Patients, California Endowment to expand supply and Patients, Palliative Care,

Palliative Care, and
ACC Initiatives

and ACC initiatives;
OSHPD; state

capacity (through training) of workforce in
underserved communities

Identify opportunities to support workforce
training to meet initiative objectives/needs
(in process)

Apply for and win a Round 2 Model Test award
to fund (a) training programs, and (b) a multi-
stakeholder process to propose a pathway to
sustaining the CHW workforce (e.g., through
financing, potential certification)

Proposed state facilitated system change

Use payment models for Health Homes for
Complex Patients, Palliative Care, and ACCs
to create demand for integrated frontline
workers

Health IT

Provide TA to high-need

entities and

geographies developing

health homes for
complex patients
Develop and promote
third-party business
case analyses of how
technologies can
produce savings

CHHS agency plans to
connect state
government with HIE
activities in the state
through three use
cases

ONC Health IT
Trailblazer
initiative—produced
catalogue of
programs,
infrastructure, and
metrics related to
data measurement
and reporting, Ql,
and payment reforms

N/A

State; entities involved in
health homes for complex
patients initiative

Proposed state executive branch action

Commission research on options for ensuring
that data comparable to fee-for-service data
can continue to be collected to inform cost
and quality-of-care improvement efforts on a
statewide basis

*Apply for and win a Round 2 Model Test
award

(continued)
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative
that plan incorporates
or expands

Populations addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in implementation

Integrated Healthcare
Association and
California Office of
Health Information
Integrity Partnership
to demonstrate
health plan use case
for HIE

IHA inclusion of
meaningful use
metrics in pay-for-
performance
program

California Department
of Public Health
public health
reporting gateway

Cost and quality reporting CHPI effort to measure

system

Explore development of a

cost and quality
reporting system
through potential
public-private
partnerships or other
mechanism, and
develop a proof of
concept project to
demonstrate reporting
system value

health care quality
using multiple plans’
claims data

N/A

Potential state legislative action

Consider legislative options, such as legislation
to establish a state cost and quality reporting
system

State; CHPI

(continued)
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative
that plan incorporates
or expands

Populations addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in implementation

Public reporting

Web site that will (a)
report on LGHC goal
areas and indicators, (b)
identify “hot spots” of
greater health
disparities, and (c)
spotlight promising
initiatives

N/A

N/A

Proposed executive branch action
OPA or an equivalent state department to
develop Web site

*Apply for and win Round 2 Model Test award
to enhance Web site

CA OPA

Payment reform
innovation incubator

Expand IHA to include
additional stakeholders

Identify methodologies to
measure goal of
reducing fee-for-service
payments and
increasing performance-
and value-based
payments

Facilitate development of
an agreed-upon
approach to measure
total cost of care for
non—-managed care
organizations

Support initiative-specific
activities

IHA work to support
payment reform
development,
testing, and reporting

N/A

Proposed state executive branch action

*Apply for and win Round 2 Model Test award
to fund IHA activities
Proposed state facilitated system change

IHA will pursue activities as outlined in Plan

IHA and other stakeholders
to be determined

(continued)
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Appendix Table 6A-1. Models and strategies proposed in California Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that plan incorporates Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
Enabling authorities N/A Populations affected Proposed executive branch action Participating stakeholders;
by Health Homes for *Health Homes for Complex Patients: Take state legislature; CHHS
Complex Patients advantage of Section 2703 of the ACA
and Palliative Care  *pg|liative Care: Pursue a Medicare hospice
initiatives and waiver that allows Medicare enrollees to
Workforce and obtain palliative and curative care
APCD Building concurrently Potentially pursue a
Blocks demonstration program similar to the A6-

authorized “Medicare Hospice Concurrent
Care Demonstration Program”

Workforce: Review final rule for Medicaid
essential health benefits required under the
ACA that expanded the scope of
nonphysician providers who can be
reimbursed by Medicaid for preventive
services (in process)

*APCD: If a voluntary approach fails, pursue
legislative or regulatory activity related to
the development of an APCD

*Policy levers include Medicaid waivers; federal grants (including Round 2 SIM award); state laws; state regulations; state investments (e.g., in public health
programming); foundation grants; employer-led coalitions to drive change among providers, purchasers, or plans; state government-led coalitions, task
forces, or commissions to drive voluntary change among providers, purchasers, or plans; state purchasing contracts; and state-level (Governor-initiated)
executive policy directives.

Abbreviations: ACA = Patient Protection and Affordable Care Act, ACC = Accountable Care Community, APCD = all-payer claims database, CHHS =
California Health and Human Services Agency, CHPI = California Healthcare Performance Information System, CHW = Community Health Worker, DHCS =
Department of Health Care Services, DSRIP = Delivery System Reform Incentive Payments, HIE = health information exchange, IHA = Integrated Healthcare
Association, LGHC = Let’s Get Healthy California, NCQA = National Committee on Quality Assurance, ONC = Office of the National Coordinator, OPA = Office
of Patient Advocate, OSHPD = Office of Statewide Health Planning and Development, PBGH = Pacific Business Group on Health, Ql = quality improvement,
TA =technical assistance.



7. Colorado

Elizabeth Richardson, Stephen Zuckerman, Divvy Upadhyay
Urban Institute

Colorado is one of three states awarded a “Pre-test” State Innovation Model (SIM) award.
Development of the state’s Health Care Innovation Plan (the Plan) was led by the Department of
Health Care Planning and Finance (HCPF), working closely with three partners: the University
of Colorado Medical School’s Department of Family Medicine (DFM), the Colorado Health
Institute (CHI), and the Center for Improving Value in Health Care (CIVHC). The state’s Plan
builds directly on its original SIM Model Test proposal to the Centers for Medicare & Medicaid
Services (CMS), with the overarching goal to ensure that 80 percent of all Coloradans have
access to coordinated systems of care that provide integrated behavioral health care in primary
care settings. The proposed strategies in the Plan all support the goal of care integration and
include development of accountable care organization (ACO)-like care systems, statewide
expansion of integrated patient-centered medical home (PCMH) models, implementation of a
payment reform glide path that transitions providers from a predominantly fee-for-service (FFS)
model to a risk-adjusted prospective per member per month (PMPM) payment with elements of
shared savings, and development of health information technology (health IT) and data
infrastructure to support this transformation. The Plan also includes a range of strategies aimed at
linking clinical care to the public health system and other community resources and developing
workforce capacity to provide integrated care. The state will begin this process by building on
existing major initiatives, such as the federally funded Comprehensive Primary Care Initiative
(CPCI or CPC Initiative) and Medicaid’s Accountable Care Collaborative (ACC), which the
state hopes will serve as a model for other payers. Although it will apply for a Round 2 Model
Test award, Colorado will likely seek additional funding support from other grant-making
bodies, and may pursue elements of the Plan regardless of SIM funding.

7.1 Context for Health Care Innovation Plan

The Plan reflects the influence of many contextual factors. The most important include:
(1) commitment among state officials and key stakeholders to the aims and goals outlined under
the original SIM Model Test award proposal; (2) Medicaid’s existing regional ACO model,
which launched in 2011; (3) ongoing Medicaid payment reform efforts, which include an
upcoming global payment pilot; (4) existing PCMH initiatives such as the multi-payer CPCI; and
(5) the state’s health IT and data infrastructure.

Colorado’s original SIM Model Test award proposal focused on integrating behavioral
health into the primary care setting, which the state has maintained as the primary goal shaping
the Plan. This focus on care integration builds on a number of previous efforts by both the state
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and other key stakeholders active in setting the state’s health policy agenda. For example, the
Governor’s State of Health Report identifies “improving health system integration” as one of
four key focus areas for reform (Office of the Governor, April 2013), and the state is host to
several integrated care pilots. Care integration is also a major funding target for the Colorado
Health Foundation (CHF), a leading grantmaker in the state. CHF’s funded projects include
Advancing Care Together, a 4-year demonstration project aimed at testing integrated care
models (University of Colorado, 2014), and the Promoting Integrated Care Sustainability
initiative, which convened stakeholders from across the state to identify barriers to integration
and propose policy solutions (Colorado Health Foundation, 2012). In 2011, the state legislature
passed HB 11-1242, which directed HCPF to “report on state and federal laws affecting the
integrated delivery of physical and behavioral health care, as well as barriers and incentives to
delivering integrated care” (HCPF, 2012). Several of the report’s findings are reflected in the
Plan, particularly with regard to data-sharing issues, workforce training needs, and funding
streams.

The focus on care integration also reflects broader efforts to reform the state Medicaid
program. In 2008, Colorado enacted a major reform known as the ACC Program (Rodin and
Silow-Carroll, 2013). The program, which began enrolling beneficiaries in 2011, is a regional
ACO-like model. The state manages seven regional networks known as Regional Care
Collaborative Organizations (RCCOs), which in turn manage networks of primary care
providers. The RCCOs provide care management, coordination, and administrative support to
their affiliated providers, which are expected to serve as medical homes for their Medicaid
patients. This model uses an FFS plus a PMPM payment paid to both the RCCO and the medical
home, with incentivized payment and eventually a shared savings component. By September
2013, roughly 55 percent of the state’s Medicaid beneficiaries were enrolled in an RCCO
(personal communication with state official). Ultimately, the state hopes to integrate the full
range of services within the ACC program, including long-term care (LTC) (Rodin and Silow-
Carroll, 2013).

In June 2012, the state also enacted reforms to its Medicaid payment system. At present,
the state reimburses physical health services on a primarily FFS basis, while behavioral health
services are carved out and reimbursed on a capitated basis. These services are managed by five
regional behavioral health organizations (BHOs). Under HB 12-1281, HCPF was authorized to
pilot alternative payment models within the ACC program. All seven RCCOs submitted
proposals, of which one—submitted by Rocky Mountain Health Plan (RMHP)—was selected in
July 2013. Beginning in July 2014, RMHP will receive a full-risk global payment for the entire
population below 250 percent of the federal poverty level, without regard to coverage type
(HCPF, July 2013).Though the global payment still does not include behavioral health services,
because of the state’s behavioral health carve-out 1915b CMS waiver program, the pilot does

7-2
INFORMATION NOT RELEASABLE TO THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly
disclosed and may be privileged and confidential. It is for internal government use only and must not be disseminated, distributed, or copied to
persons not authorized to receive the information. Unauthorized disclosure may result in prosecution to the full extent of the law.



include efforts to integrate and coordinate behavioral health and physical health services between
the two programs.

Colorado also has several PCMH initiatives under way, the most noteworthy of which is
the federally sponsored CPCI. This demonstration includes 74 practices and is jointly funded by
Medicare, Medicaid, and eight commercial insurers (State of Colorado, December 2013).
Colorado has a highly competitive commercial insurance market, and some stakeholders saw the
CPCI as an important starting point for implementing payment reform across public and private
insurers in the state, because these insurers had already demonstrated willingness to collaborate
on this issue. Several noted that special efforts were made to align the Plan with the CPCI.

Colorado’s existing health IT and data analytics infrastructures also play a key role in the
Plan. The state has an all-payer claims database (APCD) that was established in 2010 and is
administered by CIVHC. The APCD currently provides aggregated historic claims data from
Medicaid and the 12 largest commercial payers in the state, dating back to 2009 (CIVHC,
2014a). The state also has two health information exchanges (HIEs): the Colorado Regional
Health Information Organization (CORHIO), which also serves as the Regional Extension
Center; and Quality Health Network (QHN), a member of the Colorado Beacon Consortium
(State of Colorado, December 2013).

Other existing initiatives relevant to development of the Plan include: (1) the Health
Extension System (HES) currently under development, which the state hopes to expand
statewide under the Plan; (2) the Statewide Data and Analytics Contractor, which analyzes
performance data for the ACC Program; (3) the Federation of Health Information Technology
Organizations, which represents health IT organizations in the state and serves as a forum for
aligning their efforts; and (4) the Colorado TeleHealth Network, which connects rural and urban
providers for telehealth consults.

7.2 Planning Infrastructure and Process

Colorado’s planning infrastructure and process involved a broad range of stakeholders
from the public, nonprofit, and commercial sectors. HCPF, which is the state Medicaid agency,
was the lead entity, but much of the activity carried out under the Initiative—including meeting
preparation and facilitation, stakeholder engagement, and Plan drafting—was carried out by
contractors. A significant majority of stakeholders were satisfied with both the scope and the
level of stakeholder engagement and were generally supportive of the state’s vision. However,
some concern was expressed over the level of engagement from commercial payers. Several
were uncertain whether a critical mass of insurers would be willing to participate in
implementing the final Plan, despite state efforts to include them in its design.
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Governance and management. HCPF contracted with 18 organizations to perform
various tasks related to Plan development, but they worked particularly closely with three
organizations: CIVHC, CHI, and DFM. CIVHC is a health policy organization founded in 2008
by an Executive Order of the Governor. Although once part of HCPF, CIVHC has operated as an
independent nonprofit organization since 2011. It manages the state’s APCD and serves as
convener for health policy discussions and collaborations between the public and private sectors
(CIVHC, 2014b). CHI is a health policy research firm that focuses on coverage and access issues
in the state (CHI, 2014). DFM has extensive expertise in care integration and leads the integrated
care pilot Advancing Care Together, among other initiatives (University of Colorado, 2014).

The four-person central management committee for the Initiative, which included
representation from HCPF and from these three entities, was responsible for day-to-day
coordination and communication (see Figure 7-1). Other state agencies, including the Colorado
Department of Public Health and Environment (CDPHE), the Office of Behavioral Health, and
the Governor’s Office, were represented in one or more of the committees and work groups.
Aside from the staff time devoted to administering the SIM Initiative, the state allocated no
additional state resources to support activities but used the majority of the CMS SIM Pre-test
award to support contractor activities.

Figure 7-1.  Colorado SIM Model Pre-test planning infrastructure

Management Committee
4 members
(HCPF, CHI, DFM, CIVHC)

Payer Work FUDRC Provider Special

Health

Work Group Work Group Populations

Group

Stakeholder engagement. Colorado has an established history of using stakeholder
engagement to inform its health system transformation process. The 2006 Blue Ribbon
Commission for Health Care Reform, for example, was a major multi-stakeholder process that
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produced several recommendations later adopted by the state legislature, including a Medicaid
eligibility expansion and establishment of a health insurance marketplace (State of Colorado,
December 2013). The state was able to draw significantly on those existing relationships for
putting together the initial proposal for a SIM Model Test award in 2012. Many of the key
stakeholders involved in that application also participated in further developing the Plan under
the Pre-test award. However, several interviewees noted that Plan development during the Model
Pre-test process was more inclusive and involved a broader array of stakeholders. This was
attributed both to CMS feedback on the original Model Test award proposal and to the relatively
longer timeframe available.

Stakeholders were primarily engaged through face-to-face meetings, although
information was also circulated electronically or made available on the state’s SIM Web site
(https://sites.google.com/a/state.co.us/sim-colorado/). A draft Plan was posted for public
comments on this Web site in November, and a copy of the final Plan submitted to CMS was
posted in December. In addition to the central management committee, which met weekly, the

planning infrastructure also included: (1) a steering committee made up of roughly 25 key
stakeholders, which helped prioritize or align conflicting recommendations from the work groups
and provided specific input on the Plan as it developed; (2) an advisory committee of roughly
150 stakeholders, which provided more general feedback and helped create buy-in among their
respective constituencies; and (3) four work groups that provided targeted input and feedback on
specific subject areas (providers, payers, public health, and children and youth). CHI organized
and facilitated the provider work group, while CIVHC oversaw the public health work group.
HCPF staff took the lead on the children and youth group, and also led conversations with
payers—which primarily included a handful of small and large payers HCPF deemed to be more
focused on primary care and care coordination (State of Colorado, November 2013). Some key
organizations, such as CDPHE and the Colorado Behavioral Healthcare Council (CBHC), were
represented in multiple work groups and committees. Key focal populations targeted by the Plan
included the state’s tribal and homeless populations, although these latter two populations did not
have formal work groups focused on their care needs. Instead, the state contracted with the
Colorado Coalition for the Homeless and the Metro Denver Homeless Initiative (MDHI) to
develop Plan strategies related to integrating care for the homeless (MDHI, September 2013),
while the Lieutenant Governor’s Colorado Commission on Indian Affairs (CCIA) consulted with
the state’s two Indian tribes to develop Plan strategies for their populations (CCIA, August
2013).

Just as with CIVHC, CHI, and DFM, many of the key stakeholders engaged through
these committees and work groups were also contractors tasked by the state with developing
specific input to the Plan. For example, the state contracted with CBHC to collect baseline
information about current data-sharing arrangements in place between RCCOs and BHOs, which
currently manage behavioral health services for the Medicaid population (CBHC, August 2013).
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CORHIO and QHN drafted the Plan chapter on health IT (State of Colorado, August 2013). For
the most part, stakeholders not directly contracted by the state served solely as Plan reviewers.

With a few exceptions, most interviewees were satisfied with both their level of
involvement in Plan development and the state’s willingness to incorporate their feedback.
Stakeholders in the behavioral health community were disappointed that the Plan paid relatively
little attention to primary care integration into the behavioral health setting, focusing instead on
the integration of behavioral health into the primary care setting. Some members of the steering
committee voiced concerns over the level of payer engagement in the Plan development process.
Although the state made efforts to include commercial payers, it was not clear to some
stakeholders whether there will be enough buy-in to ensure that reforms reach 80 percent of the
population. National carriers were seen as being more challenging to engage—as juggling the
demands of operating in multiple states and, therefore, tending to be less flexible in their
decision-making process. A similar point was made with regard to Medicare. Colorado is
involved in several federally funded initiatives, and has found it challenging to develop a Plan
that aligned—or at least did not conflict—with the requirements of those existing CMS
Initiatives.

7.3 The Colorado Plan

The Plan includes specific payment and delivery models, strategies, and policy levers to
support the state’s ultimate goal of ensuring that 80 percent of Coloradans have access to
“coordinated systems of care that provide integrated behavioral health care in primary care
settings” by 2019. The state sees the Plan as a starting point on a path to creating statewide
ACO-like systems of care that also integrate public health, oral health, LTC, and social and
community support services. These ACO-like systems of care will gradually transition from FFS
plus care coordination payments toward prospective global payment systems that align across
public and private payers.

7.3.1 Models and Strategies

All the innovations proposed in the Plan support the broader goal of ensuring access to
coordinated, fully integrated systems of care. These innovations include: (1) an ACO-like
delivery model built on a foundation of integrated medical homes, (2) infrastructure to support
practice transformation and population health, (3) workforce development, and (4) enhanced
health IT and data analytics capacity. The specific models and strategies proposed all fall within
these broader categories. Appendix Table 7A-1 provides a summary description of the
innovations proposed in each category, initiatives on which they are built, populations they
address, policy levers proposed, and implementation entities.
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ACO-like and PCMH models. The Plan proposes coordinated, ACO-like systems of
care that integrate the full spectrum of physical, behavioral, public health, oral health, LTC, and
community and social support services. As a starting point in the transition to these fully
integrated systems, the state plans to focus initially on integrating behavioral health into the
primary care setting, largely through continued development and expansion of PCMH. This is an
approach the state refers to as the Colorado Framework. The Plan is not prescriptive as to the
precise administrative structure of the broader ACO-like systems and leaves open the question of
how the state is to create them. Instead, the primary focus of the Plan is implementation of the
Colorado Framework.

The starting point for behavioral health and primary care integration is to be the state’s
existing PCMH foundation and the integrated care programs already under way, particularly
those operating within the state’s ACC Program and the CPCI. To support this transitional path,
the state proposes a payment reform “glide path,” which begins with FFS plus care coordination
payments and gradually transitions to prospective PMPM payments, with some element of
shared savings and risk-bearing. This payment model is geared toward the primary care
providers who are the initial focus of the Plan. The state’s ultimate goal is a prospective global
payment that will support the broader vision of ACO-like coordinated systems of care, although
the details of this transition are not explicitly defined.

The Plan outlines a primary care/behavioral health “integration continuum” modeled
after the Agency for Healthcare Research and Quality Lexicon for Behavioral Health and
Primary Care Integration, and includes three basic categories of service integration: coordinated,
co-located, and integrated (Peek et al., 2013). The ultimate goal is for practices to have a
behavioral health provider onsite and operating as part of the primary care team. To account for
population variation and differing levels of practice readiness, the state has defined two scopes of
integration. In the first, primary care practices focus on those behavioral health conditions
(Scope I services) that commonly present in primary care (e.g., anxiety, depression, Attention
Deficit Hyperactivity Disorder, risky substance use). In the second, practices will be able to
provide Scope 1 services and also to identify and treat more complex patients presenting with co-
occurring behavioral health and chronic conditions. The state has also (1) identified the key
elements and competencies that practices will need to implement (such as team-based care and
enhanced data analytic capacity) to move along the integration continuum, and (2) highlights the
special needs of three subpopulations: the homeless, tribal populations, and children and youth.

Infrastructure to support delivery system transformation. The vision for supporting
practice transformation goes beyond payment method. The state also proposes to implement an
HES that will provide a range of services, including assessing practice readiness for integration,
connecting those practices with the resources and technical assistance they require, and linking
them with insurers once they have met the readiness criteria outlined in the Plan. The HES is
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currently under development by a broad range of stakeholders, including DFM, CIVHC, and
CDPHE. It builds on the concept of a Primary Care Extension Service described under Section
5405 of the Patient Protection and Affordable Care Act, but focuses on connecting practices to a
broader range of community resources. The HES is also to be a key mechanism for connecting
the public health system more directly with clinical care, by linking practices to local public
health resources and other community and social supports.

Workforce development. The Plan’s workforce development strategies include building
a more detailed knowledge base about the state’s current workforce needs; improving
recruitment, training, and retention of a range of health personnel; reducing regulatory and policy
barriers to collaboration between physical and behavioral health personnel; and broader
deployment of paraprofessional public health workers, such as community health workers and
patient navigators.

Enhanced health IT and data analysis. The state proposes to build on its existing health
IT and data infrastructure through seven broad strategies: (1) promoting adoption of health IT
tools that facilitate the provision of integrated care; (2) broadening provider connection to the
state’s HIE and developing the HIE’s capacity to exchange both physical and behavioral health
patient data; (3) developing and deploying training criteria on data sharing and privacy
regulations; (4) improving and aligning state agency health IT efforts; (5) seeking ways to revise
state and federal regulations around information sharing and patient consent; (6) developing
better linkage of the public health system to existing HIE infrastructure; and (7) investing in rural
and frontier health IT capacity, including telehealth.

7.3.2 Policy Levers

Existing and proposed policy levers for Plan implementation are listed in Appendix
Table 74-1. The key policy levers identified in the Plan include a Round 2 Model Test award
and a mix of additional state legislative, executive, and regulatory actions; and voluntary action
in the nonprofit and private sectors. However, many of the tasks detailed in the Plan do not have
a clear policy lever. Where a policy lever is described, it tends to involve building on initiatives
and infrastructure already in place. CIVHC developed an extensive inventory of these activities,
which is included in the Plan. Certain initiatives, however, are of greater relevance to Plan
implementation. The CPCI, for example, is mentioned several times throughout the Plan as a
starting point for aligning quality measures and payment methods across payers. The state also
proposes to expand its existing ACC initiative to encompass the entire Medicaid population and
will pursue a Section 2703 Health Homes state plan amendment (SPA) to develop integrated care
within behavioral health settings for beneficiaries with serious mental illness. The Plan does not
propose any additional federal waivers or SPAs, although it acknowledges that such action may
be necessary as the state begins to implement its broader ACO-like model.
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The Plan also identifies several short- and long-term changes that will need to occur at
both the state and federal levels to support the transition to integrated care—particularly those
related to information sharing, regulation and oversight of behavioral and physical health
providers, and the various funding streams that support service provision. However, it does not
lay out specific policy levers it will pursue to address these needs; rather, it proposes to assess
the state’s existing legal and regulatory framework and conduct a survey of other states’ systems
to identify best practices in building a legal infrastructure that can support integration. If needed,
the state may then take steps to revise those laws and regulations.

Aside from leveraging the work being done under the multi-payer CPCI, the Plan also
does not detail how the commercial sector will align with the payment model being proposed,
although the implication is that this will occur through voluntary action. Neither does the Plan
describe how the HES infrastructure to support practice transformation will be funded, although
the Plan notes that this initiative is currently under development.

7.3.3 Intended Impact of the Health Care Innovation Plan

Aside from the previously noted goals related to integration and care coordination, the
Plan outlines several other intended outcomes. Specifically, the state aims to improve overall
performance on chronic disease and behavioral health indicators, reduce and maintain the
average annual growth rate of health care spending to or below the rate of overall inflation, and
improve patient experience with health care services. The specific evaluation measures it plan to
use have not been finalized, but are to align with existing measures for initiatives already under
way in the state, particularly the ACC Program and CPCI. No stakeholders expressed serious
doubts over the Plan’s potential to reach 80 percent of the population. Doubts that were
expressed centered on issues related to feasibility, because reaching 80 percent of the population
will require broad buy-in from the commercial sector and significant state and federal
investment.

7.3.4 Proposed Next Steps

Colorado will pursue a Round 2 Model Test award, but the Plan indicates—and state
officials confirmed—that the state will attempt to implement the Plan regardless of whether it
receives this funding. However, if such funding is not forthcoming, the state will be obliged to
implement the Plan’s recommendations on a phased or partial basis. Colorado has several
foundations that can provide limited grant funding to support these efforts.

The Plan does not describe a specific management structure for Plan implementation,
although it does state that primary ownership of the Plan is to rest with the administration, with
ongoing support from stakeholders.
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7.4 Discussion

Colorado’s Plan was heavily influenced by the original SIM Model Test award proposal
process. Participating stakeholders in the Model Pre-test development process were asked to
identify the elements or strategies that were missing from the model developed under the earlier
process, rather than to propose new models. This approach to Plan development was seen as an
essential strategy for streamlining the consultation process and managing the flow of information
between the state and external stakeholders. The structure of the various committees and work
groups also facilitated the communication process—by allowing the state to get detailed input
from key stakeholders in the steering committee and work groups while also increasing buy-in
through broad engagement of the advisory committee.

Stakeholders commented that addressing some of these barriers may be politically
difficult, particularly those relating to the state’s Medicaid managed behavioral health care
program. Overall, however, Colorado implemented a multi-stakeholder engagement process that
ultimately produced a Plan that was broadly supported stakeholders.

7.4.1 Critical Factors That Shaped the Health Care Innovation Plan

The key proximate factor shaping both the development and final contents of the Plan
was the momentum created by the initial SIM Model Test award application in 2012. Although
the final Plan includes many new elements and involved a broader array of stakeholders than the
original proposal, the central goal is essentially the same: to integrate behavioral health into the
primary care setting as part of a first step in building fully integrated care systems. The
momentum behind this goal was built on several contextual factors, including a generally
supportive political environment and broad agreement in the policy community that care
integration is a desirable goal. Both the Governor’s Office and the legislature have taken an
active role in health care reform. The state voted to expand Medicaid and establish a state-based
health insurance marketplace, among many other efforts. One stakeholder reported that this focus
area was directly informed by the original SIM testing proposal.

The new elements of the Plan—which include a greater focus on health IT, details on
practice transformation and payment reform processes, an increased role for the public health
system, and specific considerations for the needs of special populations—reflect both informal
feedback from CMS on the original Model Test proposal and the state’s Plan development
process, which involved a broader range of people. The steering committee, advisory committee,
and work group meetings allowed stakeholders multiple opportunities to provide feedback, but
much of the actual drafting of the Plan was done by contractors—CHI, CIVHC, and DFM, in
particular—with specialized experience or skill sets.
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Some of the people involved in the Model Test application noted that the Plan developed
in this round benefited significantly from the longer timeframe afforded to states, because it
provided more opportunity to engage with a wider range of stakeholders. However, one of the
key Plan developers noted that the timing and frequency of stakeholder engagement was not
ideal for a truly collaborative process, and that the steering committee in particular could have
been engaged both sooner and more frequently. The structure of the Plan development process
meant that the steering committee meetings were designed primarily to review rather than build
the Plan. Nevertheless, the majority of people on the steering committee were satisfied with their
level of involvement and expressed support for the final product.

7.4.2 Lessons Learned

The Plan development process in Colorado yields several lessons:

* Building on an existing plan can facilitate the development process, but may also
limit the ability of stakeholders to substantially influence its final form. The state
entered the development process with an existing framework, and although the final
Plan includes a number of additional elements, integration of behavioral health into
primary care remained the central goal. Stakeholders made it clear that no other
models or strategies were solicited or considered—that they were told the key
concepts were already developed and vetted, and their role was to comment on things
that were missing. One contractor noted that, given the timeline for the initiative and
the complexity of the issues under discussion, this approach was necessary to reduce
confusion and ensure the state met its deadlines. All 17 interviewees supported the
Plan and its aims, but some state officials (all working outside the Medicaid office)
and provider representatives noted that the focus on primary care integration left less
room to fully develop models and strategies for other forms of integration (such as the
integration of primary care into the behavioral health setting). Although they agreed
that care integration in the primary care setting is an important goal, they expressed
regret that their contributions to the Plan were not as substantial as they would have
liked.

* Effectively managing the communication process is challenging and time-
consuming, but integral both to meaningful stakeholder engagement and to
obtaining buy-in. Many of the challenges cited by stakeholders were linked to
communication issues, which arose both between CMS and the state, and between
the state and external stakeholders. Between CMS and the state, the communication
issues centered around how CMS was defining concepts such as goals, aims, models,
and drivers. Some of the key staff involved in developing the Plan reported initial
confusion over these various concepts and how they related to each other, and that
this confusion posed challenges for them as they attempted to communicate with
other stakeholders about the Plan. Between the state and external stakeholders, issues
mostly related to the challenge of communicating often complex topics to a wide
range of audiences, and managing the flow of information obtained through the
various work groups and committees. However, this process was seen as being
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essential to creating buy-in and resulted in a much stronger proposal for reforming the
state’s health system.

* The structure of the stakeholder engagement process can help to balance the
need for broad consensus with the need for detailed and specialized input. Given
the difficulty of engaging with more than 150 individuals and organizations within a
defined timeframe, the state structured its consultation process with the 25-person
steering committee acting as an intermediary between the five-member management
committee that oversaw day-to-day activities and the large advisory committee that
provided broad stakeholder feedback about the Plan. The steering committee was
made up of individuals and organizations—such as CDPHE, Office of Behavioral
Health, Colorado Medical Society, and Colorado Hospital Association—that have a
higher level of health policy knowledge than other stakeholders engaged through the
advisory committee and provided more detailed feedback on the Plan. The advisory
committee served as more of a forum for publicizing the Plan and creating buy-in
from the larger policy arena.

* The state is a key player in the development and implementation of major
reform efforts, but is limited in its ability to impact national payers and, by
extension, 80 percent of the state’s population. For the most part, stakeholders
thought the state was the appropriate entity to lead development of a Plan for health
care innovation. Those who raised doubts (four of the 17 we spoke with) were located
outside the Medicaid office, and all noted that it is difficult for the state to drive
change when it covers a relative minority of the population. The willingness of
private payers to align their efforts with those under way in the state, according to the
same four, depends on several factors, some of which are outside state control.
National insurance carriers’ need to balance the demands of operating in multiple
states was noted as a factor making them somewhat less flexible than state-based
carriers—a problem, according to these interviewees, that is compounded by the need
to align state activities with federal payment and delivery reform efforts already under
way.

7.4.3 Potential for Implementation

All stakeholders thought the Plan was feasible—albeit ambitious—but none thought full
implementation would be possible in the absence of federal funding. Even with a Model Test
award, they said, other resources will need to be tapped, such as foundation funding and private
payer investment. A few went further to note particular challenges that may affect Plan
feasibility.

First, and as noted throughout this report, they say it is not clear at this stage how many
commercial payers will commit resources to Plan implementation—that even within Medicaid,
payment reform will be problematic, owing largely to the state’s behavioral health carve out. The
need to rethink the current BHO reimbursement system was raised in both steering committee
meetings and interviews—with one interviewee citing it as the number one barrier to care
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integration in the Medicaid program. Integrating payment for behavioral health and primary care
services will require substantial changes to the BHO infrastructure, according to stakeholders,
and there was some concern that the disruption could negatively affect services for the severely
mentally ill, who typically receive the majority of their services through specialty providers
rather than primary care. In the final steering committee meeting, the state raised the possibility
that it would reconsider the carve-out system in the future, but this issue proved controversial.
Although the final version acknowledges the barriers created by the current behavioral health
carve-out system, it does not directly propose to change it.

Aside from the issue of payment reform, several stakeholders noted that practice
transformation is difficult even in the context of adequate resources. Successful implementation
will depend not only on establishing the HES, they said, but on there being enough providers
willing and able to transform. Other outstanding questions include the upcoming Governor’s
election and the effect that it may have on implementation. However, none of the people we
spoke to expressed serious concern about this.

7.4.4 Applicability to Other States

The proposed models and strategies in the Plan are potentially transferrable to other
states, although as with any reform there may be factors that facilitate or complicate efforts to
generalize to a different context. One issue stakeholders felt was particular to Colorado was the
state’s relatively long history of broad engagement around health reform, most notably the 2006
Blue Ribbon Commission for Health Care Reform and the CPCI. The existing relationships
among these various stakeholders were a central factor shaping both the development and final
form of the Plan, and one interviewee speculated that states without these existing connections
would have a more difficult and drawn-out development process.

7.4.5 Influence of Pre-Test Status

The Pre-test status was, as noted throughout, the most influential and critical factor
underpinning the planning process and the shape of the final Plan. Several respondents noted that
having more time to develop and refine the Plan through the pre-test development period was
useful and resulted in a much stronger vision for the state.

7.4.6 Limitations of This Evaluation

We were unable to attend committee meetings in person, which may have limited our
understanding of the dynamics at play in the state. We also concentrated most of our interviews
among the state officials and organizations that were heavily involved in drafting the Plan, which
may have precluded a better understanding of how the process was perceived by organizations
less involved in its development.
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Appendix Table 7A-1. Models and strategies proposed in the Colorado Health Care Innovation Plan

Preexisting model,
program, or initiative

that Plan
incorporates or Policy levers! (*most important, on basis  Entities that will be involved
Model type or strategy expands Populations addressed of document review and interviews) in implementation
ACO-like and PCMH Medicaid ACC General population, with  Existing HCPF, CDPHE, RCCOs, BHOs,

models

Establish coordinated
systems of care that
integrate physical health,
behavioral health, public
health, oral health, and
long-term services and
support

Statewide adoption of
integrated behavioral
health and primary care

through PCMH models that

include various scopes of
behavioral services

Program, CPCI

specific integration
strategies for children and
youth, homeless, and
tribal populations

SB 09-259, which established the Medicaid
ACC

Build on payment reform efforts under way
through the CPCI

Proposed state legislative actions
*Expand the ACC Program to cover the
entire Medicaid population

Proposed executive branch actions
*Pursue Section 2703 Medicaid Health
Homes SPA for Medicaid enrollees with
severe and persistent mental illness
Proposed federal action

Seek federal approval for Medicaid to
move away from fee for service while
maximizing hospital provider fees

Round 2 Model Test award

commercial payers,
providers

Infrastructure to support

delivery system
transformation
Implement a Health

Extension System statewide

Connect the public health
system with clinical care

Develop reimbursement

strategies to support public

health

Health Extension

System

N/A

Existing
Implement the Health Extension System
currently under development in the state

Proposed federal action
Round 2 Model Test award

(continued)
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Appendix Table 7A-1. Models and strategies proposed in the Colorado Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative
that Plan
incorporates or

expands Populations addressed

Entities that will be involved
in implementation

Policy levers! (*most important, on basis
of document review and interviews)

Workforce development
Strengthen the base of
workforce data to aid
decision-making

Improve recruitment,
retention, and training of
health professionals

Address policy barriers to
workforce innovation and
workplace satisfaction

Expand existing innovative
workforce efforts

Health Extension N/A

System

Existing

HB 12-1052, which authorizes the state to
request workforce data from providers
when they renew their licenses

HCPF, CDPHE, RCCOs, BHOs,
commercial payers,
providers

*Leverage the Health Extension System
currently under development to connect
providers to training resources

Proposed executive branch actions
*Review current laws and regulations
regarding provider credentialing and other
workforce issues to identify areas for
change

Launch a statewide campaign to educate
providers on incorporating a behavioral
health specialist in primary care practices

Proposed federal action
Round 2 Model Test award

(continued)
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Appendix Table 7A-1. Models and strategies proposed in the Colorado Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that Plan
incorporates or

Model type or strategy expands

Populations addressed

Entities that will be involved
in implementation

Policy levers! (*most important, on basis
of document review and interviews)

Enhanced health IT and
data analysis

Promote adoption of health
IT tools that can support
integrated care

CORHIO, QHN, APCD,
SDAC, FeHITO,
Colorado TeleHealth
Network

Leverage the state HIE to
promote integrated care

Link the public health
system to the state HIE

Improve understanding of
data sharing and HIE
statewide

Align health IT efforts
across state agencies

Address legal and
regulatory barriers to
information sharing

Conduct rural outreach

N/A

CORHIO, QHN, HCPF, state
agencies, insurers, providers

Existing

Support efforts by the Public Health
Information Exchange Steering Committee
to connect existing public health databases
to the state HIE

*Build on existing efforts under way
through CORHIO, QHN, Colorado
TeleHealth Network, and FeHITO

Proposed executive branch actions
Reestablish a public/private health IT
Planning Committee to develop new ideas,
standards, and recommendations for
health IT implementation

*Pursue 90-10 HITECH FFP and MMIS
matching funds to support interoperability
between state agencies and statewide HIE,
and electronic health record adoption and
meaningful use

Proposed federal action
Round 2 Model Test award

*Policy levers include Medicaid waivers; federal grants (including Round 2 SIM award); state laws; state regulations; state investments (e.g., in public health
programming); foundation grants; employer-led coalitions to drive change among providers, purchasers, or plans; state government-led coalitions, task
forces, or commissions to drive voluntary change among providers, purchasers, or plans; state purchasing contracts; and state-level (Governor-initiated)

executive policy directives.

Abbreviations: ACC = Accountable Care Collaborative, ACO = Accountable Care Organization, APCD = All-payer claims database, BHO = Behavioral Health
Organization, CDPHE = Colorado Department of Public Health and the Environment, CORHIO = Colorado Regional Health Information Organization, CPCl =
Comprehensive Primary Care Initiative, FeHITO = Federation of Health Information Technology Organizations, HCPF = Department of Health Care Policy and
Finance, HIE = health information exchange, HITECH FFP = Health Information Technology for Economic and Clinical Health federal financial participation,
MMIS = Medicaid Management Information Systems, N/A = not applicable, PCMH = patient-centered medical home, QHN = Quality Health Network, RCCO =
Regional Care Collaborative Organization, SDAC = Statewide Data and Analytics Contractor, SPA = state plan amendment.



8. Connecticut

Amy Chepaitis, Stephanie M. Teixeira-Poit, Michael Little
RTI International

Important contextual factors influencing Connecticut’s Health Care Innovation Plan (the
Plan) include the state’s per capita health care spending (among the highest in the nation and
rising); an already functioning all payer claims data base (APCD); existing medical home
initiatives; health disparities across the state; and an established value-based insurance design
(VBID) component of the state employees’ health plan.

The Lieutenant Governor led the Model Design process, and appointed and oversaw the
core leadership team, which was led by the head of the Office of the Healthcare Advocate and
included the Medicaid administrator within the Department of Social Services and a lead staff
person from the Department of Mental Health and Addiction Services. The state leaders of the
planning process formally invited fewer stakeholders to serve on committees or work groups,
and then periodically shared results and solicited broader input (including through direct
stakeholder engagement).

The Plan proposes innovations in three main categories: primary care practice
transformation through an Advanced Medical Home (AMH) model, community health
improvement initiatives, and consumer empowerment initiatives. Four enabling initiatives
would support these innovations: performance transparency, value-based payment, health
information technology (health IT) investment, and health care workforce development.

The Plan outlines four implementation phases that will occur over 5 years —a 9-month
detailed design phase, a 9-month implementation planning phase, an initial 1-year
implementation phase (to include the launch of most innovation plans), and subsequent scale-up
to be complete by June 2020. Levers noted in the Plan include executive, regulatory, and
legislative authorities, many of whose details have not yet been set. A Medicaid waiver or state
plan amendment (SPA) is proposed to expand the PCMH program and help make incentive
payments consistent with payment and delivery system reforms.

8.1 Context for Health Care Innovation

Connecticut undertook its State Innovation Model (SIM) effort in the context of: (1)
increasing health care spending in the state, (2) state investments in health IT initiatives and an
all-payer claims database (APCD), (3) state investments in medical home initiatives, (4)
disparities regarding health care coverage and outcomes, and (5) experience implementing VBID
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in the state employees’ health plan. This context influenced the perspectives and priorities of
stakeholders involved in developing the Plan and its content.

Connecticut has higher health care spending per capita than almost all other states. In
June 2010, Connecticut was the first state in the nation to opt to expand Medicaid coverage
under the Patient Protection and Affordable Care Act. This expansion is expected to
significantly increase total Medicaid spending (State of Connecticut, 2013). Stakeholders said
that Connecticut identifies the SIM Initiative as an opportunity to improve quality while reducing
health care spending, especially spending related to high-cost individuals and high rates of
emergency department use and hospital readmissions.

Connecticut launched the Health Information Technology Exchange of Connecticut
(HITE-CT), which is designed to share health information across all providers to promote
improved quality of care (HITE-CT, 2013). However, stakeholders considered Connecticut to be
in the bottom half of states in terms of adopting electronic health records (EHRs) and electronic
prescribing, and identified the SIM Initiative as an opportunity to make substantial
improvements in this area. In addition, Public Act 12-166 recently authorized creation of an
APCD to receive protected health information from some carriers via state mandate, and others
via contract or other means—including Medicaid and Medicare Parts A and B fee for service.

Connecticut has used state policies to advance a patient-centered medical home (PCMH)
model since 2009, when the state mandated that health plans administering the state employee
self-insured health insurance program offer a PCMH program based on National Committee for
Quality Assurance (NCQA) standards. In 2011, Connecticut established a Medicaid PCMH
program. Under this program, primary care practices participate in a “glide path” model that
provides financial support in the form of enhanced fees in the following sequence: (1) while they
are on the glide path, (2) upon achieving medical home recognition through the Joint
Commission or NCQA, and (3) once they achieve quality and patient experience performance
targets. Other commercial health plans in Connecticut also have medical home initiatives, each
with their own standards and payment models (State of Connecticut, 2013). Stakeholders
explained that the state’s existing medical home initiatives focus on individual practices, and
identified the SIM Initiative as an opportunity to promote development of AMHs that aggregate
these solo practices into such organizational structures as independent practice associations
(IPAs), accountable care organizations (ACOs), or clinically integrated networks.

During focus groups conducted as part of consumer outreach under the SIM Initiative and
under other state reforms, Connecticut consumers identified lack of affordability and lack of
coverage for some services as their main barriers to receiving appropriate health care. Lack of
affordability and coverage disproportionally affects minority populations in Connecticut. Only
50 percent of African Americans and 33 percent of Hispanics have employer-sponsored health
insurance, for example, compared to 65 percent of whites and 63 percent of Asians. Although 16

8-2
INFORMATION NOT RELEASABLE TO THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly
disclosed and may be privileged and confidential. It is for internal government use only and must not be disseminated, distributed, or copied to
persons not authorized to receive the information. Unauthorized disclosure may result in prosecution to the full extent of the law.



percent of African Americans and 30 percent of Hispanics receive insurance through public
safety net programs, many minorities purchase individual plans or remain uninsured (State of
Connecticut, 2013).

Finally, 98 percent of eligible employees and retirees in the state employees’ health plan
voluntarily participate in its Health Enhancement Program, a value-based insurance design
(VBID) initiative that provides financial incentives to covered individuals for maintaining a
minimum schedule of well-visit and screening visits, and disease-specific education and
counseling for those living with one of the target chronic diseases. This program, in place since
2011, has experienced positive changes in cost trends to date. Additionally, several other large
employers in Connecticut have implemented VBID (State of Connecticut, 2013).

8.2 Planning Infrastructure and Process

The state both created additional planning infrastructure, including the State Health Care
Innovation Plan Steering Committee (Steering Committee) and work groups, and leveraged
existing infrastructure such as its Health Care Cabinet, established in 2011 to advise the
executive branch on issues related to implementation of federal health reform and development
of an integrated health care system for the state.

Executive leadership commitment. Lieutenant Governor Nancy Wyman was a highly
engaged leader of, and champion for, the SIM Model Design process. She was once a health care
provider, more recently a purchaser in her former role as State Comptroller, and an advocate for
improving health care access and affordability. She appointed and oversaw the SIM Initiative
core leadership team (core team), chaired the Steering Committee, and formally appointed each
member of the three work groups. Stakeholders also noted a firm commitment from Governor
Dannel P. Malloy, his health policy staff person, and numerous state agencies.

State SIM leadership. The core team comprised a project director and two associate
directors. The project director was the State Healthcare Advocate, who leads the Office of the
Healthcare Advocate; the associate project directors were the Medicaid administrator within the
Department of Social Services and one lead staff person from within the Department of Mental
Health and Addiction Services. The core team led the Model Design process and made day-to-
day procedural decisions under the Lieutenant Governor’s oversight. They presented design-
related material to the Health Care Cabinet on a monthly basis, to obtain input on model
development and feedback on the stakeholder engagement strategy. Stakeholders spoke very
highly of the core team, noting their vision and commitment. The core team noted that they did
not seek or require input or authority from the legislature during the planning process.

Steering Committee. The Lieutenant Governor formally appointed members of a
Steering Committee to guide the core team on issues of key strategic, policy, and programmatic
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concerns. In most cases, the core team identified candidates for the Steering Committee; less
frequently, candidates became aware of the process and asked to be included. In all cases, the
Lieutenant Governor reviewed recommendations and formally approved members. The
committee included Commissioners from seven state departments; the Dean of the School of
Medicine from the University of Connecticut Health Center; and high-level representatives from
payers, providers, employers, foundations/advocacy/community organizations, and
Connecticut’s health insurance marketplace. The core team reported at least monthly to the
Steering Committee. Two consumer advocates were added to the Steering Committee in
November 2013 (see below for additional discussion). Finally, five state agencies with a major
role in overseeing or delivering health care each assigned a dedicated program planner to support
the core team and Steering Committee’s SIM Initiative effort.

Work groups. Connecticut established three formal SIM Initiative work groups: care
delivery, payment reform, and health IT. As with the Steering Committee, the Lieutenant
Governor formally appointed representatives from key stakeholder groups to participate in these
work groups. Most Steering Committee members participated in at least one work group and
additional members were drawn from a broad array of stakeholders.

Two other groups supplemented the efforts of the Steering Committee, core team, and
work groups. First, under the auspices of the SIM Initiative, the University of Connecticut
Health Center and the state Department of Public Health launched a taskforce to assess the
state’s current provider landscape and propose workforce changes required to support the new
care delivery and payment model. Second, midway through the design process, the core team
convened three meetings with health equity stakeholders to gathering feedback. As evidenced by
email discussions outside these meetings, this ad hoc work group was actively engaged and
committed to the process. Feedback from this group catalyzed the prominence of health equity
in the Plan.

Stakeholder engagement and public forums. 7Table 8-1 lists the broad range of
stakeholders involved in the Model Design process and how frequently they were engaged. The
state made a conscious decision to formally invite fewer stakeholders to serve on the Steering
Committee and work groups, and to periodically share results of these meetings more broadly
with a wide range of stakeholder groups. The core team and some members of the Steering
Committee and work groups perceived this choice as efficient and effective, although some
stakeholders—particularly those in the consumer advocate group—felt excluded from the
process. Also, some engaged stakeholders of other types expressed concerns that their peers
were not aware of or invested in the process. They suggested that improvements in
communication could have alleviated these challenges.

Beyond the formal planning infrastructure, the state engaged the public through a three-
phased strategy designed by the core team with advice from the Health Care Cabinet, Steering
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Committee, and a consultant. The three phases included: (1) an input phase using listening
sessions and electronic surveys to identify health care problems and solutions, (2) a model
feedback phase in which the work group recommendations and emerging model were shared,
and (3) a Plan syndication phase that solicited feedback on the detailed Plan. In general, the
strategy favored joining existing stakeholder groups and forums rather than holding town hall
meetings and public hearings, because the state believed the former to be more conducive to
sharing personal experience and meaningful dialogue. By the end of December, the SIM
Initiative planning team had met with more than 50 stakeholder groups (see Table 8-1).

Table 8-1. Stakeholder participation
Number of
meetings or
Stakeholder groups events
Health Care Cabinet Ongoing

Care Delivery Work Group: Consumers, clinicians, community organizations, 8
state agencies, employers, payers

Payment Reform Work Group: Clinicians, hospitals, community 7
organizations, state agencies, employers, payers

Health IT Work Group: Clinicians, community organizations, state agencies, 5
payers, IT specialists

Public and private payers, self-insured employers, business groups on health 7

Social service and faith-based organizations, representatives of health 5
education and community health organizations

Consumers, including seniors, mothers, Medicare- and Medicaid-insured, 27 and one
commercially insured, uninsured, people with insurance through self- electronic
insured employers, health care advocates, community leaders survey

Health care providers, including medical, behavioral, developmental 23
disability, substance abuse, and health centers; Area Agencies on Aging;
long-term services and supports (LTSS) providers

State and local health agencies, tribal agencies, state health IT coordinators, 7
and community service organizations

Funders and resource foundations; academic experts; external quality 5
review organizations; hospital engagement institutes; health
associations

Task force led by University of Connecticut and state Department of Public Unknown
Health (on workforce)

Health equity stakeholders 3
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During the model feedback phase, the Lieutenant Governor convened a special forum in
response to a letter sent by 24 consumer advocates (Connecticut Consumer Advocates, 2013)
expressing concerns about the transparency of the design process and particular Plan elements
under consideration. The core team, Lieutenant Governor, and other stakeholders reiterated a
commitment to a transparent process but acknowledged this group’s concerns, in part, by adding
two independent consumer representatives to the Steering Committee. In response to specific
feedback on elements of the Plan, the core team incorporated several solutions into the proposed
model. For example, an Equity and Access Council was proposed to develop methods to protect
against adverse selection, access issues, and underservice; and consumer advocates will sit on a
new Quality Metrics Council. Nevertheless, these changes did not appease some stakeholders.

Deliberation and decision-making. Several stakeholders characterized their
participation in the Steering Committee or work groups as one of “reacting to a straw man.”
Although the core team considered input from numerous stakeholders, deliberation and decision-
making mainly occurred via iterative exchanges between the core team and the Steering
Committee. Before each Steering Committee meeting, the core team shared slide presentations
related to a model overview, a draft and a final Plan, among other issues. The core team
responded in detail to Steering Committee comments made during and outside the meetings,
summarized each issue, and made recommendations for discussion and consensus-building. The
Plan states that, although “it was not practicable to bring all of the design decisions to the
Steering Committee, it is fair to say that the Steering Committee supports the overall approach
outlined in the Innovation Plan and that issues that were the subject of the most concern were
resolved” (State of Connecticut, 2013).

State resources. The state committed extensive resources to the planning process. For
example, stakeholders noted that none of the core team members was supported with SIM funds.
Two of the core team members essentially worked two jobs: their role in the SIM Initiative and
their “day job.” In addition, at least two key consultants supplemented state SIM Initiative
capacity by providing significant support in such areas as design, financial analysis, and
stakeholder engagement. The core team noted a definite need for additional staff support.

8.3 The Connecticut Plan

As the cornerstone of the Plan, Connecticut proposes to build on current PCMH
initiatives to develop a health care delivery reform model focused on an AMH. The state would
implement policies that set practice standards for provider entry to and participation in the AMH.
The state would also enact regulation to remove barriers to participation in the AMH.

The Plan includes two additional primary drivers of innovation and four enabling
initiatives that support these innovations. The state proposes to use its executive, regulatory, and
legislative authorities to support implementation of these strategies and initiatives. Taken
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together, these strategies and initiatives are to constitute a health care delivery system designed
to reach at least 80 percent of the state’s population within 5 years.

8.3.1 Models and Strategies

The Plan proposes innovations in three main categories: (1) an AMH model; (2)
community health improvement initiatives, including infrastructure to support delivery system
transformation and public health strategies; and (3) consumer empowerment initiatives.
Connecticut proposes four enabling strategies to provide systems and resources to support its
three innovations: (1) performance transparency, (2) value-based payment, (3) health IT, and (4)
health care workforce development (State of Connecticut, 2013). Stakeholders noted that
strategies related to LTSS and complex behavioral health issues were not incorporated into the
plan. Appendix Table 8A-1 provides an overview of the models and strategies proposed in the
Plan, initiatives on which they are built, populations they address, and supporting policy levers
and entities.

AMH model. Connecticut proposes an AMH model as the basis for achieving person—
centered primary care that is coordinated across the health care delivery system. The Plan
outlines a process by which all health plans would adopt a common set of standards (to be
developed) that define AMH and, for practices not yet recognized as a PCMH, would avoid
some of the complexities of existing PCMH recognition processes. The Plan makes clear that
additional aspects of this model remain undecided, such as which clinicians would be eligible to
become AMHs and the patient attribution model to be used.

As proposed, the AMH model has five core elements: (1) promote whole person—
centered care by using simple assessment tools to understand the holistic needs of patients and
coordinate care to meet these needs; (2) enhance patient access to care through such changes as
expanded provider hours, same-day appointments, and e-consult access to specialists, and to
community services offered by a designated Prevention Service Center (see below); (3) use
population-based data to identify at-risk populations and develop interventions to reduce health
equity gaps; (4) implement multidisciplinary teams across medical care and behavioral health
care; and (5) use evidence on clinical outcomes and cost-effectiveness to inform clinical
decisions. Connecticut designed a glide path, which is currently in use, to support practices that
vary in their ability to meet the advanced AMH standards (State of Connecticut, 2013; also see
value-based payment).

Infrastructure to support delivery system transformation. Connecticut plans to
implement designated Prevention Service Centers, including new or existing community-based
organizations, providers, or local health departments that provide evidence-based prevention
services and meet other criteria, such as deploying community health workers. Prevention
Service Centers, which are the mechanism by which primary care and public health services are
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to be integrated, would initially focus on leading causes of hospitalizations, including diabetes,
asthma, and injuries. Primary care practices would be able to refer patients to Prevention Service
Centers as needed, which would draw on existing programs related to diabetes, asthma, and falls
prevention (State of Connecticut, 2013).

Public health strategies. Connecticut plans to establish Health Enhancement
Communities (HECs) in areas vulnerable to health disparities. HECs would meet a baseline of
criteria and be cosponsored by the local health department and private sector entities to improve
community health and reduce health disparities. Their role is to coordinate resources and
promote partnerships across health and non—health-related entities—at the state and local
levels—and focus on policy, system-level, and environmental interventions.

Consumer empowerment initiatives. The transformation to whole person—centered
care would require consumers to be active participants in the management of their health.
Connecticut plans to implement four strategies to promote consumer empowerment: (1) provide
information to consumers and encourage them to engage in shared decision making with
providers; (2) appoint consumers to roles in the governance structure; (3) incorporate consumer
input through care experience surveys into value based payment initiatives; and (4) incentivize
consumers for positive health behaviors by promoting value-based insurance designs and
employer incentive programs (State of Connecticut, 2013).

Performance transparency. Connecticut’s stakeholders identified an understanding of
quality, cost, and price as necessary to health care delivery and payment reform. To achieve
performance transparency, Connecticut plans to implement four interventions. First, Connecticut
would create a common scorecard for AMH providers to measure health status, quality of care,
and consumer experience. Second, it would track primary care performance for quality, care
experience, equity, and cost measures. Third, it would combine data across payers to analyze
provider performance across patient panels. Finally, Connecticut would design reports to
disseminate information to consumers, payers, providers, and policy makers (State of
Connecticut, 2013).

Value-based payment. The Plan proposes to establish two options for value-based
payment to providers around which all payers would align. The first option, Pay for
Performance (P4P), is defined as “transitional.” The Plan states that commercial payers have
agreed to support practices as they develop skills and infrastructure to become an AMH, similar
to the payments Medicaid is making to providers under their current Glide Path model. The
second model is a Shared Savings Program (SSP) for AMHs that meet certain criteria, including
a panel size of 5,000 patients or more with each payer. Under an SSP, AMHs would receive fee-
for-service (FFS) payments plus a reward, if the total health care cost for patients attributed to
their practice was less than projected but still met standards for quality. In some cases (for payers
other than Medicaid), AMHs could also face downside risk if the costs exceeded projections.
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This model assumes exclusions and risk adjustments in the patient population and requires that
AMHs be monitored for potential underservice. Connecticut would encourage payers to tie P4P
and SSP to one common scorecard for quality, care experience, health equity, and cost (State of
Connecticut, 2013).

Health IT. Connecticut plans to implement a health IT strategy based on four principles.
First, the state would support advanced payer and provider analytics that improve care delivery
and patient health, with the introduction of cross-payer, “aggregate” analytics through
Connecticut’s APCD and health information exchange. Second, it would create a multi-payer
portal for providers and consumers to facilitate access to information and better decision making.
Third, Connecticut would provide guidelines for care management tools rather than mandatory
procedures for adopting these tools. Finally, it would standardize its approach to clinical
information exchange to accelerate providers’ use of direct messaging for secure communication
and coordinated delivery across different sites (State of Connecticut, 2013).

Workforce development. The state plans to ensure it has a health care workforce of
sufficient size, composition, and training to implement the Plan by promoting six initiatives. The
first is to collect health workforce data and analytics to make informed decisions regarding
training initiatives and regional needs. The second is to create a Connecticut Service Track to
promote team and population-health approaches to health professional training. This initiative
would build on Connecticut’s Urban Service Track program for community-based
interprofessional training, established to serve disadvantaged populations in urban settings. The
third initiative is to develop training and certification standards for community health workers.
The fourth is to prepare providers to adapt to advanced and accountable care delivery models.
The fifth initiative is to revise primary care graduate medical education and residency programs
to better align with health care reforms. The final initiative is to work with Connecticut’s
colleges and universities to improve science, technology, engineering, and math preparation for
future health and allied health professionals; and to enable credit transfer across programs to
improve career flexibility, expand the pipeline of health care professionals, and promote
workforce diversity (State of Connecticut, 2013).

8.3.2 Policy Levers

This section outlines key policy levers presented in the Plan; additional policy levers the
state may pursue to facilitate implementation are listed in Appendix Table 84-1. Connecticut
plans to pursue a range of policy levers through its executive, regulatory, and legislative
authorities that support implementation of the Plan’s three innovations and four enabling
initiatives. Generally speaking, stakeholders were not aware of these proposed policy levers or
the practical logistics of implementing the Plan, and many of the policy lever details have not yet
been determined.
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To support implementation of the AMH model, the Plan proposes that the executive
branch establish an entity to define practice standards for provider entry to and participation in
the model. The Plan also proposes that the executive branch seek a Medicaid waiver or SPA to
broaden the scope of the PCMH program and align incentive payments with the payment and
delivery system reforms (State of Connecticut, 2013).

To support infrastructure to improve population health and public health strategies, state
legislative or regulatory changes would be necessary to implement the Plan. For example, the
Plan proposes legislation or regulation to designate and provide resources for Prevention Service
Centers and HECs (State of Connecticut, 2013).

To support implementation of consumer empowerment initiatives, the Plan proposes
legislation or regulation that facilitates consumer access to the APCD. This same policy lever
also supports implementation of performance transparency and health IT—building on existing
state legislation, Public Act 12-166, that supports development of an APCD to receive protected
health information from carriers (including public payer data such as Medicaid and Medicare).

Other proposed levers for performance transparency include: (1) legislation that supports
transparency in health care price information for consumers and requires notice of acquisition of
physician provider practices, (2) legislation or regulation to ensure payer reporting on public
health and quality metrics used in the model, and (3) establishment of an entity to define practice
standards for provider entry to and participation in the model (State of Connecticut, 2013).

Another proposed lever for health IT is policy that allows the APCD to provide detailed
analytics at the individual level. Connecticut’s current policy prohibits using the APCD in this
manner because of privacy concerns (State of Connecticut, 2013).

In the area of value-based payment, the Plan proposes that the executive branch seek a
Medicaid waiver or SPA to broaden the scope of the PCMH program and align incentive
payments with the payment and delivery system reforms (State of Connecticut, 2013).

Finally, to support implementation of workforce development, the Plan proposes
legislation or regulation to expedite certification of community health workers, allow
practitioners to practice at the top of their licenses, adopt loan forgiveness programs, include
cultural competency standards for licensed providers, and develop training opportunities and
career ladders (State of Connecticut, 2013).

8.3.3 Intended Impact of the Plan

The Plan sets forth four main goals for its transformation efforts: (1) improve health, (2)
alleviate and eventually eliminate health disparities, (3) improve health care quality and care
experience, and (4) reduce the rate of growth of health care spending per capita. The Plan notes
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four implementation phases that will occur over 5 years. The first is a 9-month detailed design
phase, during which more of the delivery system and payment model details, such as patient
attribution to an AMH, would be developed. Second is a 9-month implementation planning
phase, during which procurement for services to support Plan implementation would take place.
Third is Wave 1 implementation. During this phase, most innovations described in the Plan
would launch, including the multi-payer AMH model, and several workforce development
initiatives (July 2015-June 2016). Finally, subsequent scale-up would occur through successive
waves of implementation by June 30, 2020 (State of Connecticut, 2013).

As noted by some stakeholders and in the Plan, the Centers for Medicare & Medicaid
Services (CMS) requirement that reforms reach at least 80 percent of the state’s population was a
“guiding principle” for the state’s SIM Initiative efforts. The core team and stakeholders framed
this tenet within the context of eliminating health disparities or achieving health equity, noted as
the second main goal above but also “viewed not as a separate and distinct initiative, but rather
inherent to all elements of the plan” (State of Connecticut, 2013). As shown in Table 8-1 and
discussed throughout this chapter, the state boasts several existing initiatives upon which the
Plan expands that pursue similar goals.

The Plan notes specific populations to be targeted for each of its three main innovations:
(1) AMHs would target all health care consumers in the state; (2) the Prevention Service Centers
would target persons with diabetes, with asthma, or at-risk for falls; and (3) HECs would target
vulnerable communities, including those with the greatest health disparities based on race,
ethnicity, and socioeconomic status. Among populations with known health disparities,
stakeholders noted that the Medicaid population has both the most to gain and the most to lose
from the proposed model—that they would benefit to the extent their access to care, quality of
care, and care experience improves, but with the potential that they would be “underserviced” if
the model gives providers a financial stake in lowering costs without appropriate checks or
controls in place.

8.3.4 Proposed Next Steps

Connecticut has well-defined plans for implementing the Plan, with or without Round 2
Model Test funding. The state has begun to establish a governance structure that leverages the
structure used for the design process. The Lieutenant Governor will provide overall leadership
for implementation and will establish a Health Care Innovation Steering Committee—a
successor to the existing Steering Committee—with additional consumer, consumer and health
equity advocate, and provider representation. The state plans to establish a Project Management
Office (PMO) with four or five full-time staff to lead detailed design and implementation,
oversee evaluation efforts, engage with stakeholders, manage vendors, and communicate
progress. The Lieutenant Governor has already designated a core team member to lead the
PMO. The Steering Committee and PMO plan to seek ongoing input and guidance from
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Connecticut’s Health Care Cabinet and its recently reconstituted Consumer Advisory Board
(CAB).

The state also proposes five specialized task forces and councils focusing on: (1) provider
transformation standards, support, and technical assistance; (2) coordination of the various
health IT projects; (3) quality, care experience, and health equity metrics and performance
targets; (4) methods for safeguarding equity, access, and appropriate levels of service; and (5)
workforce initiatives. Consumer membership in the task forces and councils will be facilitated
through the CAB. The state plans to have most of this structure in place by February 2014.

8.4 Discussion

Connecticut began its planning process with a “shared vision of a broad range of
stakeholders to establish primary care as the foundation of care delivery that is consumer and
family centered, team based, evidence driven and coordinated, and in which value is rewarded
over volume” (State of Connecticut, 2013). SIM Initiative leadership also respected the CMS
mandate that reforms be designed to impact 80 percent of the state’s population. From this
vision and mandate, SIM Initiative leadership relatively quickly identified innovations in one
main category—primary care practice transformation through an AMH model. Two additional
categories of innovation received attention later in the process: community health improvement
initiatives and consumer empowerment initiatives. The Plan reflects the substantial efforts the
state and stakeholders undertook during the planning process. However, stakeholders expressed
concern that the Plan does not adequately describe model components or how they would be
implemented.

8.4.1 Critical Factors Shaping the Plan

As mentioned above, stakeholders noted the core team’s vision for and commitment to
the Plan development process. Initially, the core team envisioned the AMH model as the point
of departure for primary care practice transformation, and earlier versions of the Plan included
that model as the sole primary driver of innovation. As also discussed above, midway through
the planning process, consumer advocates expressed concern that the draft Plan lacked adequate
attention to quality of care and cautioned that shifting financial risk to providers might result in
providers undertreating certain patients. Other stakeholders echoed similar concerns, although
some stakeholders, especially state officials, felt that quality was always the foremost
consideration and that these concerns reflected a misunderstanding of the draft Plan. Still, the
final Plan more prominently incorporated community health improvement and consumer
empowerment initiatives designed to address these concerns. Interviewees also considered it
likely that changes to the future SIM governance structure resulted from consumer advocate
feedback. For example, the final Plan incorporated or refined elements such as a Quality Metrics
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Council, an Equity and Access Council, a CAB, and formal participation of consumer advocates
and consumers on the Steering Committee (State of Connecticut, 2013).

8.4.2 Lessons Learned

Stakeholders identified several lessons learned during the Plan development process:

* Developing a vision for change is easier than developing the Plan to pursue and
implement that vision. Most stakeholders noted that, although the state clearly has a
vision for model redesign, the potential for implementation depends greatly on the
specific details of the Plan. Multiple stakeholders used the same phrase to
characterize this challenge: “The devil is in the details.” Their message was that
particular components may or may not be feasible to implement and that stakeholder
buy-in will depend greatly on the inclusion or exclusion of certain components.

* Pursuing reform or innovation in the public sector presents unique challenges.
Connecticut’s SIM Initiative process involved stakeholders from both private and
public sectors. Some private sector stakeholders and public stakeholders with prior
private sector experience noted such challenges as the “slow pace” of “getting things
done” in the public sector, the need to “[rub] elbows with the people that make
decisions,” the mandate to solicit and incorporate feedback from many stakeholders,
and the difficulties in “shepherding” various stakeholders who needed to be involved
with design or implementation.

* Input from stakeholders should be sought as soon as possible. Some stakeholders,
including state officials, expressed confidence that the stakeholder engagement
strategy was appropriate and effective. However, consumer advocates criticized the
state’s strategy to engage them and reacted negatively to specific proposed elements
of the plan. Stakeholders noted the challenge of balancing a potentially more nimble
design process—one with smaller, tighter decision-making groups—with a process
that might require redirection midstream because of lack of buy-in across all
stakeholders.

* Stakeholders should be kept apprised of the process and Plan elements. Several
stakeholders noted challenges with “publicizing” or informing stakeholders
throughout the state of SIM Initiative efforts. As one stakeholder put it, “there’s no
such thing as over-communication. [ would spread the word a lot like voting in
Chicago: early and often.” Some stakeholders, such as physicians and payers, noted
that their stakeholder group peers and the public at large were unaware that
Connecticut received the planning grant and knew little of the Plan’s details. Without
fully knowing and understanding the Plan’s elements, some stakeholders “assume[d]
the worst.”

* Efforts to pursue system-level reform require being a team player. Stakeholders
identified the need to “get out of your sandbox” and realize that “we’re all here for
the same reason.” On the whole, stakeholders involved in the Connecticut design
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process appeared to have had a collegial or, at least, neutral and productive
relationship. But tensions were said to arise when stakeholders focused too narrowly
on their own agendas and did not “think more broadly” in terms of the greater value
in reform efforts.

8.4.3 Potential for Implementation

Stakeholders perceived a lack of details as one of the main threats to successful
implementation of the Plan. For example, one stakeholder noted that he has “seen no teeth in
[the] Plan,” (i.e., few details regarding funding and the timeline for implementation). Some
stakeholders acknowledged that the relatively short timeframe for Plan design, and the major
scope of system-level reform, rendered it impossible for the core team and Steering Committee
to “get down to the granular level.” Stakeholders also expressed concern regarding sufficient
buy-in and even basic understanding of the Plan’s elements throughout stakeholder groups,
which would be needed for successful implementation. However, most stakeholders agreed that
reform was necessary and that “there is enough support and interest to make something happen.”
Finally, interviewees said that existing strategies, initiatives, and priorities might facilitate or
hinder implementation of the Plan. For example, on the one hand, payers noted that they are
already “focusing on value,” a key principle underlying Connecticut’s SIM Model. Many
providers already have experience with PCMHs, the foundation for the Plan’s AMH model. On
the other hand, in the past consumers and other stakeholders, including providers, have resisted
and may continue to resist managed care—like ideas and initiatives, several of which are included
in the Plan as it aims to shift from purely FFS payment to incorporating value-based payment
approaches.

8.4.4 Applicability to Other States

The state contracted with a national consulting firm that brought extensive knowledge of
and data on other states’ health care initiatives and environments. The core team and other
stakeholders adamantly asserted that Connecticut’s model “is a completely different model than
what other states are doing.” From the outset, the core team sought to include elements that
would make their Plan distinctive, such as a readiness to launch with extensive stakeholder
support, promotion of health equity, an Equity and Access Council, Prevention Service Centers
and HECs, and a Connecticut Service Track for Healthcare Workforce Development (State of
Connecticut, 2013). Thus, Connecticut’s model in its totality may be unique, though individual
components or strategies may be applicable to other states.

8.4.5 Limitations of This Evaluation

We wrote the case study with information gleaned from interviews of several people
within each major stakeholder group, with one exception. We were only able to speak to one
insurer representative, whose views were self-described as not necessarily representing those of
other insurers. In addition, some stakeholders said they had “checked in” with the core team
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before speaking to us and were speaking as representatives of the SIM Initiative. As such, our
interview data may suffer from response bias; respondents may have told us what they thought
we wanted to hear. Because we conducted stakeholder interviews before the state submitted its
final Plan, the stakeholder comments reported here may not accurately reflect opinions of the
final Plan.
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Appendix Table 8A-1.

Models and strategies proposed in Connecticut Health Care Innovation Plan

Model type or strategy

Preexisting model,
program, or initiative
that Plan incorporates
or expands

Populations addressed

Entities that will be
involved in implementation

Policy levers! (*most important, on basis of
document review and interviews)

AMH Model

Promote whole person—
centered care by using
simple assessment tools
to understand the
holistic needs of
patients and coordinate
care to meet these
needs

Enhance access by
removing barriers to
participation in health
care

Use population-based
data to identify at-risk
populations and
develop interventions
to reduce health equity
gaps

Implement
multidisciplinary teams
across medical care and
behavioral health care

Use evidence on clinical
outcomes and cost-
effectiveness to inform
clinical decisions

Medicaid PCMH
Program based on
the Joint Commission
and NCQA medical
home models

Existing medical home
initiatives focused on
advanced primary
care

General population
(multi-payer launch
aimed for July 2015-
June 2016)

Proposed executive branch or voluntary
actions

* Establish entity to define practice standards
for provider entry to and participation in the
model

* Medicaid waiver or SPA to broaden the scope
of PCMH program and align incentives with
the payment and delivery system reforms

Establish online licensure application and
renewal processes to encourage provider
participation in AMH (to be determined)

Payment policies or union discussion to enable
Medicaid and state employee participation in
the model (to be determined)

Proposed state regulatory action

Regulation to allow adult behavioral health
clinics to co-locate licensed clinicians in
primary care practice settings

Insurance regulation or carrier policies to
remove barriers to primary care-behavioral
health integration (to be determined)

Regulations to remove barriers to participation
in AMH and the shared savings program (to
be determined)

Providers and payers

(continued)
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Appendix Table 8A-1.

Models and strategies proposed in Connecticut Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that Plan incorporates Policy levers! (*most important, on basis of Entities that will be

Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
Infrastructure to support  Existing community Consumers with Proposed state legislative or regulatory New or existing local
delivery system prevention programs: diabetes, with actions organizations, providers
transformation (1) Diabetes asthma, or at risk for * Legislation or regulation to designate and (e.g., FQHCs), nonprofits,
Implement designated Prevention Program, falls provide resources for Prevention Service or local health

Prevention Service (2) Asthma Home Centers (to be determined) departments

Centers including new Environment

or existing community- Assessment

based organizations, Programs, and (3)

providers, or local Falls Prevention

health departments Program

that provide evidence-

informed prevention

services and link to

primary care providers
Public health strategies Existing CDC-initiatives: Priority focus on Proposed state legislative or regulatory Providers, hospitals, local
Establish HECs to (1) Community vulnerable actions health departments,

coordinate resources Transformation Grant ~ communities, * Legislation or regulation to designate and health centers, other

and promote ; (2) Racial and Ethnic including those with provide resources for HECs (to be public health experts, and

partnerships to improve
community health and
reduce health
disparities

Approaches to
Community Health;
and (3) Action
Communities for
Health, Innovation,
and Environmental
Change

the greatest health
disparities based on
race, ethnicity, and
socioeconomic
status (three to five
pilot communities in
place by 2018)

determined) community groups

Legislation or regulation to continue to address
exposure to secondhand smoke in indoor
environments, reduction of the availability of
tobacco products, reduction of the
consumption of excess sodium, increased
access to affordable and nutritious foods and
beverages, increased access and
opportunities for physical activity, increased
access to programs that prevent dental
caries/cavities, and increased use of
credentialing and certification of CDSM
programs and providers (to be determined)

Proposed state executive branch action

Department of Public Health to support each
HEC with epidemiologic and data

(continued)
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Appendix Table 8A-1.

Models and strategies proposed in Connecticut Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,

program, or initiative
that Plan incorporates

or expands

Populations addressed

Policy levers! (*most important, on basis of

document review and interviews)

Entities that will be
involved in implementation

Consumer empowerment Existing consumer

initiatives

Provide information to
consumers and
encourage them to
engage in shared
decision making with
providers

Appoint consumer to roles
in the SIM governance
structure and ask them
to complete consumer
experience surveys so
they can provide input

Incentivize consumers for
positive health
behaviors by promoting
VBID and employer
incentive programs that
reward purchasing food
with high nutritional
quality

General population
engagement
initiatives, including
(1) the Center for
Medicare & Medicaid
Innovation—funded
Incentives for the
Prevention of Chronic
Disease in Medicaid
Demonstration; and
(2) the Choices
program, culturally
competent nutrition
education courses

Existing VBID program:

Several major self-
insured employers
and the Health
Enhancement
Program for the
Connecticut state
employees health
plan

Proposed state regulatory action

* Legislation or regulation that facilitates
consumer access to the APCD (to be
determined)

Proposed executive branch action

Office of state Comptroller to convene a task
force to recommend VBID options for
insurers and employers

Consumers, employers,
payers, providers, and the
state

Performance

transparency

Create a common
scorecard for AMH
providers to measure
health status, quality of
care, and consumer
experience

Connecticut Data

General population
Collaborative makes

health care data

publicly available in a

central portal

Existing state legislation

* Public Act 12-166 supported the development

of an APCD to receive protected health
information from carriers, including public

payer data such as Medicaid and Medicare

Consumers, payers, policy
makers, providers, and
practices

(continued)
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Appendix Table 8A-1.

Models and strategies proposed in Connecticut Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that Plan incorporates

Model type or strategy

or expands

Populations addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in implementation

Track primary care
performance for quality,
care experience, equity,
and cost measures

Combine data across
payers to analyze
provider performance
across patient panels

Design reports to
disseminate
information to
consumers, payers,
providers, and policy
makers

Department of Mental

Health and Addiction
Services provides a
Web-based data
information system—
the DMHAS Data
Performance system

Department of Social

Services’ “My Place”
Web site provides
shared decision-
making tools,
information on
accessing community
health services, and a
clearinghouse for
caregivers

Proposed state legislative or regulatory action

* Legislation that supports transparency in
health care price information for consumers
and requires notice of acquisition of
physician provider practices (to be
determined)

* Legislation or regulation that facilitates
consumer access to the APCD(to be
determined)

* Legislation or regulation to ensure payer
reporting on public health and quality
metrics used in the model (to be determined)

Proposed executive branch

* Establishment of an entity to define practice
standards for provider entry to and
participation in the model

Value-based payment

Increase proportion of
value-based payment
Align all payers to adopt a
value-based payment
for AMH, either (1) P4P;

or (2) a SSP (for AMHs
with sufficient patient
panel size) with at least
upside-only risk, and,
for payers other than
Medicaid, potentially
upside or both upside
and downside risk

Medicaid and

commercial payer
implementation of
value-based payment
initiatives that
emphasize ACO and
PCMH models;
commercial payer
implementation of
P4P and ACO
initiatives

Participation of six

Connecticut
organizations in the
Medicaid SSP ACOs

General population

Proposed state executive branch action

* Medicaid waiver or SPA to broaden the scope
of the PCMH program and align incentive
payments with the payment and delivery
system reforms (to be determined)

Payment policies or union discussion to enable
Medicaid and state employee participation in
the model (to be determined)

Apply for and win Round 2 Model Test award to
dedicate staff to employer engagement

Payers, providers, and
employers

(continued)
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Appendix Table 8A-1. Models and strategies proposed in Connecticut Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that Plan incorporates Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
Encourage payers to tie Proposed state legislative or regulatory action
P4P and SSP to one Regulations to remove barriers to participation
common scorecard for in AMH and the shared savings program (to
quality, care experience, be determined)
health equity, and cost Potential state executive branch action
Establish an Equity and Co-fund a vendor to assess care experience of
Access Council to patients within an AMH, regardless of payer
recommend methods State facilitation of system change
that could detect and Payers adopt value-based payment options, but
prevent underservice by each sets their own pricing and risk levels
providers under a value-
based purchasing model
Health IT Connecticut Data General population Existing state legislation State, payers, and providers
Support advanced payer Collaborative’s * Public Act 12-166 supported the development
and provider analytics central portal for of an APCD to receive protected health
Create a multi-payer publicly available information from carriers, including public
portal for providers and health care data payer data such as Medicaid and Medicare
consumers Department of Mental Proposed state legislative or regulatory action
Provide guidelines for care Health and Addiction * Legislation or regulation that facilitates
management tools Services’ Web-based consumer access to the APCD (to be
Standardize its approach data information defcermlned) .
to clinical information system called the * Policy that allows the APCD to provide
exchange DMHAS Data detailed analytics at the individual level
Performance system Requirement for electronic medical records to
Access Health CT, the meet technical standards that ensure their
state’s health ability to work together
insurance

marketplace that
helps uninsured
individuals obtain
health care coverage

(continued)
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Appendix Table 8A-1. Models and strategies proposed in Connecticut Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that Plan incorporates Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
HITE-CT, the state’s tool Requirement for clinical labs to electronically
to share health report data to the ordering physician and the
information across APCD using consistent codes and values
doctors, hospitals, Regulation that enables solo and small
and other providers practices to share clinician and cost
information with their peers and across
practices
Workforce development  ynjversity of General population Proposed state legislative or regulatory action  state, providers, health
Collect health workforce Connecticut’s data (Launch July 2015—-  * Legislation or regulation to expedite professional associations,
data and analytics collection efforts on June 2016) certification of community health workers, the University of
Create a Connecticut student education allow practitioners to practice at the top of Connecticut, Yale
Service Track and projected their licenses, adopt loan forgiveness University, Quinnipiac
(community-based workforce programs, include cultural competency University, other
interprofessional participation standards for licensed providers, and develop ~ Connecticut state colleges
education program) University of training opportunities and career ladders (to and universities, the
Develop training and Connecticut’s Urban be det(.efmilzled) annecticut Institute.for
certification standards Service Track as State facilitation of system change Primary Care Innovation,
for community health foundation for Clinical schools develop learning collaborative and Connectic.ut’s Area
workers Connecticut Service dedicated to interprofessional education that ~ Health Education Centers
Prepare providers to Track would support interprofessional primary care
adapt to advanced and  Council for State Boards Area Health Education Center network
accountable care of Nursing stores and develops training for community health
delivery models analyzes data for workers
Revise primary care Connecticut nurses Learning collaborative to improve primary care
graduate medical residency programs

education and residency
programs to better align
with health care
reforms

(continued)
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Appendix Table 8A-1. Models and strategies proposed in Connecticut Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that Plan incorporates Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands Populations addressed document review and interviews) involved in implementation

Improve science,
technology,
engineering, math
preparation of future
health and allied health
professional workforce,
and improve ability to
apply training to
different positions to
respond to workforce
demands

*Policy levers are defined as one or a combination of the following: Medicaid waiver; federal grants (including Round 2 SIM award); state law; state regulation;
state investment (e.g., in public health programming); foundation grants; employer-led coalition to drive change among providers, purchasers, or plans; state
government-led coalition, task force, or commission to drive voluntary change among providers, purchasers, or plans; state purchasing contract; state-level
(Governor-initiated) executive policy directive; or other (describe).

Abbreviations: ACO = Accountable Care Organization, AMH = Advanced Medical Home, APCD = all-payer claims database, CDSM = Chronic Disease Self-
Management, DMHAS = Department of Mental Health and Addiction Services, FQHC = federally qualified health centers, HEC = Health Enhancement
Communities, HITE-CT = Health Information Technology Exchange of Connecticut, NCQA = National Committee for Quality Assurance, P4P = Pay for
Performance, PCMH = patient-centered medical home, SIM = State Innovation Model, SPA = state plan amendment, SSP = Shared Savings Program, VBID =
value-based insurance design.



9. Delaware

Christina Miller, Jill Rosenthal
National Academy for State Health Policy

Delaware is a very small state with a health care system characterized by small
independent providers in a largely fee-for-service system and relatively limited resources going
to public health in the state. At the same time, it is a leader in health information technology
(health IT), with virtually all its providers and all its hospitals included in its Health Information
Network. Strong consensus in the state that Delaware needed to reform its health care system to
be more in line with health care transformation trends elsewhere was a major influence on
development of its Health Care Innovation Plan (the Plan).

To develop the Plan, Delaware created a leadership team and six work groups comprising
state agency and private sector stakeholders convened by the Delaware Health Care Commission
and supported by its contractor, McKinsey & Company. The planning effort had the full and
active support of the Governor, and the state made significant efforts to include a broad base of
stakeholders through work groups and public stakeholder meetings.

The Plan proposes a delivery system and payment model that allows for flexibility in the
type of provider organizations that can participate. The goal of the Plan is to transition most
Delaware providers to an outcomes-based payment system using total cost of care and pay-for-
value arrangements, which may include hospital or nonhospital-based Accountable Care
Organizations (ACOs), or other organizations formed by independent physician practices. The
Medicaid program’s aspiration is that new payment models would be available in mid-2015 and
commercial payers would follow with similar models in ensuing years. The Plan emphasizes
voluntary effort, supported by executive and legislative change. To help with implementation of
the Plan’s core elements, the state also plans to create a new state entity, the Delaware Center for
Health Innovation—a 9- to 15-member board of patient, provider, payer, employer, and state
agency representatives. Initial Center work would focus on designing payment models and
infrastructure support. The Plan estimates achieving at least 8 percent net savings over 10 years.
Most of the population is projected to be covered through nearly universal provider participation
in the new payment models.

9.1 Context for Health Care Innovation

With a population of under one million, Delaware is a small state both in population and
geography; its health care landscape consists of seven major health systems—the largest
identified as Christiana Care Health System—with two payers dominating the commercial
insurance market (Highmark Blue Cross Blue Shield and Aetna). The state provides coverage to
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nearly 37 percent of the population, either through Medicaid (25 percent) or state employee
benefits (12 percent) (State of Delaware, December 2013). Delaware has a mix of ongoing
private sector, state-led, and federally sponsored initiatives focused on improving health and the
health care system—including the Delaware Patient-Centered Medical Home Initiative pilot;
Christiana Care Medical Home Without Walls Project; A.l. duPont Hospital for Children’s
patient-centered medical home model for children with asthma; Christiana Care’s Bridging the
Divide Innovation Award to use a clinically integrated data platform to support care management
programming for the ischemic heart disease population; and the Beebe Medical Center CAREs
initiative to empower complex chronic patients through care coordination, access, and advocacy.
Despite these initiatives, the state ranks 31st in America’s Health rankings of states (United
Health Foundation, 2013), reports higher than average health care spending per capita
(SHADAC, 2012), and is dominated by a fragmented, fee-for-service delivery system. Limited
resources are currently dedicated to community, public health, or social services—making it
difficult to improve health outcomes, particularly in the area of medical and behavioral
comorbidities, which represents nearly 50 percent of all health spending in the state.

A shortage of primary care providers (PCPs), dentists, and mental health care providers
exists, primarily in rural areas of the state. The state also has vast variation in the level of
engagement of the nonphysician workforce, with nearly half of primary care practices reporting
no care team members aside from the PCP—a result of a preponderance of small independent
practices scattered throughout the state (more than 75 percent of Delaware’s providers work in
small practices with five or fewer physicians). To overcome some of these workforce shortages,
Delaware has several programs in place, including multidisciplinary training programs through
the Delaware Health Science Alliance, a partnership of several major health care systems and
universities both within and outside Delaware; integrated team-based approaches for physicians
in training at the University of Delaware; and the Delaware Health Care Commission’s State
Loan Repayment Program. The latter has expanded access to care for 25,000 Delaware residents
by creating a 400 percent increase in primary care, mental health, and dental provider
recruitment.

Delaware is a national leader in health IT. The state led successful implementation of the
nation’s first statewide health information exchange (HIE) (the Delaware Health Information
Network). Currently, 98 percent of providers and 100 percent of hospitals use the Health
Information Network, rendering the Network an important tool in Delaware’s current health care
infrastructure, through which it intends to expand data-sharing capabilities in the future.

9.2 Planning Infrastructure and Process

Governor Jack Markell delegated oversight of the Model Design process to the Delaware
Health Care Commission, a public-private policy-setting body with responsibility for several
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health care-related programs and initiatives and functioning as the primary health policy forum
in the state. Guided by its contractor, McKinsey, the Commission developed a multi-stakeholder,
multi—-work group process to cultivate ideas for the Plan. Stakeholders reported that the
leadership team for this process made every effort to ensure an open and transparent
communication process during the summer and early fall 2013.

Governance and management. This process had the Governor’s attention, commitment,
and interest, according to stakeholders, which they believed galvanized stakeholders and sent
the message that any stakeholder invested in the future of Delaware’s delivery system needed to
be part of the Plan’s development. People realized quickly that something meaningful was
happening. Interviewees described the Governor as a hands-on leader of the initiative, having
convened key stakeholders (e.g., the medical society, hospital association, nursing associations,
and major payers) at the beginning of the effort, lending his support to the process, and making
sure everyone knew this was his priority.

The chair of the Delaware Health Care Commission and the health policy advisor to the
Governor led the work throughout the planning process, with active participation of the state
Health and Social Services Secretary. This high level of engagement made it clear that this was
an important initiative. The leadership team also included the Directors of Public Health,
Medicaid, and Division of Professional Regulation; elected officials, including the chairs of two
health committees in the general assembly; and the dean of the University of Delaware College
of Health Sciences and the insurance commissioner, both of whom are also members of
Delaware’s Health Care Commission. The leadership team made a concerted effort to connect
the work of the Model Design process to Patient Protection and Affordable Care Act (ACA)
activities, such as HIE development and Medicaid expansion.

Delaware contracted a consultant team through McKinsey that was heavily involved and
instrumental in shaping and facilitating both the overall Plan development process and models
proposed by the Plan. McKinsey provided both subject matter expertise from experiences in
other states and research to work group meetings, plus administrative support in the form of
scheduling and logistics. Stakeholders felt McKinsey did a good job developing structure and
pushing work group members to move forward to address critical issues.

Work groups. The leadership team identified leaders from the public and private sector
to facilitate each of six work groups (delivery models, payment models, data and analytics,
population health, workforce development, and policy). After a statewide solicitation for input
during the design grant development process, work group membership consisted of self-
identified stakeholders with expertise and interest in shaping the Plan. The work group meetings,
which took place from mid-May through August, were open to the public and publicly
announced via the Health Care Commission’s Web site. The leadership team offered video
conferencing in two locations, in-person attendance, and a call-in option so people statewide
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could participate. Work group meeting announcements were sent to people who had requested to
be on the mailing list for that work group. Typically, 20-30 high-level decision makers attended
meetings.

During meetings, work group leaders posed two to three key questions to attendees for
input. McKinsey’s consultant team processed comments on the key questions, synthesizing
major issues for the leadership team and work group leaders. The process used to solicit input
during work group meetings included democratic polling. Items with the greatest response were
presented to the group to show stakeholder priorities. The leadership team then narrowed down
options based on majority opinion.

Work group meetings were staggered to build on one another’s progress. For instance,
the payment work group started a few weeks before the data and analytics work group to provide
information on the kind of health IT infrastructure needed to support the Plan. Policy was the last
work group to meet, so that once the design was fleshed out, members could consider needed
policy change (e.g., legislative or regulatory action). To facilitate cross—work group learning, the
state hosted four 3- to 7-hour cross—work group sessions for stakeholders (attendance ranged
from 75 to 125 individuals) to engage in an interactive discussion on the work happening across
all work groups. During these meetings, people had the opportunity to electronically vote from
their seats on what they thought of the draft Plan. Work group leaders also met regularly to
ensure integration of their efforts.

Stakeholder engagement. After an early May kickoff day of public comment and public
awareness to encourage very broad multi-stakeholder engagement, program leaders facilitated
four public stakeholder meetings between May and September with support from McKinsey, and
participation of up to 100 people at each. Public stakeholder meetings included presentations
from the work groups along with working exercises with issues posted around the room, so that
people could vote for their highest priorities. The tone and tenor of every public stakeholder
meeting was described thus: “Let’s work together for Delaware. If you see problems we’re not
recognizing, speak up so that we can figure out how to address it as part of the Plan because this
is going to be our Plan collectively.” Once a draft Plan was formulated, the leadership emailed it
to stakeholders and presented it at three public stakeholder meetings held in September. The
leadership team assimilated all input received on Plan drafts into subsequent drafts, resulting in a
Plan that evolved over time based on stakeholder input.

The Health Care Commission was also instrumental in involving stakeholders. Its work
over the last couple of years around ACA implementation solidified its role as the convener of
the Model Design process. After the State Innovation Model (SIM) Initiative funds were
awarded, participation in the Commission’s regular monthly meetings increased from 50 to 60
people per meeting to more than 100. The Commission’s network, including hundreds of people
on an email distribution list, was used to keep people informed, along with a specific distribution
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list created for the Initiative. A portion of each of the Commission’s meetings was devoted to an
update and opportunity for input on the Plan.

Stakeholders described extraordinary efforts to make the Plan development process open,
transparent, inclusive, and proactive. As one of them put it, “Delaware is small. Relationships
matter. Those have all been honored.” The Governor was described as expecting the leadership
team to secure extensive stakeholder involvement, and the leadership team agreed early on to use
a stakeholder engagement structure rooted in community-based engagement.

Stakeholders noted great momentum and appreciation for being at the table through the
Model Design process and for providing input into any kind of broad-stroke plan or
transformation the state decided to move forward. Despite concerns from some stakeholders, one
expressed appreciation for the state’s efforts to “make [stakeholders] feel as though they would
not be lost in the process [and that they would] be given time to prepare and adjust to any major
changes” to come out of the Plan. Stakeholders also noted that the process overall seemed
inclusive of most important stakeholders in the state, including top senior-level decision makers
from across all sectors of the health care system (e.g., payers, providers, advocates), with the
exception of mixed feedback on the inclusion of large self-insured employers and on the
adequate engagement of consumers and patients. Some emphasized a need to coordinate with,
and engage, payers in the implementation phase because many are already implementing their
own payment and delivery reform and the Initiative is a significant opportunity for the state to
unify these reforms. One expressed concerns about lack of involvement of community-based
organizations, non-physician providers, and community health workers; others mentioned lack of
representation for people with disabilities, the homeless, farm workers, older populations, and
the long-term care system.

Resources and infrastructure. Delaware used the SIM award funds to support the
contract with McKinsey and state resources (e.g., staffing) to support the Model Design process.
The state did not provide any additional direct funding, but the Delaware Cancer Consortium did
provide $50,000 in state funds to enhance an existing all-payer claims database (APCD), which
will support enhanced statewide data analytics and reporting proposed by the Plan while
simultaneously supporting a claims-based cancer registry. Members of the leadership team
provided in-kind support in the form of meeting rooms and extensive staft support for the Model
Design process.

9.3 The Delaware Plan

Delaware’s Health Care Innovation Plan proposes statewide transition to outcomes-based
payment models for care, with flexibility in the type of provider organizations that can
participate. ACOs or other independent provider organizations serve as potential models. The
ultimate goal is for nearly all Delawareans to receive care from providers whose incentives are
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linked to outcomes. According to the Plan, “The transition paths [to this new model] will vary to
account for differences in starting point experience with taking accountability for quality and
cost outcomes” (State of Delaware, December 2013). As part of the Plan, payers would fund
practice investment in care coordination. Delaware’s delivery system transformation focuses on
care coordination for high-risk individuals, who represent 5 to 15 percent of the population, with
an emphasis on integration of behavioral health services and medical care. Delaware would also
focus on more effective diagnosis and treatment to reduce unwarranted variation in care for all
population segments. Delaware would complement the care delivery and payment model
innovations with community-based approaches to robust integrated care and a strong health
information network. Delaware is considering policy levers and tools to enable health care
transformation, including information aggregation, purchasing, regulation, and legislation—
particularly in the areas of licensing and credentialing providers, payment innovation, data and
analytics enhancements, and governance.

9.3.1 Models and Strategies

The Plan proposes innovations in six main categories: (1) statewide transition to
outcomes-based payment models, (2) infrastructure to improve population health, (3) workforce
development, (4) delivery system infrastructure and support, (5) health IT and enhanced data
analysis, and (6) patient engagement. All innovations considered during the Plan development
process fell into these main categories. Appendix Table 94-1 provides a summary description of
the innovations, initiatives on which they are built, populations they address, policy levers
proposed, and implementation entities.

Statewide transition to outcomes-based payment models. Delaware proposes to
transition to outcomes-based payment models through new requirements in Medicaid with
anticipated voluntary participation from commercial payers. Medicaid would offer providers two
models: (1) a pay-for-value model where providers earn bonuses for both meeting a set of quality
measures and managing resource utilization, and (2) a total-cost-of-care model where providers
share in savings generated by the system if they both meet a set of quality measures and reduce
health care costs per member for their patients compared against a benchmark. Delaware will
require its Medicaid managed care organizations to offer payment models consistent with these
two options when the new contract period begins in 2015. Delaware will invite Medicare to offer
similarly structured models. Commercial payers may also consider these models for their
outcomes-based payment models. To participate in the new payment system, providers will have
flexibility in how they organize (e.g., ACOs or groups of independent providers). With the intent
to maximize participation (especially from behavioral health and primary care providers),
requirements will allow flexibility for design of structures and minimum panel requirements,.

Infrastructure to improve population health. The Plan would invest in activities to
ensure seamless integration and coordination of the delivery system model with the broader
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community and with non—health care providers and organizations. The Plan calls for
complementing the care delivery and payment innovations with a “Healthy Neighborhoods”
model, which integrates communities with their local care delivery systems and better connects
community resources with one another. Integration will be achieved through dedicated staff and
neighborhood councils of community organizations, employers, and providers—including care
coordinators and community health workers, who will lead care coordination in the community
and across clinical settings. It is further anticipated that Healthy Neighborhoods would be
supported through in-kind contributions from multiprofessional health care facilities. To
effectively target and serve patient populations, each healthy neighborhood would be responsible
for maintaining a tailored database of resources based on the health needs and social makeup of
its members. Prospective Healthy Neighborhoods from across all geographic areas in the state
are to submit applications to the Delaware Center for Health Innovation (described below).
Details on the criteria for selection will be developed at a future date.

Workforce development. To support better care coordination and the Healthy
Neighborhoods model, Delaware has significant needs for additional care coordinators who can
practice in multidisciplinary care teams and a broader health care informatics and health IT
workforce. The Plan includes strategies to improve the capacity of providers (e.g., nurse
practitioners) to practice at the top of their license and improve training for those capable of
serving as care coordinators (e.g., health coaches, nurse navigators, and community
ambassadors). The workforce-specific strategies included in the Plan focus on such issues as
aligning definitions and roles of health care professionals (e.g., care coordinators), assessing
opportunities to retrain people from non—health care sectors, multidisciplinary team training,
extending graduate medical education in underserved areas, developing top-of-license
guidelines, and establishing a multi-stakeholder health professions consortium to monitor
workforce development.

Delivery system infrastructure and support. After examination of data on current
health care spending in the state, the state identified two major cost drivers: patients with chronic
conditions and large variation in diagnosis and treatment of illness leading to large disparities in
costs. Accordingly, the Plan proposes several strategies to enable more coordinated delivery and
more effective diagnosis and treatment across the state. Tools available to providers would
include development of a common set of quality measures and a set of shared services and
resources for providers. Four non-technology shared services are to include a forum to
refine/develop clinical guidelines and protocols targeting high-risk and high-cost conditions,
support for practice transformation, fostering learning collaboratives for providers transitioning
to new care delivery models, and support for access to care coordinators and care coordination
tools and resources.
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Health IT and enhanced data analysis. Given Delaware’s advanced status with respect
to HIE and health IT adoption, the Plan focuses on opportunities to improve infrastructure and
effective use of health IT to support new payment models. The state proposes to develop data
and analytic capacity to evaluate and report on provider performance (e.g., total cost of care
calculation, care gap analysis, performance reporting) to support new payment and delivery
models. In addition, Delaware aspires to build care gaps and risk stratification tools as shared
services to enable providers to deliver more coordinated care. The Plan describes a long-term
vision that includes payer claims-based tools to implement the payment model—specifically, a
risk stratification tool to identify patients in the top 5 to 15 percent of need for care coordination
and to foster communication about care needed among providers, patients, and their families.
Through the tool, providers would receive an integrated summary of their patient panel, across
all payers, that would include patient risk scores for care coordination support, total cost of care,
care gaps, conditions, and a variety of other related data. Health IT investments would include
establishment of a set of patient population management tools—such as care coordinator
workflow capabilities, member engagement functionality (e.g., email, mobile), and sophisticated
clinical database analytics that can be transmitted to all practices in real time. Integration of
ambulatory data would be accelerated to equip providers with a full longitudinal patient record
for their patients. In addition to analytic tools, the state proposes to create a Web-based, multi-
payer portal to enable the exchange of information between payers and providers. Providers
would also be able to use the portal to submit quality metrics via their electronic health record
and the HIE.

Patient engagement. Delaware proposes to launch a statewide patient engagement plan,
including implementation of a statewide social marketing and education campaign, to
communicate unified health and health care decision making and utilization messages to
empower patients to be fully engaged participants in team-based care. The engagement strategy
is also to include development of a series of innovative publicly downloadable apps to address
personal health empowerment (e.g., through promotion of chronic disease self-management and
risk-reduction behaviors) and improved transparency about Delaware's health care system.
Through the apps, patients will gain easy electronic access to their personal medical records and
information to enable value-conscious health care choices. Finally, the state has proposed to
develop a Web-based portal for patients to access their health information and to evaluate and
select the providers that best meet their individual needs.

9.3.2 Policy Levers

Existing and proposed policy levers for Plan implementation are listed in Appendix
Table 94-1. The state’s primary emphasis is on voluntary participation, supported by regulatory
and executive branch action to catalyze changes proposed in the Plan, although several of the
proposed Plan elements did not have clearly identified or defined policy levers to enable
implementation. Although the state lists several entities that would be involved in the Plan’s
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implementation, the primary state agency enablers are to be the Department of Health and Social
Services, the Health Care Commission, and the Delaware Health Information Network. Together
with public and private stakeholders, the state would also create a new governance entity, the
Delaware Center for Health Innovation. to guide and implement core Plan elements.

The Department of Health and Social Services would begin movement toward outcomes-
based payments in the state through requirements added to Medicaid Managed Care
procurements as early as January 2014, with contracts reflecting new payment models to be in
place in 2015.

The Health Care Commission would work collaboratively with the deputy attorney
general to implement state policies necessary to support voluntary commercial payer
participation and multi-payer alignment across new payment models. The Health Care
Commission has already convened a work group of public/private stakeholders to address
provider workforce shortages.

Policy or regulatory action would be required to finance and enforce the Delaware Health
Information Network’s enhanced role supporting robust health data infrastructure throughout the
state—including a new provider portal, APCD, and data management services for payers and
providers. Delaware Health Information Network’s board and legislative staff are to work to
develop appropriate actions in the upcoming year.

9.3.3 Intended Impact of the Plan

Delaware developed a projection of the Plan’s impact that estimates an 8 percent or
greater net savings in health care costs over 10 years. This projection assumes a 90 percent
provider participation rate in total cost of care payment models and a 5 percent provider
participation rate in pay-for-value models. Delaware assumes that most of the state’s population
will be affected by the Plan through nearly universal provider participation in these new models.

Although full details of the Plan were not available at the time of our interviews, some
stakeholders did express positive opinions regarding the Plan’s likelihood of reaching a majority
of the population. Several interviewees raised the significance of the Plan’s multidimensional
approach, focused largely on improvement in care coordination, as critical to achieving health
improvements—not only for special and complex needs patients, but also for the population as a
whole. As stated by one interviewee, “[the Plan is] identifying, in one vehicle, where are the gaps
[in the health system] and the solutions to fill those gaps.”

9.3.4 Proposed Next Steps

Delaware has proposed several concrete steps beginning in early 2014 to move forward
with its Plan, including revisions to its Medicaid Managed Care procurements and establishment
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of the Delaware Center for Health Innovation. Most interviewees emphasized the need for a
governance structure like the proposed Delaware Center for Health Innovation to enable
continued progress on the Plan. While details about the exact structure of the Center were still in
development at the time of our interviews, many stakeholders endorsed a public/private model—
used successfully by both the Health Care Commission and the Delaware Health Information
Network. As one interviewee put it, “[ The governance structure] needs to have one foot on both
[public and private] sides to pull [the Plan] together,” that is, a structure without undue influence
of either government agencies or private sector partners. The responsibilities of the Delaware
Center for Health Innovation would include the following:

* developing a common scorecard to track the progress of providers across cost and
quality performance and outcomes measures;

* promulgating public transparency of scorecard results;

* setting up shared services and resources to support the transition to coordinated care,
including clinical protocols and guidelines to support effective diagnosis and
treatment;

* cultivating and managing a technology-enabled patient engagement strategy to give
patients better access to information and resources necessary to improve their health
(e.g., disease management tools, information about local health services);

* improving workforce education and training to support providers and transform
Delaware into a “learning state”’; and

* creating and implementing the Healthy Neighborhoods program.

The Center is to be composed of a multi-stakeholder, 9- to 15-member board inclusive of
patient, provider, payer, employer, and state agency representatives; a full-time staff of an
Executive Director and two administrators; and the four committees described earlier. The
Center would be required to report twice yearly to the Governor, general assembly, Health Care
Commission, and Delaware Health Information Network on progress toward implementing Plan
elements. Early activities of the Center would include detailed design of payment models and
infrastructure support (e.g., scorecards, identification of data needed for provider reports) needed
to implement the Plan.

During early 2014, Delaware plans to focus on development and submission of a Model
Test proposal. Meanwhile, the state plans to engage the Centers for Medicare & Medicaid
Services (CMS) in how to best align Medicaid and Medicare payment models with those
proposed in the Plan.
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9.4 Discussion

Throughout the development process, Delaware garnered widespread support for its
proposed Plan, leveraging high-level state leadership and relationships built across both private
and public stakeholders. Although there remain concerns over details, or lack thereof, included in
drafts of the Plan (particularly in the areas of governance and funding of innovations), agreement
exists that this opportunity has been a first step in moving Delaware and its key health care
constituencies toward shared goals of improving Delaware’s health care system.

9.4.1 Critical Factors Shaping the Plan

The influence of stakeholders and support from McKinsey played an important role in
Plan development. Broad stakeholder agreement that the state’s health care system needed to
change enabled the state to develop a Plan that, although sparse on many implementation details,
has garnered widespread support among stakeholders. The Plan seeks to incorporate delivery
transformation models implemented in other states, while also building on current infrastructure
within the state. The Plan was ultimately influenced by pragmatic needs, according to
stakeholders, including assumptions about CMS requirements for future Model Test funding
opportunities.

Many stakeholders recognized that the health care system in Delaware has fallen behind,
and voiced collective consensus that change to Delaware’s delivery systems would be not only
beneficial, but necessary to keep up with a national movement toward heath care system
transformation. Stakeholders were readily engaged, even without critical details regarding Plan
implementation. One stakeholder described this as analogous to the state getting everyone in the
boat, pushing off, and then choosing a direction—that regardless of the direction the Plan would
take, “we’re in the boat, so there’s no going back.” However, stakeholders were satisfied with
the likely direction, endorsing Delaware’s strategy to primarily rely on voluntary payer
participation in system reforms rather than excessive legislative or regulatory mandates.

Stakeholders were mixed on how well the Plan draws on successful examples of health
system transformation in other states while also building on current Delaware initiatives and
infrastructure. For example, several interviewees noted significant opportunities for the state to
explore best practices in other states, yet full exploration of options was limited by lack of time
and resources. Some pointed to various examples of how those developing the Plan were mindful
of leveraging infrastructure already in place, particularly the Delaware Health Information
Network, although many questions were left outstanding as to how the Delaware Health
Information Network can best be enhanced to meet the goals of the SIM Initiative while also
allowing flexibility for providers or others who wish to use their own tools.
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As the leadership team refined the models in its final Plan, many of the final decisions
were ultimately made to meet CMS guidelines or assumed expectations. For example, despite
suggestions for stakeholders to include models that would ensure long-term sustainability,
models included in the Plan tend toward short-term proposals that can be more easily evaluated
and yield a return on investment within the limited time period of a likely future Model Test
award.

9.4.2 Lessons Learned

Delaware’s experience with the SIM Model Design process yields several lessons:

* Senior-level engagement and leadership from both state agencies and private
sector stakeholders are key to designing reforms. As noted by one private sector
leader, “When the Governor calls, you will answer the phone.” The state wields an
important role in its ability to convene a cross-section of stakeholders and, if
necessary, use the “bully pulpit” to enforce statewide reforms or activity. This state
role, however, is only as powerful as the leadership supporting these actions,
according to stakeholders, so high-level state leadership is necessary to yield high-
level returns. Similarly, state actions are reinforced when high-level leadership from
across stakeholder groups, especially prominent providers and payers across the state,
are engaged and actively in support of proposed activities.

* The state must strike a balance in its role as leader, facilitator, and participant in
development of the Plan. Most agreed that the state was the most appropriate entity
to lead development of the Plan; several stakeholders lauded the overall approach
taken by the state to convene and guide stakeholders through the Plan development
process without “tak[ing it] over.” Similarly, many noted a need for the state to adopt
a governance model for Plan implementation that is a partnership representing both
public and private sector interests.

* Use of outside consultants is valuable for subject matter expertise, logistical
support, and an external perspective. Especially in a small and somewhat insulated
state, several stakeholders appreciated that a neutral external party facilitated Plan
development. Stakeholders noted that, because of its expertise in leading similar work
in other states, McKinsey was able not only to bring structure and ideas to the Plan
development process, but also to enable state agency leaders to participate as
stakeholders by freeing them from some of the administrative and logistical tasks
involved in the process.

* The Delaware work group structure yielded helpful inputs and outcomes, but
was resource intensive and draining on leadership. Stakeholders reflected many
positive aspects of the work group structure used to garner ideas and input into the
Plan, including the incorporation of public and private leaders across work groups
and the staggered calendar of work group meetings. This level of effort was said to be
possible because of many in-kind hours expended by volunteer work group leaders to
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organize and prepare for the frequent summer meetings; but this was onerous for
them, according to some leaders. Although overall appreciating the gains reaped
from this process, one leader described the experience as “Very draining.... To me
that was negative,” warning that “if you don’t have people committed to the process
that will stick with you through it, it could fall apart.”

* The short time frame had both benefits and challenges. Stakeholders were mixed
about the benefits and challenges of operating on what was perceived to be a
condensed timeframe for the Model Design award. Some noted challenges that
included inadequate time to build consensus among stakeholders around Plan details
or to explore existing delivery system reforms in other states to determine which
could be adapted and implemented in Delaware. But others noted the benefit of a
shorter timeline, which helped in sustaining momentum in support of the Plan.

9.4.3 Potential for Implementation

Stakeholders expressed cautious optimism about the feasibility of implementing the Plan.
Although overall stakeholders largely support the Plan’s proposed concepts, at the time of our
interviews the state had released few details about its final contents. One stakeholder cautioned,
“There have been many wonderful ideas... that sounded good on paper, but [will] fall apart in
implementation because they have thousands of details that cannot be addressed.”

Several stakeholders cited specific concerns (e.g., timing, stakeholder commitment, and
overall sustained success) related to lack of details of several key elements of the Plan—
including governance, shared data systems, personnel training, total cost of care models,
attention to population and public health strategies, and metrics. Additionally, although many
expressed confidence that the state would move forward with some Plan elements regardless of
CMS funding, they expressed a need to “slice and dice” the Plan to match resources available.

Especially critical to successful implementation of the Plan will be formation of the
Delaware Center for Health Innovation, according to stakeholders. Whatever the final structure,
the Center would need clear and powerful authority to successfully implement the Plan. The
Center would also need to garner strong support across the spectrum of relevant stakeholders,
including assurance to stakeholders that they would continue to have input into future policies
and programs developed by the Center. The composition of board membership, for example,
would send strong signals to stakeholder groups about which players in Delaware’s health care
landscape would wield the most significant power in influencing implementation of the Plan.

A handful of stakeholders, including some providers and state officials, supported an
incremental implementation approach that would include piloting of reforms prior to widespread
change and full implementation. However, others countered with concerns that pilots might not
be brought to scale, alluding to prior innovative state pilot programs that have not led to
statewide transformation. In this view, without full-scale, statewide implementation, the state
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may not reap population health improvements hoped for as a result of many of the proposed
elements.

9.4.4 Applicability to Other States

Many stakeholders mentioned Delaware’s small size as benefiting its ability to garner
significant and widespread stakeholder buy-in, emphasizing the ability to have high participation
in frequent face-to-face meetings and accountability across a small pool of stakeholder
representatives: “Our sandbox is small so you have to play together. Everyone knows what you
said in the last meeting.” Size also affects the overall ability of the state to successfully
implement proposed reforms across its small geography and population. As one stakeholder put
it: “In a larger state, any recommendation would [need] to carve out smaller groups to try the
Plan.”

9.4.5 Limitations of This Evaluation

We conducted all stakeholder interviews prior to release of the final Plan; thus, comments
reported in this chapter may not accurately reflect stakeholder opinions of the final Plan. We did
not receive responses after multiple interview requests to several state agency representatives
from the Department of Insurance, the Division of Social Services (Medicaid), and the Statewide
Benefits Office. Thus, opinions from these state stakeholders are not reflected in this chapter.
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Appendix Table 9A-1. Models and strategies proposed in the Delaware Health Care Innovation Plan

Preexisting model,
program, or initiative
that plan incorporates
or expands

Highmark BCBS
Delaware and the
Medical Society of
Delaware’s ACO
model and PCMH
initiative, Beebe
CAREs, Department
of Health and Social
Services programs to
address frequent
emergency
department utilizers

Entities that will be
involved in implementation

Policy levers! (*most important, on basis of

Model type or strategy Populations addressed document review and interviews)

Statewide transition to
outcomes-based payment
models (pay for value or
total cost of care)

Department of Health and
Social Services, Department
of Social Services, Delaware
Health Information
Network, providers, payers,
Health Care Commission,
Deputy Attorney General

Proposed state executive branch actions

*Require Medicaid MCOs to implement
outcomes-based payment model beginning
in 2015

*Development of statewide clinical guidelines
by which to measure improved outcomes

Proposed state regulatory action

*Require providers to organize—through
formal or virtual structures—into
coordinated care models (e.g., ACOs,
coordinated independent physician
practices) to participate in new Medicaid
payment models; requirements will include
flexibility for minimal panel requirements
and to allow for participation from
behavioral health providers

Proposed state facilitation of system change

*Creation of the Delaware Center for Health
Innovation

Adoption of outcomes-based payment models
by commercial payers

Provider-payer negotiation for prospective
reimbursement structures

Proposed federal action

Delaware will invite Medicare to participate in
similar payment models

Primary: beneficiaries
with chronic
conditions/“high-
risk” patients

(continued)
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Appendix Table 9A-1. Models and strategies proposed in the Delaware Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that plan incorporates Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
Infrastructure to Many ongoing General population Proposed state executive branch action Population health
population health initiatives Responsibilities related to implementation committee of the
“Healthy Neighborhoods” assigned to Division of Public Health Delaware Center for
—community coalitions Proposed state facilitation of system change Health Innovation,
developed to integrate *Creation of the Delaware Center for Health Division of Public Health,
community and clinical Innovation local community

organizations (e.g.,
schools, nonprofits,
employers, public health,

services to address

- In-kind contributions through commitment of
community needs

full- or part-time resources to Healthy

Neighborhoods social workers,
community health
workers), medical
providers (e.g., PCPs,
charitable 501(c)(3)
hospitals, behavioral
health specialists,
pharmacists, and nurses)

Workforce development  Many ongoing N/A Proposed state executive branch action Department of Health and

Improved education and  initiatives Reducing duplicative background checks among  Social Services, Health
training, including payers, providers, and the Department of Care Commission, schools
creation of a State, and leveraging the common CAQH (high school through
semiannual forum for credentialing application graduate), Delaware
health care workforce Proposed state regulatory action Health Information
training and retraining, *Simplify licensing requirements for certain Network, Delaware
promotion of innovative practitioners (e.g., nurse practitioners) Health Sciences Alliance,

providers, care
coordinators

education methods
(e.g., simulation labs),
reduction of

Proposed state facilitation of system change
*Establish the Delaware Center for Health

education/training Innovation

costs, improved *Establish common role definitions for care
marketing of coordinators

educational Establish a Health Professions Consortium

opportunities

(continued)



Appendix Table 9A-1. Models and strategies proposed in the Delaware Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that plan incorporates
or expands

Entities that will be
involved in implementation

Policy levers! (*most important, on basis of

Model type or strategy Populations addressed document review and interviews)

Improve capacity of providers to practice at the
top of their license through improved
education and implementation of guidelines
that relinquish some lower-level
responsibilities to others on the team

Proposed state executive branch action

*The Innovation Center Clinical Committee will

Delivery system Many pilot programs
infrastructure and

support

Providers, Department of
Health and Social Services
agencies, Delaware

Primary: Patients with
chronic conditions;
“super utilizers ”
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Support for coordinated,
team-based, and value-

conscious care,
including support

coaching for provider

transformation and
development of

learning collaboratives

to foster a dialogue
among providers
transitioning care
delivery models

Supports (e.g., clinical

guidelines) to reduce
variation in care
delivery

including patients
identified in the top
5%—-15% of need for
care coordination
and patients with
chronic conditions

Secondary: Patients

seeking care in
specialty settings
(e.g., behavioral
health, long-term
services and
support)

identify existing guidelines, clarify where
there are multiple guidelines, and develop
guidelines where none exist to address select
areas of high cost and high variation and a
common scorecard of metrics for providers
to track the impact of the transformation,
and to publicize the results across the state

Establish care coordination learning
collaboratives

Prequalify or certify vendors to source care
coordinators, tools, and resources to
providers

Proposed state facilitation of system change

*Establish the Delaware Center for Health
Innovation

Health Information
Network, payers,
providers, The Innovation
Center

(continued)
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Appendix Table 9A-1.

Models and strategies proposed in the Delaware Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative
that plan incorporates
or expands

Populations addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in implementation

Health IT and enhanced

data analysis

Patient-risk stratification
tools to identify
patients in the top 5%—
15% of need for care
coordination and foster
communication patient
care

Payer claims-based tools

for payers to implement

outcomes-based
payment models,
evaluate and report on
provider performance,
and generate payment

Web-based provider
portal to enable the
exchange of
information between
payers and providers

Patient population
management tools that
will enable providers to
better manage the
overall health of their
patients

Development of

guidelines and resource

centers to help
providers adopt and
select/implement the
supporting tools

Delaware Health
Information
Network’s HIE and
Web interface;
statewide public
health databases;
Medicaid Decision
Support System

N/A

Proposed state executive branch actions

*Enactment of policies and sustainable long-
term funding options to support new
Delaware Health Information Network
initiatives

Prequalification or certification of vendors to
develop data analytics and other provider
support tools related to the health IT and
connection to the HIE.

Proposed state facilitation of system change

Tool development and data reporting by payers

Delaware Health
Information Network,
payers, providers

(continued)
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Appendix Table 9A-1. Models and strategies proposed in the Delaware Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

that plan incorporates Policy levers! (*most important, on basis of Entities that will be
Model type or strategy or expands Populations addressed document review and interviews) involved in implementation
Patient engagement None General population Proposed state facilitation of system change Delaware Health
Statewide social *Creation of the Delaware Center for Health Information Network, the
marketing and Innovation Innovation Center

education campaign to
communicate unified
health and health care
decision-making and
utilization messages
Publicly downloadable
apps for patient health
empowerment, access
to care, and care
coordination

Patient portal: Web-based
portal to enable
patients to access their
health information and
evaluate and select the
providers that will best
meet their individual
needs

*Policy levers include Medicaid waivers; federal grants (including Round 2 SIM award); state laws; state regulations; state investments (e.g., in public health
programming); foundation grants; employer-led coalitions to drive change among providers, purchasers, or plans; state government-led coalitions, task
forces, or commissions to drive voluntary change among providers, purchasers, or plans; state purchasing contracts; and state-level (Governor-initiated)
executive policy directives.

Abbreviations: ACO = accountable care organization, BCBS = Blue Cross Blue Shield, CAQH = Council for Affordable Quality Healthcare, HIE = health
information exchange, health IT = health information technology, MCO = managed care organization, N/A = not applicable, PCMH = patient-centered
medical home, PCP = primary care provider.
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10. Hawaii

Nancy D. Berkman, Sara Freeman, Erin Boland
RTI International

Building on its unique island topography, collaborative spirit, and long-term commitment
to the health needs of its population, Hawaii moved forward in its efforts to address current and
future health care challenges through its State Innovations Model (SIM) Model Design process,
known locally as Part II of the Hawaii Healthcare Project (THHP) and formerly referred to as the
Hawaii Healthcare Transformation Initiative. This public-private partnership balances strong
leadership from the Governor’s Office with extensive stakeholder engagement.

Hawaii’s goal is to improve population health, improve health care delivery, lower costs,
and reduce health disparities between its residents in Oahu, the largest island where most
specialized care is concentrated, and the neighboring island populations. The proposed Health
Care Innovation Plan (the Plan) focuses on delivery of care through patient-centered medical
homes (PCMHs) supported by networks of community-based care services and enhanced use of
health information technology (health IT), including electronic health records (EHRs). Plan
implementation is intended, as a consequence, to improve responsiveness to two issues: (1) the
health and psychosocial needs of individuals who tend to require the highest level of care, and
(2) future shortages in the health care workforce.

Among other legislative and regulatory levers to help implement the Plan, which are to
be fleshed out early in its implementation, establishing a permanent state Office of Health Care
Transformation is viewed as crucial. The goal of the Plan is to achieve statewide adoption of
PCMHs, with 80 percent of state residents enrolled in a PCMH by 2017.

10.1 Context for Health Care Innovation

Hawaii Governor Neil Abercrombie created the Healthcare Transformation Coordinator
position in 2011 to lead efforts to improve health care in Hawaii, coordinate collaboration across
state agencies, and oversee implementation of the Patient Protection and Affordable Care Act
(ACA). The Transformation Coordinator initiated the THHP, the public-private partnership that
secured the Model Design award. The following key contextual factors were considered in
shaping the Plan.

State demographics. Hawaii comprises eight islands, organized into five counties.
Nearly 70 percent of Hawaii’s 1.4 million residents live in the City or County of Honolulu, on
the island of Oahu (US Census, 2010). This concentration of population has resulted in a
corresponding concentration of specialized health care on Oahu. Residents on neighboring
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islands may lack access to needed professionals on their home islands and face financial and
logistical barriers in flying to Honolulu for care.'

Hawaii is the most ethnically diverse state: approximately 40 percent Asian (Filipino and
Japanese are the largest subgroups), 25 percent non-Hispanic Caucasian, 20 percent more than
one race, 10 percent Native Hawaiian and Pacific Islander, and 9 percent Hispanic/Latino.
Hawaii has a significant migrant population from Pacific Island nations, for which it provides
Medicaid coverage (State of Hawaii, 2014; U.S. Census, 2010).

Health care coverage and status. Hawaii has promoted access to health care coverage
for nearly 40 years through the 1974 Prepaid Health Care Act. This legislation mandated
employer-sponsored health insurance for employees working 20 or more hours per week. As a
result, Hawaii has the second lowest uninsured rate in the country, following Massachusetts.

Hawaii ranks second in the nation in health status, with the lowest adjusted mortality rate
and the lowest rate of preventable hospitalizations. Although overall averages are strong, the
state is concerned about health disparities related to geographic, racial/ethnic, and socio-
economic characteristics. The neighbor islands have higher poverty rates and higher rates of
chronic conditions and unhealthy behaviors, such as heavy drinking, than Oahu. The Native
Hawaiian, Pacific Islander, and Filipino populations experience significantly higher than average
rates of disease mortality and morbidity. Oral health is also a concern—only 11 percent of
Hawaii residents have access to fluoridated drinking water, leading to increased tooth decay
(State of Hawaii, 2014).

Health care delivery. The majority of physician practices in Hawaii are small,
independent practices. All hospitals are nonprofit, and service delivery is dominated by two
large health care systems, Queens Health Systems and Hawaii Pacific Health. Hawaii also has a
network of 14 community health centers and two rural health clinics. Access to behavioral
health services and dental care can be a challenge, particularly for the Medicaid population (State
of Hawaii, 2014).

The Hawaii Medical Service Association (HMSA), a Blue Cross Blue Shield affiliate,
and Kaiser Permanente are the state’s two largest payers/insurers, with 60 percent and 25 percent
of the commercial market shares, respectively. They are the sole payers for the new state health
insurance marketplace and for state and county employees and retirees through the Employer
Union Trust Fund (EUTF). They are also two of five Medicaid/CHIP and Medicare payers;
Medicaid managed care is provided to eligible Medicaid and CHIP recipients through Med-

! Hawaii’s geographic barriers are further illustrated by the loss of the Hawaii Department of Health Director, who
died following a December 2013 plane crash off the coast of Molokai (Gutierrez, 2013).
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QUEST and to eligible seniors and individuals with disabilities through QUEST-Expanded
Access (QExA). United Health Care is the sole payer for TriCare (State of Hawaii, 2014).

PCMH experience. About 45 percent of Hawaii residents are enrolled in a PCMH. The
recently completed Beacon Community project used learning collaboratives to expand PCMH
participation on the island of Hawaii . On the provider side, Pay-for-Quality (P4Q) initiatives
administered by HMSA and other health plans, including Med-QUEST, have been used to
reward providers for Healthcare Effectiveness Data and Information Set performance measure
results related to screening, preventive care, and disease management. HMSA’s analysis has
demonstrated that PCMHs are more likely to meet quality benchmarks than non-PCMHs (State
of Hawaii, 2014).

Workforce. Hawaii faces significant workforce shortages across the health care
spectrum on both Oahu and the neighboring islands. High cost of living, low provider
reimbursement, and geographic isolation each contribute to this ongoing challenge. The State of
Hawaii Workforce Development Council, through a planning grant from the Health Resources
and Services Administration, created a comprehensive Healthcare Industry Workforce
Development Plan for 2011-2020—detailing shortages and identifying goals, strategies, and
action steps to increase the primary care workforce by 20 percent by 2020 (Workforce
Development Council, 2011). The workforce stakeholder committee involved many individuals
who contributed to the Workforce Development Plan, including representatives from the
University of Hawaii and the community college system (State of Hawaii, 2014). Stakeholders
expressed concern that the confluence of an aging physician workforce, a majority of small
“mom and pop” practices that will need to convert to EHRs, and the upcoming ICD-10
implementation will lead to increased rates of retirement, exacerbating physician shortages.

Data Infrastructure. The Hawaii Health Information Exchange (HHIE) has secured
more than $5.6 million in federal funding to create Hawaii’s electronic health information
exchange (HIE). This will feed into the Nationwide Health Information Network, allowing
providers to securely share patient health information electronically (HHIE, 2012). HHIE also
helps providers convert to EHR systems and supports their meaningful use efforts through its
Hawaii Pacific Regional Extension Center (HHIE, n.d.). In another initiative, the County of
Hawaii initiated programs to support use of health IT to achieve measurable improvements in
health care quality and population health (Hawaii Beacon, 2012).

Supportive political environment. Hawaii has a history of being supportive of health
care reform. The state is expanding its Medicaid coverage in conformity with the ACA
Medicaid expansion option, and is building its own health insurance marketplace, the Hawaii
Health Connector (State of Hawaii, 2014).
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10.2 Planning Infrastructure and Process

With leadership and hands-on direction from staff in the Governor’s Office, the process
to develop the Plan engaged a wide range of stakeholders. Many of the key individuals were
known to Plan leadership, because Hawaii is a relatively small state that had begun the
conversation concerning transforming health care delivery prior to receiving the Model Design
award. Virtually all stakeholders considered the process to have been positive and productive,
characterized by strong leadership and a collegial atmosphere. Limitations in participation by
clinicians and community members were addressed through a series of focus groups and
community forums.

State leadership and guidance. The Governor’s commitment to the SIM Initiative was
expressed through members of his staff leading the planning process. Overall guidance was
provided by Hawaii ’s Healthcare Transformation Coordinator, who reports to the Governor’s
Director of Policy. She was responsible for the Model Design planning process, including
serving as co-chair for each of the stakeholder groups; more broadly, she is responsible for
implementation of the ACA and the coordination of health IT. The SIM Initiative Project
Director, also in the Governor’s Office, reports to the Coordinator. She participated as staff for
each of the stakeholder groups. Contractors provided management support and actuarial
services, facilitated community meetings, and conducted focus groups.

We heard almost universal acknowledgement and praise for the leadership provided by
the Governor’s Office. Stakeholders expressed their belief that having clear and strong
leadership from the Governor’s Office was a key difference between this and earlier initiatives in
Hawaii and instrumental to its success.

Stakeholder engagement. As a small state that began its Plan development process as
Phase II of THHP, many of the key stakeholders were identified through their participation in
Phase I and other health system reform efforts. Additional stakeholders were identified by these
stakeholders and Plan leadership.

To facilitate conversations concerning key issues during the planning process, seven
stakeholder committees were established: (1) Multi-payer; (2) PCMH; (3) Workforce
Development; (4) Behavioral Health; (5) Oral Health; (6) Community Care Networks; and
(7) Health Information Technology. These groups fed into a Steering Committee. Supporting
the goal of a public-private partnership, each committee was co-chaired by a private sector
member and the Health Care Transformation Coordinator. Participants included payers and
purchasers; providers; organizations supporting the health care infrastructure, particularly health
IT; academics; representatives of mentally ill patients and racial and ethnic minorities; and state
agency representatives and legislators. We identified more than 100 stakeholders who
participated in one or more meetings of one or more stakeholder committees.
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Each committee conducted multiple in-person meetings. Participation was also possible
through teleconference. A Web site containing agendas, minutes, and materials presented during
each of the committee meetings was maintained, available to the public and updated throughout
the planning process (The Hawaii Healthcare Project, 2013). Stakeholders expressed the view
that the proposals were not developed in a top-down process. Leadership and staff organized
topics for agendas and coordinated across the complex matrix of multiple committees operating
at the same time, yet allowed work groups to move forward with their ideas. The process was
described as consensus building and voting occurred infrequently. Initial meetings of each
committee discussed the goals of the Plan development process. Although the committees
developed their proposals, they generally started from earlier ideas and initiatives developed
prior to the SIM Initiative. Proposals were shared across committees, with the interaction of
developing ideas presented through logic models. Eventually, Plan components were brought
together in the Steering Committee. The process was described as “deliberative.” All
stakeholders said they felt they had a voice in the final Plan.

Across the committees, state government participants included leadership from a number
of agencies, including the Department of Health, Behavioral Health Administration, Department
of Commerce and Consumer Affairs (insurance), Department of Human Services (Med-QUEST
[Medicaid]), and the Executive Office on Aging. To enhance state agency involvement, the
Governor’s staff conducted parallel ongoing meetings with agency staff during the Plan
development process.

We heard agreement across stakeholders that committees included a wide range of
stakeholders. But we also heard concern that the effort had greater support in the private sector
than among state agencies, and that this might be because Plan implementation would likely
impose new requirements for greater alignment and coordination of goals across agencies at a
time when agencies already feel taxed by other policy changes. According to interviewees, it is
likely that some state agencies may also lack sufficient experience in working together to give
them confidence that their goals will be adequately addressed by the larger Model Design
process.

Engaging practicing clinicians and the community. Stakeholders observed that
practicing clinicians and patients (community members) were generally missing from the
stakeholder engagement process (committee meetings). These stakeholders believed that many
practicing clinicians considered the time commitment required to participate, including multiple
lengthy meetings and travel time if attending in person, too onerous.

In response, Plan leadership engaged practicing clinicians and the community outside the
committee process. The Area Health Education Center (AHEC), located at the John A. Burns
School of Medicine (JABSOM), conducted a series of focus groups with a total of 105
providers—to elicit feedback on PCMH and care coordination network formation, administrative
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simplification, optimal quality metrics, and approaches to integrating behavioral health services.
Also, seven community meetings were conducted across six islands with 133 total residents
attending.

State resources. No state funds were available for the planning process, other than for
the Healthcare Transformation Coordinator’s salary. In-kind state contributions were provided
through time spent by other state agency personnel. Two grants from the private sector, one
from the hospital association and a second from the health plan association, funded several staff
positions.

10.3 The Hawaii Plan

The Plan proposes strategies and models intended to promote innovative health care
transformation statewide. Policy levers and ongoing consumer engagement initiatives further
support the innovations planned in the state. Primary care practice redesign through the PCMH
model forms the cornerstone of the Plan. Other key components include care coordination
networks for high-risk/high-needs populations, investments in health IT (including increased
connectivity and expansion of telehealth), and movement toward value-based purchasing among
all payers.

Components of the Plan reflect the priorities elucidated during the stakeholder
engagement process. Hawaii obtained agreement and approval from all stakeholder committees
on the conceptual framework of the Plan (State of Hawaii, 2013). Ultimately, the Plan aims to
achieve statewide adoption of the PCMH model, reaching 80 percent of Hawaii ’s citizens
(1 million people) and, over time, involving all payers and providers in care coordination
programs. To ensure statewide implementation and sustainability of the proposed reforms, the
state says it will seek to establish a permanent health care transformation administrative structure
and thus continue its convener role to ensure the innovative models move forward. Appendix
Table 10A-1 provides a summary description of the planned innovations, initiatives on which
they are built, populations they address, and supporting policy levers and entities.

10.3.1 Models and Strategies

In the Plan, Hawaii proposes 12 specific models and strategies to achieve its goals. The
Plan categorizes these models and strategies under six broadly considered “catalysts” to
transform the health care system in Hawaii: (1) primary care practice redesign (encompassing the
first three models/strategies described below); (2) care coordination programs for high-risk/high
needs populations (next five models/strategies); (3) payment reform; (4) health IT; (5) health
care workforce enhancements; and (6) policy levers to drive these structural changes, including
establishment of the Office of Health Care Transformation.
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PCMH. Statewide adoption of the PCMH model is the centerpiece of the Plan’s delivery
system reform efforts, as noted, with the goal of 80 percent of all Hawaii residents (1 million
individuals) enrolled in a PMCH by 2017, an increase from the current 45 percent (State of
Hawaii, 2014). All plans and payers, including Medicaid, have agreed to payment incentives of
a higher fee-for-service rate and PCMH payment to providers meeting the minimum standard
established by the Hawaii Association of Health Plans, which is aligned with National
Committee for Quality Assurance (NCQA) Level 1 criteria. However, instead of making official
recognition from an accrediting body (i.e., NCQA) mandatory, health plans can determine if the
providers meet the minimum standard. The longer-term goal is to continually increase the
number of providers reaching NCQA PCMH Level 3 recognition.

The QUEST Integration program (the integration of Med-QUEST and QEXA into one
Medicaid managed care program expected in January 2015) is to serve as a lever for PCMH
expansion, because Med-QUEST is requiring health plans to assign at least 80 percent of their
members to a PCMH by 2017. Other strategies include learning collaboratives to train providers
in practice redesign and practice transformation facilitation teams. These strategies specifically
seek to ensure that independent providers and neighbor island populations are engaged in the
changes. PCMH training programs are to be built into JABSOM’s teaching sites.

Behavioral health care integration. The Plan calls for greater primary care and
behavioral health integration through an increased number of behavioral telehealth consultations
for Medicaid and Medicare patients with behavioral health conditions, increased screening for
depression in federally qualified health centers (FQHCs) and other primary care settings, and
increased co-location of behavioral health providers and primary care providers (PCPs) in
practice and medical home settings (including increasing the number of co-located FQHC
providers in behavioral health settings to four by 2015). Hawaii intends to create a Behavioral
Health Coordinator and three policy analyst positions to further support integration within
primary care and to provide learning collaboratives on behavioral health for primary care
practices. The QUEST Integration program would support these integration efforts within the
Medicaid population by expanding its coverage of behavioral health services to include
specialized behavioral services, cognitive rehabilitation services, and habilitation services for
certain populations.

Expanded telehealth. The Plan prioritizes expanded telehealth access and infrastructure.
To date, localized telehealth models have successfully operated in the state. For example, the
Department of Health, Child and Adolescent Mental Health Division, provided more than 1,000
telehealth patient visits in 2013 for mentally ill Medicaid children. Existing telehealth use
remains limited for many rural areas, however, due to the expense of accessing the necessary
telecommunications infrastructure, inadequate payments, and malpractice insurance issues. The
Plan calls for dedicated staff to coordinate efforts around the state to develop a sustainable
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telehealth business model. Federal telehealth grants are also to be pursued to support
telecommunication capacity. Expanded telehealth services in PCMH practices and other settings
are expected to enable primary care access and support specialty consultation to primary care
practices. JABSOM and the University of Hawaii Telecommunications and Social Informatics
Research Program (UH TASI) are to assist in the creation of “telehealth centers of excellence” to
further the research and sharing of best practices for telehealth. In collaboration with existing
programs like the UH TASI, JABSOM would lead consultations for providers implementing
primary-to-specialist consultation and specialist-to-patient care using telehealth.

Medicaid health homes. Hawaii plans to develop Medicaid health homes (MHHs) to
provide comprehensive care management and referral services to Medicaid recipients with
specific chronic conditions—including severe and persistent mental illness, serious mental
illness, serious emotional disturbance, or two of the following: diabetes, heart disease, obesity,
chronic obstructive pulmonary disease, and substance abuse. The MHH model would
incorporate use of community health workers (CHWSs) and similar peer resources to facilitate
linkages to social services in addition to medical and behavioral health services. In partnership
with the Hawaii Primary Care Association, Med-QUEST is facilitating a stakeholder
engagement process to draft an MHH state plan amendment to be submitted to CMS by July 1,
2014. To further incentivize provider participation and decrease administrative burden,
compensation for MHHs would go directly to providers on a per-member, per-month (PMPM)
basis, rather than being funneled through payers and plans.

Community care networks. Hawaii plans to develop community care networks (CCNs)
to supplement support to independent PCPs and high-risk patient groups. CCNs would be
modeled after MHHs, with similar criteria, services, aligned metrics, and standards. All
payers—including the EUTF, commercial insurers, Medicaid, and Medicare—would provide
direct compensation to CCNs for their services (in the case of Medicaid, for example, CCNs
would receive payment directly rather than from the various health plans contracted under Med-
QUEST). Some element of the payment to CCNs would incorporate a P4Q model. The CCN
model would operate in a tiered fashion, with Tier 1 focused on patients at risk of developing
chronic diseases and Tier 2 targeting patients with multiple existing chronic conditions, similar
to MHHs. Many questions about how CCNs would be implemented—for example, what formal
relationships they would have with PCPs, or how patients in each tier would be identified—have
been left to a later phase of planning and implementation, though the Plan notes that there are
examples in place elsewhere in the nation.

Super-utilizer pilots. Hawaii intends to develop programs to provide direct physical
and mental health care, care coordination and management, and assistance with social services to
patients who have frequent encounters with the health care system. Specific pilot programs
outlined in the Plan address the following three high-risk/high-need super-utilizer populations
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(totaling 1,000 individuals): (1) a behavioral health pilot for high-utilizers with other
psychosocial risk factors such as homelessness, mental illness, and substance abuse; (2) a
community paramedicine pilot focused on high users of emergency services in rural areas; and a
Department of Public Safety super-utilizer pilot for individuals with frequent interaction with the
justice system. Hawaii proposes that, during Phase 1 of Round 2 Model Test funding (the first
1.5 years), super-utilizer pilots would be implemented and used to develop and fine-tune
approaches for coordinating enrollment with local partners and providers. Full implementation
of super-utilizer programs would occur in Phase 2 (1.5 to 3 years from implementation).

Increased coordination for aged and disabled programs. Round 2 Model Test
funding would be used to enhance and increase coordinated care programs for the aged and
disabled populations. Funding would increase the number of seniors receiving services in
existing age-in-place programs, care transitions programs, and healthy aging programs. Model
Test funds would enable the Executive Office on Aging to expand and better monitor progress
by Aging and Disability Resource Centers to develop the following patient-centered services: (1)
post-hospitalization transitional care; (2) a participant direction option for arranging services
under federal and state elder care programs, to avoid nursing home placement and Medicaid
spend-down; and (3) counseling on home- and community-based services options for long-term
supports and services. Specific services for the aged and disabled would also be incorporated
into the overall PCMH model proposed for expansion under the Plan, including legal and
financial planning, support groups for caregivers, and counseling. The Plan does not discuss
how this strategy would coordinate with the Medicare program.

School-based health center expansion. The Plan proposes an expansion of school-
based health centers with services that include mental health care into communities with
community health centers and demonstrated need. Hawaii currently has one school-based health
center and another pilot school-based behavioral health project. The Plan also calls for
expansion of the Career Pathway system that engages school health aides to develop their skill
sets. School-based health centers offer families access to medical homes and integrate
behavioral health within primary care settings.

Payment reform: value-based purchasing and standardization. Hawaii seeks to
continue all-payer discussions related to using payment models to support PCMH, super-utilizer
programs, and telehealth. Building on HMSA and Med-QUEST P4Q initiatives, the Plan
proposes to ultimately transition all payers to value-based purchasing, which could include P4Q,
shared savings, or a PMPM payment method. To that end, key EUTF and Medicaid value-based
purchasing requirements are to be aligned by 2017. An all-payer claims database (APCD) is
planned for use in informing payment reforms going forward.

Hawaii has achieved multi-payer agreement on the principle of adopting a core set of
P4Q metrics that will be part of the pay-for-performance criteria payers and plans are to establish
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by June 30, 2014, and implement by January 1, 2015. Part of these criteria will include
reimbursing PCMHs at a higher rate than non-PCMHs. Strategies to discourage “cherry
picking,” including risk adjustment criteria for reimbursement, will be formulated by Medicaid,
health plans, and the Office of Healthcare Transformation. Future state-convened multi-payer
meetings will also seek to achieve consensus in 2014 on payment structures and standardized
administrative requirements to minimize provider burden. Additional “safe harbor” provisions
may be enacted to encourage payer collaboration on reform.

Increased health IT connectivity and capability. Health IT enhancements, both
providers’ use of health IT and systems for enhanced data analysis, are essential for successful
implementation of other components in the Plan. For example, the proposed PCMH and care
coordination models would require accelerated utilization of EHRs, expansion of interoperable
IT infrastructure for HHIE connectivity, and admission-discharge-transfer (ADT) feeds, along
with increased analytic capabilities and data reports.

Hawaii has set specific goals in relation to its efforts to encourage health IT uptake in the
state. The state aims to increase EHR adoption among primary care providers to 80 percent, an
increase of 8 percent per year over a period of 3 years. The number of ADT automated alerts to
PCPs is to increase by at least 10 percent annually. Standards for information exchange and
communication of measures are to be established by January 1, 2015. Unique HIE users are to
increase by 8 percent per year, with the total volume of information exchanged via HIE services
up by 10 percent annually. The Plan expects that enhanced payment for PCMHs will be an
incentive for practices to adopt EHRs, which are a requirement of being a PCMH. With Round 2
Model Test funding, Hawaii would provide assistance for EHR adoption to small independent
practices; in addition, federal partners, state agencies, and existing entities, including HHIE,
would continue to develop data infrastructure and tools for health IT connectivity across
providers.

To inform policy and identify ongoing cost drivers, the Plan proposes to integrate and
make available information on cost, quality, and metrics through an APCD and a state-developed
Web site. Provision of technical assistance, in addition to existing incentives and penalties,
would further encourage uptake and utilization of health IT among providers. The increased
adoption of health IT tools and systems would enable greater data sharing and outputs—thus
providing needed evidence to evaluate population health, health care costs and drivers, and the
effectiveness of PCMH and other models.

Investment and development of the data infrastructure would support the state’s
overarching goal to better understand and ultimately address health disparities. To enable
Hawaii to explore the key factors that drive the social determinants of health, the state hopes to
analyze data from the APCD and conduct future discussions with payers and stakeholders.
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The Governor’s Office of Health Care Transformation and the Hawaii Department of
Commerce and Consumer Affairs have received a Center for Consumer Information and
Insurance Oversight Cycle III Rate Review grant from CMS, in part to support development of
an APCD. With Round 2 Model Test funding, the APCD datasets and functional capacity would
be expanded.

Enhanced health care workforce development. Key workforce development strategies
in the Plan include creation of a Health Interprofessional Workforce Center and support of a
health care career pathway system in the community college system. Hawaii plans to leverage
prior and ongoing workforce development infrastructure, including the Healthcare Workforce
20/20 Plan and the Pacific AHEC, to address Hawaii’s significant workforce deficits. The
University of Hawaii would also play a key role through creation of the Workforce Center,
inclusion of the PCMH model within JABSOM’s primary care training sites, and implementation
of an advanced practice nurse practitioner residency program at the Manoa School of Nursing
and Dental Hygiene. Widespread adoption of the PCMH model is expected to help ensure that
providers practice at the top of their licensure. Hawaii also proposes to expand its CHW training
program to more effectively use these workers in meeting patients’ behavioral health needs and
ensure that training includes cultural competency skills to address health disparities. These
activities are planned to converge to build a sustainable workforce development structure. A
number of existing and proposed policy levers, including appropriation of funds for primary care
training programs and medical school slots, would support the Plan’s workforce strategies.

Sustainable health care transformation structure. The state plans to make structural
changes to support long-term health care innovation and planning in Hawaii. State legislation has
been submitted to make permanent the Model Design planning leadership entity as the new
Hawaii Office of Health Care Transformation. And two companion state house and senate bills
are being considered in the 2014 legislative session to establish an Office of Health Care
Transformation and a “Health Care Transformation Special Fund.” The Office would be housed
within the current State Health Planning and Development Agency, to be renamed the Hawaii
Health Care Planning and Policy Authority as part of the measure (Hawaii State Legislature,
2014). Requested funds would support additional program staff dedicated to health care
transformation. The Office of Health Care Transformation, as a natural continuation of the work
done by the Plan leadership, would convene public and private sector stakeholders, integrate
ongoing and new initiatives, and align state agencies. Advisory committees would counsel the
cabinet-level Health Care Transformation Officer on priorities and plans for health care reform.
The Office would also house an Innovation Center responsible for managing the APCD,
establishing transformation goals, and evaluating progress on meeting the goals.

Other models and strategies considered for the Plan but rejected. Overall, the
Hawaii Plan encompasses the models considered and brought forward by stakeholders during the
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SIM planning process. Stakeholders stated that the reform areas with greatest support in the state
had already been identified during Phase I of THHP. For example, the decision not to consider a
bundled payment model as an option for the Plan was based on feedback provided during the
Phase I process.

Although the state convened an Oral Health stakeholder committee, that topic ultimately
did not result in a prominent strategy within the Plan. According to stakeholders, this was due in
part to a lack of comprehensive state oral health data and resistance from the state dental
association. The PCMH model, however, is to include a checklist for dental screening and
referral.

10.3.2 Policy Levers

To implement the above-cited strategies, the state and its partners plan to leverage new
and existing legislative and regulatory actions, supported by structural changes (e.g., establishing
the Office of Health Care Transformation) and cooperation of public and private entities.
Appendix Table 10A4-1 provides detailed information on relevant policy levers for each
component of the Plan.

Hawaii has an existing policy infrastructure that positions it well to move forward with
Plan implementation. This infrastructure includes the Prepaid Health Act of 1974, which
facilitated a relatively high rate of health care coverage for its population and enables most
Hawaii residents to access health care through the models proposed in the Plan. Hawaii’s
statutes support the HIE. The state’s most recent renewal of its Medicaid section 1115 waiver
consolidates its Medicaid managed care programs and streamlines eligibility under the QUEST
Integration program. The QUEST Integration program will support transformation efforts by
Medicaid health plans in numerous areas; for example, the state’s QUEST (Medicaid) contracts
with health plans will obligate them to pursue value-based purchasing and EHR use, expand
coverage for behavioral health services, and encourage patient-centered approaches in care
coordination.

The state plans to pursue new actions to further strengthen its position to assemble key
stakeholders and implement change. As described above, establishment of a permanent Office
of Health Care Transformation in the state government is viewed as a necessary step for
sustained transformation in the state. Legislation is being put forward to codify and fund the
Office. The executive branch plans to take steps to continue its convener role through the
oversight of advisory committees to the Office and formation of a Public Health Policy Group in
2015. The Office would also convene quarterly data analysis and policy dissemination meetings
with public and private partners. To further support innovation in payment structures, the
Medicaid and EUTF programs would align and reissue contracts to include such requirements as
submission of data to the APCD and value-based purchasing. The state also anticipates
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leveraging the Hawaii Health Connector, its nascent online exchange, to support transformation
efforts.

Hawaii proposes to make new investments to support Plan implementation and seek
additional federal funding. For example, state-level appropriations for primary care training
programs and medical school slots would underwrite the Plan’s workforce development
component. Round 2 Model Test funding would go toward enhancing and expanding existing
health IT, workforce development, and care coordination programs in the state. In addition to
the Round 2 Model Test award, Hawaii plans to pursue other federal funding opportunities in
such areas as telehealth.

With regard to legislative levers, most in the Plan are under consideration rather than in
process. For example, the state plans to consider pursuing expanded “safe harbor provisions” in
2015 beyond legislation passed in 2013—further protecting providers and payers so they can
collaborate in the manner envisioned by the Plan on payment and health care system reforms.

To support its model for expanding telehealth, legislation may be required to change licensing
standards or the definition of practitioners’ scope of practice. Finally, the Hawaii legislature will
likely consider a “health in all policies” statute, according to stakeholders, requiring
consideration of the health aspects for non—health related planning.

Additional policy levers would be required in the future, and are to be considered during
early stages of implementation of the models. These include legislation requiring participation in
APCD for commercial plans and providers and standardization of reported racial/ethnic data.
Additionally, legislation may formalize the role of the HHIE and the state’s participation in it.
Generally, the proposed models do not require legislative or regulatory action; rather, they can be
reached through collaboration and consensus among relevant stakeholders.

10.3.3 Intended Impact of the Plan

The Plan focuses on statewide innovation, with particular concern for underserved
individuals and high-need communities. The Plan outlines strategies to achieve statewide
adoption of the PCMH model, with the goal to have 80 percent of Hawaii residents enrolled in a
PCMH by 2017. Hawaii’s transformation efforts specifically aim to improve population health
metrics for diabetes, obesity, heart disease, and end-stage renal disease. Following additional
planning and discussions, all payers and health plans in the state are expected to agree to
standardized metrics, processes, and payments in the long term. Care coordination and practice
redesign initiatives specifically address high-need populations with known disparities; inhabiting
rural neighbor islands; or with chronic, complex conditions that may be the sequelae of
psychosocial problems. Concern for addressing health disparities runs throughout the Plan.
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10.3.4 Proposed Next Steps

Next steps for Hawaii include completion of actuarial analyses and submission of an
application for a Round 2 Model Test award. The Model Design process has propelled the state
to pursue new, permanent structures for planning health care innovation via state legislation to
further supplement Model Test funding. Health plans and payers expect to continue meeting to
discuss alignment on metrics and administrative requirements. Work on the health IT
infrastructure in the state is also to continue. Under the leadership of the Governor’s Office and
the proposed State Office of Health Care Transformation, Hawaii hopes to continue health care
innovation planning and implementation, regardless of Model Test funding.

The Plan calls for a phased approach to implementing the proposed models. Models of
care implemented as part of primary care practice redesign and increased care coordination for
patient populations are to be implemented through two phases over 3 years. Phase 1 would
include development of PCMH and MHHs, establishment of practice facilitation teams and
learning collaboratives, three pilot super-utilizer programs, health IT development, construction
of the APCD and alignment of value-based purchasing requirements, creation of a CCN
taskforce, and increased integration of behavioral health care within those initiatives. The
primary policy strategies to create the necessary supporting infrastructure to guide
implementation would also be pursued in that period. During Phase 2, the CCN model and
super-utilizer programs would be fully implemented, alongside continued advancements in
behavioral health delivery and payment reforms. Development of a state Web site, with cost and
quality data and increased analytic capacity for the APCD, is also anticipated for Phase 2.

10.4 Discussion

The planning process for the Plan was developed during a period of rapid and
unavoidable change in the health care delivery system, including pressure for improving access
and quality of care, while further containing costs. We asked all stakeholders, “why now?” We
wanted to understand the confluence of influences that appeared to effectively bring a wide range
of individuals to the table to work to change health care delivery in Hawaii. The primary
stakeholders said they believed health system change was inevitable; therefore, they needed to
participate. Once at the table, they found many of their colleagues there as well. Plan leadership
was said to promote a positive environment, resulting in an effective series of planning sessions.

10.4.1 Critical Factors Shaping the Plan

Several factors stand out as prompting the decisions Hawaii made about the models,
strategies, and policy levers included in the Plan.

Pre-planning efforts facilitated efficiencies. Because many of the stakeholders
engaged in the process had recently worked together on other initiatives, they brought to the
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table a shared baseline for what they should be focusing on. Similarly, Plan leadership knew
from the outset which strategies were more likely to have widespread support from stakeholders
(e.g., PCMH).

Strong leadership and political support. The legitimacy of the SIM planning process
was expressed through leadership, including hands-on involvement of staff in the Governor’s
Office. This helped bring various constituencies to the table, including previously siloed state
agencies and private sector competitors. As one stakeholder put it: “People understood from the
beginning that we were really intending to make some changes.”

Culture of collaboration. Many stakeholders described Hawaii as having a general
culture of collaboration and treating others respectfully. In addition, the insurance market and
the hospital systems are dominated by a few large companies. Political discourse in the state is
led by one party, and academic support was received from the state’s one medical school. These
factors may have helped the Model Design process maintain focus and develop an
implementable Plan.

10.4.2 Lessons Learned

Two lessons learned during the Plan development process may be valuable to other
states, according to stakeholders.

Front-end planning is critical. The Model Design initiative was inclusive of a large
number and variety of stakeholders, representing interests throughout the state. Stakeholder
participants expressed their unanimous support for this approach while acknowledging that it
required “time, energy, and effort.” Front-end planning was said to be critical due to the limited
time to convene meetings with a large number of participants, discuss complex issues, and make
decisions. It was not possible to start from scratch, according to this view; ideas to begin the
discussion included earlier efforts in the state and knowledge of what other states were doing.

Developing a good general idea into an actual, specific, definable project that can be
delivered is a challenge. Stakeholders may reach consensus that an idea is a good one but, as
one stakeholder said: “where the rubber really hits the road is when we start defining exactly
what we’re going to change first, how that’s going to happen, and by when.” In other words, a
good plan is one that can be implemented.

10.4.3 Potential for Implementation

The state leadership expressed concern about its ability to maintain the process after the
Model Design award ended, especially continuing the momentum past a short planning period
since stakeholders have “real jobs” they need to focus on. The state was seeking ongoing staff
funding through grants and state legislation to support the creation and funding for the planned
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new Office of Health Care Transformation. However, given the timing of the legislative session,
this could not feasibly occur before July 2014.

10.4.4 Applicability to Other States

Hawaii includes rural and geographically isolated communities. Although they may not
face the same degree of isolation, stakeholders said other states may find useful Hawaii’s
consideration of new models of care for isolated rural areas without having to come to the
“mainland,” particularly in relation to health IT and telemedicine.

To the extent practicable, stakeholders also said other states may also wish to use
Hawaii’s effective front-end planning strategies to help guide their own planning of new
initiatives within a limited time frame.

10.4.5 Limitations of This Evaluation

All stakeholder interviews were completed prior to submission of the final Plan, so this
analysis may not accurately reflect stakeholders’ opinions of the final Plan. In addition, there
may be response bias from stakeholders who would like Hawaii to receive additional funding
from the Innovation Center. Finally, we wish to express our deep sadness for the loss of
Hawaii’s Health Commissioner in the 2013 plane crash, whose insights were included in the
development of this case study.
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Appendix Table 10A-1. Models and strategies proposed in Hawaii Health Care Innovation Plan

Preexisting model,
program, or initiative
that plan incorporates
or expands

Populations

Model type or strategy addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in
implementation

PCMH Model General population

goal: 80% of HI
residents enrolled
ina PCMH by 2017

Single-payer PCMH
programs (Med-
QUEST PCMH, HMSA
PCMH, Kaiser
Permanente PCMH
program)

HIBC

Existing

QUEST Integration Medicaid section 1115
waiver—integration of Medicaid managed
care programs for all beneficiary groups (in
process)

Proposed state executive branch actions

*Development of practice transformation
facilitation teams

Intensified training and increased number of
PCMH learning collaboratives

Medicaid Health Home state plan amendment

State facilitation of system change

*Provider participation

*All plans and payers have already agreed to
reimburse at a higher level those providers
who meet NCQA PCMH L1 criteria

Health plans and payers
Regional Extension Center
Contracted vendor to
develop practice
facilitation teams and
learning collaboratives
JABSOM

Behavioral health care
integration

Patients with
behavioral health
conditions; high-risk
populations

Proposed state executive branch actions

Establish positions of Behavioral Health
Coordinator and three policy analysts

QUEST Integration Medicaid section 1115
waiver (in process)

JABSOM, FQHCs, providers
and health plans

Expanded telehealth General population;

underserved
patients and
regions lacking

Department of Health,
Child and Adolescent
Mental Health
Division telehealth

program access to specialty
Pacific Basin care; Medicare and

Telehealth Resource ~ Medicaid patients

Center with behavioral

health conditions

Existing

Hawaii Rev. Stat. §431:10A-116.3, §432:1-
601.5, §432D-23.5 (Coverage for telehealth)

Proposed review of state

legislation/regulation

Development of incentives and malpractice
coverage

Proposed federal actions

*Telehealth grants

JABSOM and UH TASI
HI Department of Health
Local Payers

Other stakeholders already
engaged in telehealth

(continued)



Appendix Table 10A-1. Models and strategies proposed in Hawaii Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that plan incorporates
or expands

Med-QUEST PCMH

Entities that will be
involved in
implementation

Policy levers! (*most important, on basis of
document review and interviews)

Populations
Model type or strategy addressed

Medicaid Health Homes

Health home team
providers
HI Dept. of Human

Medicaid recipients
with severe and
persistent mental

Proposed state legislative actions
Medicaid Health Homes state plan
amendment (to be submitted by July 1,
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Iliness, serious
mental illness, and
serious emotional
disturbance;
Medicaid recipients
with two of the
following
conditions: obesity,
chronic obstructive
pulmonary disease,
substance abuse,
heart disease,
diabetes

2014) (in process)

Services Med-QUEST

(Medicaid) Division
Hawaii Primary Care

Association

EUTF and commercial
insurance patients
with needs beyond
scope of PCMHs

Community Care Networks HIBC
(CCNs) P4Q initiatives

To be determined.

State Office of Health Care
Transformation

CCN Committee convened
for planning

All payers: Medicare,
Medicaid, EUTF, and
commercial payers

Health IT entities

Super-utilizer pilots
3 Pilots:

Super-utilizer
populations:

Behavioral health pilot Patients with history of

Community paramedicine high utilization, have
pilot other psychosocial

DPS super-utilizer pilot risk factors, or are

referred

High users of
emergency services
in rural areas

State executive branch action
QUEST Integration Medicaid section 1115

waiver (in process)
Proposed federal action
*Round 2 Model Test award

Providers, health plans, and
community agencies
Community Health Centers
HI Dept. of Health
Emergency Medical
Services and Injury
Prevention Branch DPS
Health IT entities

(continued)
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Appendix Table 10A-1. Models and strategies proposed in Hawaii Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,

program, or initiative
that plan incorporates

or expands

Populations
addressed

Policy levers! (*most important, on basis of
document review and interviews)

Entities that will be
involved in
implementation

Individuals with

frequent interaction
with the criminal
justice system with a
mental health
diagnosis or history
of substance abuse

Increased coordination for
aged and disabled programs

ADRC

Medicare’s
Community-based
Care Transitions
Program

Home- and
community-based
services

Participant-directed
services programs

Kupuna Care

Veteran-directed
movement in HI

QUEST Integration

Enhanced fitness and
chronic disease self-
management
programs

Aged and disabled

Existing

Section 3026 of the Affordable Care Act
(Community-based Care Transitions
Program)

Older Americans Act Title I1IB (legal assistance)

Proposed federal action

*Round 2 Model Test award

PCMHs, Medicaid Health
Homes, CCNs

Other primary care
providers and hospitals,
Veterans Affairs

Medicare, Medicaid

Executive Office on Aging ,
Department of Health

Local county ADRC

(continued)
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Appendix Table 10A-1. Models and strategies proposed in Hawaii Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative

that plan incorporates

or expands

Populations

Entities that will be
involved in
implementation

Policy levers! (*most important, on basis of
document review and interviews)

School-based health centers
expansion

The Kahuku School-

Based Health Center
at Kahuku High and
Intermediate School,
operated by the
Ko‘olauloa
Community Health
and Wellness Center

Queen’s Medical

Center and Tripler
Army Medical
Center school-based
mental health care
program at Wahiawa
Elementary School

Career Pathway

System for school
health aides

Children and families

To be determined. Community health centers

Hawaii Department of
Education

Hawaii Alcohol and Drug

Abuse Division

Payment reform:

Value-based purchasing and
standardization

HMSA and MedQUEST  N/A

P4Q initiatives

Existing

*Effective in 2015, MedQUEST will require
health plans to include value-based
purchasing in 50% of all contracts with PCPs
and hospitals in the first contract year, 65%
in year 2, and 80% in year 3

Proposed state legislative action

Passage of additional definitions for Safe
Harbor provisions (in 2015)

Proposed state regulatory action

Reissuance of EUTF and Medicaid contracts

Proposed federal action

*Round 2 Model Test award

EUTF, Medicaid
Eventually all payers

(continued)
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Appendix Table 10A-1.

Models and strategies proposed in Hawaii Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative

Entities that will be

that plan incorporates Populations Policy levers! (*most important, on basis of involved in
Model type or strategy or expands addressed document review and interviews) implementation
Increased health IT UCERA telemedicine  General population Existing State agencies and offices
connectivity and capability technology and health care *CCIIO Cycle Ill Rate Review grant (provides (Office of Information
Technical assistance to HIBC system, with focus funding for an APCD) and Technology, State
providers to increase EHR ik on primary care Stage 2 Meaningful Use incentive program Office of Health Care

adoption and utilization of
Health Information
Exchange (HIE)

APCD datasets and functional
capacity

Development of data
infrastructure and
analytics platforms

roviders
Development of an P

APCD under way
with funding from
cclo

2012 Memorandum of Agreement between
the State and the HHIE (outlines
collaboration to develop a statewide health
information network)

Proposed state regulatory action

Reissuance of EUTF and Medicaid contracts

Proposed federal action

*Round 2 Model Test award

Transformation,
Department of
Commerce and
Consumer Affairs)

HHIE
Hawaii Health IT
Committee

All payers and providers

Enhanced health care

workforce development

Establishment of practice
facilitation teams and
learning collaboratives

Hawaii ’s Healthcare
Workforce 20/20
Plan & Report (2011)
[Plan developed but
not implemented]

Physician Workforce
Assessment

Hawaii community
college system’s
“Career Pathway”
program

General population,
with focus on
Health Professional
Shortage Areas

Existing
Hawaii State Loan Repayment Program
HRSA Healthcare Workforce Planning Grant to

State of Hawaii Workforce Development
Council

Advanced Practice in Nursing grant (Robert
Wood Johnson Foundation) to increase
percentage of baccalaureate-prepared
nurses

C3T: Community College Career and Technical
Training Grant

Department of Labor
Workforce Development
Committee

College of Health Sciences
and Social Welfare at
UCERA

Hawaii /Pacific BasinAHEC

(continued)
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Appendix Table 10A-1. Models and strategies proposed in Hawaii Health Care Innovation Plan (continued)

Preexisting model,
program, or initiative
that plan incorporates

Populations

Entities that will be

Policy levers! (*most important, on basis of involved in

Model type or strategy or expands document review and interviews) implementation
Univ. of Hawaii : creation of Proposed state legislative action Primary care physicians,
an Interprofessional Health HB 1742: appropriation of funds for an nurse practitioners,

Sciences School, interdisciplinary primary care training nurse midwives,
implementation of the program at Hilo Medical Center physician assistants,
PCMH model in JABSOM HB 1383: appropriation of funds to double psychologists, clinical
primary care training sites, primary care slots at JABSOM in next fiscal social workers, dental
implementation of an year hygienists, dieticians
advanced practice nurse
practitioner residency
program

Support of a health career
pathway system

Expansion of Community
Health Worker curriculum
and programs

Sustainable health care Healthcare N/A Existing State government and

transformation structure

The Office of Health Care
Transformation

Transformation
Program in the
Governor’s Office
The Hawaii Healthcare
Project (public-
private partnership)

Act 224 (Health Care Administrative
Uniformity), signed 2013

Proposed state legislative action

*Passage of HB2277 and SB2827 to establish
the Office of Health Care Transformation
within the State Health Planning and
Development Agency and establish the
Health Care Transformation Special Fund (in
process)

*Approval of funds for staffing the Office of
Health Care Transformation

Proposed executive branch action

Formation of a “Public Health Policy Group”

agencies, private and
public sector

*Policy levers include Medicaid waivers; federal grants (including Round 2 SIM award); state laws; state regulations; state investments (e.g., in public health
programming); foundation grants; employer-led coalitions to drive change among providers, purchasers, or plans; state government-led coalitions, task
forces, or commissions to drive voluntary change among providers, purchasers, or plans; state purchasing contracts; and state-level (Governor-initiated)

executive policy directives.
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Appendix Table 10A-1. Models and strategies proposed in Hawaii Health Care Innovation Plan (continued)

Abbreviations: ADRC = Aging and Disability Resource Center, AHEC = Area Health Education Center, APCD = all-payer claims database, CCIIO = Center for
Consumer Information and Insurance Oversight, CCN = community care network, DPS = Hawaii Department of Public Safety, EHR = electronic health
records, EUTF = Employer-Union Trust Fund, FQHC = federally qualified health centers, health IT = health information technology, HHIE = Hawaii Health
Information Exchange, HIBC = Hawaii Island Beacon Community, HMSA = Hawaii Medical Service Association, HRSA = Health Resources and Services
Administration, JABSOM = University of Hawaii John A. Burns School of Medicine, N/A = not applicable, NCQA = National Committee for Quality Assurance,
P4Q = Pay for Quality, PCMH = patient-centered medical homes, PCP = primary care provider, UCERA = University Clinical Education & Research Associates,
UH TASI = University of Hawaii Telecommunications and Social Informatics Research Program



11. Idaho

Neva Kaye, Scott Holladay, Tess Shiras
National Academy for State Health Policy

As a mountain state with large and sparsely populated rural and frontier areas, much of
the state is served by small primary care practices that lack the resources for primary care
transformation. A core group of Idaho stakeholders began to process of plan for reform by
envisioning networks of patient-centered medical homes (PCMHs) delivering team-based health
care that would improve access and quality and alleviate workforce issues. The State Innovation
Model (SIM) Model Design award provided Idaho with an opportunity to engage stakeholders to
develop their vision into a detailed Health Care Innovation Plan (the Plan)—building broad
support to expand the Idaho Medical Home Collaborative’s current PCMH pilot and to leverage
the existing Idaho Health Data Exchange infrastructure.

Idaho’s planning process was sponsored by the Governor, with legislators actively
engaged. In keeping with the state’s tradition of building consensus rather than using government
action, health care stakeholders were the driving force in design, particularly primary care
providers (PCPs) and payers. The planning process was chaired by a physician and facilitated by
the state’s consultant, Mercer. The process also featured extensive engagement of consumers,
providers, and employers through focus groups and town hall meetings.

Key elements of the Plan include developing infrastructure at the state and regional levels
to support PCMHs, implementing multi-payer PCMH payments, and building health information
technology (health IT) to facilitate data sharing and quality measurement. To implement the
Plan, the Governor has issued an executive order establishing the Idaho Healthcare Coalition, to
be led by public and private stakeholders under the management of the Department of Health and
Welfare. Implementation would build on existing initiatives using a combination of voluntary
stakeholder action, use of state purchasing power and policy alignment, and a new Medicaid
state plan amendment (SPA). The Plan’s goal is to focus on improving health and wellness care
for the population as a whole, with 80 percent of state residents projected to have access to a
PCMH by 2019.

11.1 Context for Health Care Innovation

The Plan was shaped by previous state efforts to advance PCMHs, strong physician
leadership, and a preference for advancing health policy by building consensus among private
and public sector stakeholders rather than through government action. It was also strongly
influenced by a need to increase numbers of health personnel (including PCPs, specialists,
behavioral health providers, and nonphysician providers) and the rural nature of the state.
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The state chose to leverage an existing initiative, the Idaho Medical Home Collaborative,
created by Governor C.L. “Butch” Otter in 2010 through executive order. The Collaborative
includes PCPs, private insurers, Medicaid, and health care organizations, but not the Indian
Health Service (Idaho has six recognized tribes in its jurisdiction). The Collaborative established
a 2-year multi-payer pilot program that began on January 1, 2013, and has 36 participants—all
primary care clinics (Idaho Medical Home Collaborative, n.d.). The state’s three largest private
payers, Blue Cross of Idaho, Regence Blue Shield of Idaho, and PacificSource, which together
cover over 57 percent of Idahoans, are participating in the pilot in addition to Medicaid, which
covers 9.5 percent of the population (SHADAC, 2012). Participating practices must meet
National Committee for Quality Assurance Level 1 accreditation standards by the end of the
pilot’s second year (Idaho Medical Home Collaborative, n.d.). The pilot serves chronically ill
patients and those with complex conditions. Medicaid’s participation in this pilot is authorized
under a Section 2703 health home SPA for Medicaid individuals with chronic conditions.

Idaho’s model was also informed, in part, by Community Care of North Carolina, which
provides a system of regional and state-level support for PCMHs. In 2012, a team of provider
associations and Idaho Medicaid representatives studied the North Carolina model through an
intensive 2-day visit to that state. During the visit, the Idaho team identified how the model
could be adapted to Idaho and formulated goals that helped inform the Plan and complemented
the Idaho Medical Home Collaborative.

Several other existing initiatives laid groundwork for the Plan. For example, the Idaho
Health Data Exchange, a nonprofit that governs Idaho’s health information exchange (HIE), is to
help lead much of the Plan’s health IT improvements going forward. Currently, 46 percent of
providers use electronic health records (EHRs), and the HIE is connected to 10 hospitals, six
labs, three payers, and more than 1,200 provider groups (State of Idaho, 2013b). Although a
start, there is significant room for health IT developments in the state, particularly in rural areas
and small practices. Also, the Idaho Behavioral Health Partnership (a recently implemented
Medicaid managed care program that delivers only behavioral health services) laid the
foundation for integrating behavioral health into the Plan. This foundation is critical, as Idaho
has identified access to behavioral health services and integrating them with primary care as key
challenges.

The health care workforce and delivery system capacity in Idaho is under resourced,
serving as an impetus for the improvements in the Plan. Currently, 96.7 percent of Idaho is
federally designated a health professional shortage area in primary care; for mental health care,
100 percent of the state is federally designated a shortage area (State of Idaho, 2013b). Many
practices in rural areas are small and under resourced; 35 of Idaho’s 44 counties are rural,
encompassing about 33 percent of the state (Rural Assistance Center, 2013; State of Idaho,
2013b). Further, Idaho has no medical school, so recruiting and retaining physicians is difficult.
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Governor Otter created the Idaho Health Professions Education Council in 2009 to address these
1Ssues.

Idaho’s political climate is one that favors voluntary action over state regulation to make
changes in the health care environment. As a result, the Plan generally avoids identifying
legislative policy levers and instead focuses on opportunities to expand existing private sector
initiatives and federal authorizations for changes in Medicaid.

11.2 Planning Infrastructure and Process

State officials saw the SIM Initiative award as an opportunity to build on previous PCMH
initiatives, including the Idaho Medical Home Collaborative and Medicaid Section 2703 health
homes. Those initiatives created a core group of informed and engaged stakeholders with a
common vision of implementing medical homes statewide. The Governor’s sponsorship and the
support of the Department of Health and Welfare director helped bring other key stakeholders to
the table. A wide range of stakeholders were engaged in the design process, particularly health
care stakeholders and key legislators. There was also extensive engagement of consumers,
providers, and employers around the state through focus groups and town hall meetings.

Governance and management. Department of Health and Welfare staff managed the
project as well as oversaw the contract with Mercer, which facilitated the planning process,
conducted focus groups and town hall meetings, and wrote the Plan. The Department of Health
and Welfare’s director was not actively involved, but a deputy director and the Medicaid division
administrator played key roles in shaping the initial direction of the SIM Initiative proposal,
selecting and recruiting stakeholders, and quietly guiding the process in collaboration with
stakeholder leaders. The Governor’s Office was represented on the Stakeholder Committee and
monitored the process to ensure the strategies and the Plan represented a consensus among
participants and would be supported by stakeholders across the state. The Governor’s Office did
not try to influence the process or promote specific goals, however.

Stakeholder engagement. The state recruited the CEO of Idaho’s family practice
residency program to chair the Steering Committee and oversee the process. He and a state
official identified and recruited a wide range of stakeholder groups to participate in the planning
process. Both also held meetings and phone calls with individual stakeholders to better engage
stakeholders and identify issues they were reluctant to raise in meetings. Stakeholders engaged
in the planning structure included PCPs, community health centers, hospitals, the major
commercial insurers, Medicaid, health care infrastructure, key legislators, the health division,
and other state agencies (Mercer Health & Benefits, LLC, 2013). Idaho does not have an in-state
medical school, but the family practice residency program was actively involved, as were the
community health centers. The planning structure engaged stakeholders from around the state,
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including physicians from small, rural practices. A state official noted that Idaho is small
enough that they really could seat all the key health care stakeholders at the table.

The participation of non—health care stakeholders on the Steering Committee and work
groups was limited to an employer, two legislators, and a state official representing advocates
from the Commission on Aging. Several health care stakeholders said that more participation of
self-insured employers in the planning process would have been helpful. Neither behavioral
health providers nor consumer advocacy groups were engaged in committee work, but were
instead recruited to participate in focus groups and town halls. Stakeholders participating in the
planning process agreed that the focus groups and town hall meetings provided ample input from
consumers and providers. Employers were also engaged through an employer focus group in
each region. A representative from the Idaho Employers Health Coalition has been invited to
join the newly formed Idaho Healthcare Coalition.

Planning structure. The state developed a new planning structure with a Steering
Committee and four stakeholder work groups, which met monthly for 6 months. Members of
these committees included members of existing planning entities and new participants. The
Steering Committee comprised 11 voting members: three independent physicians, the chairs of
the Idaho Senate and House health and welfare committees (one a physician), a representative
from the Governor’s Office, two other state officials, an employer, and two hospital system
executives (one a physician).

The Steering Committee was supplemented by 13 “sponsors” representing key
stakeholder groups—including the hospital association, the medical association, and the largest
commercial insurers, as well as the four work group chairs (three of whom are physicians). The
sponsors’ role was described as adding their expertise, experience, and stakeholder perspective.
The major distinction between the sponsors and members was that sponsors were nonvoting. As
several participants explained, the sponsors participated fully in the Steering Committee, except
for voting, and decisions were made by consensus if possible. This unusual structure, which
relegated some powerful stakeholders to nonvoting roles, seemed to be accepted by both voting
and nonvoting members (see Table 11-1). As of January 1, 2014, however, following submission
of the Plan, the SIM Initiative Steering Committee agreed that all members would be voting
members going forward.

Work groups. The membership of the four work groups reflected the composition of the
full Steering Committee; most members were health care providers, health IT managers, or
payers. Each work group had about a dozen members, and only one individual was recorded as
nonparticipating. The work groups were: Network Work Group, assigned to plan regional and
state networks to support PCMHs; Health Information and Technology; Clinical Quality; and
Multi-Payer. Six physicians served on the Network Work Group, and eight on Clinical Quality.
Multi-Payer included Medicaid and the three commercial insurers, and its membership
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overlapped with that of the sponsors (Mercer, 2013). Physicians chaired three of the work
groups, while the fourth was chaired by the director of the nonprofit Idaho Health Data
Exchange.

Table 11-1. lldaho Planning Structure for Stakeholder Participation

Steering Committee

Voting Members Nonvoting “Sponsors”
11 members, including physicians, the Governor’s 13 members, including 3 physicians, 4 payers, and
Office, and 2 legislators 4 provider associations

Stakeholder Work Groups

Multi-Payer Network Clinical Quality Health IT
11 members, including 14 members, including 11 members, including 12 health IT specialists and
4 payers, an employer, 6 physicians and 8 physicians representatives from
and 3 state officials various provider provider organizations
organizations and state agencies
Focus Groups Town Hall Meetings

44 focus groups for consumers, primary care providers, 6 town hall meetings, including 1 on a reservation; also
other providers, hospitals, and employers a briefing for tribal representatives and a
consultation for 1 tribe

Abbreviations: health IT = health information technology.

Consumer/community engagement. The state used Mercer to undertake a major effort
to engage consumers, as well as providers and employers, through a series of 44 focus groups
and six town hall meetings to cover every region in the state. In each of four regions, multiple
sessions were convened to solicit input from separate focus groups of consumers, PCPs, and
other providers on each of the four work group topics, plus an employer group and a hospital
group. Town hall meetings were conducted to engage the public and stakeholders in rural and
frontier communities, where it might be difficult to recruit enough participants for separate focus
groups. The state reached out to the state’s six American Indian and Alaskan Native tribes
through a briefing, an on-site consultation with one interested tribe, and a town hall meeting on
another tribe’s reservation.

Mercer compiled feedback from focus groups and town halls, and presented it to the
work groups and Steering Committee. This feedback was considered during Plan development
and helped shape the Plan; but it is not possible to tie any specific recommendations in the Plan
to that input. Stakeholders reported that they took community engagement seriously as part of
the effort of building support across the state and identifying potential concerns.

Planning resources. Several key state officials were actively engaged in the planning
process, but the state relied heavily on Mercer to staff the process. Mercer staff facilitated the
process by taking notes and reporting decisions from previous meetings and other work groups,
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but stakeholders were clearly in control. Several stakeholders praised Mercer’s effective
management of the process, including the extensive community engagement.

11.3 The Idaho Plan

The core of the Plan is to create PCMHs statewide for all patients, building from the
Idaho Medical Home Collaborative (36 participating practices), and to strengthen linkages
between the PCMHs and other health and social services. The state’s three largest payers and
Medicaid are committed to the model. Although the Plan calls for Medicare engagement,
Medicare has not committed to (nor did Medicare representatives participate in) the planning
process. Under the Plan, the state would implement the PCMHs through the Idaho Healthcare
Coalition, and through seven regional collaboratives, which would assist locally with PCMH
transformation. Idaho’s Medicaid agency is already using its existing Section 2703 health home
SPA for Medicaid beneficiaries with chronic conditions, and is planning to submit an integrated
care model (ICM) SPA to allow additional Medicaid and Children’s Health Insurance Program
(CHIP) participation in the PCMHs. Idaho also intends to make any necessary modifications to
its existing Title XIX (Medicaid) and Title XXI (CHIP) state plans. The state does not plan to
use any mandates or legislative levers to implement the Plan, however. Instead, Plan
implementation relies on stakeholder support, continued investment in existing programs,
infrastructure such as the Idaho Health Data Exchange, and purchasing power. The state plans to
incentivize providers to participate voluntarily by paying them incrementally as they meet
various national accreditation standards and PCMH milestones. The state also proposes to use
its Medicaid purchasing power as a policy lever to help integrate behavioral health and social
services with primary care.

The Plan aspires to improve access to care in rural areas and enhance care coordination
and integration of behavioral health services with medical services—projecting that 80 percent of
residents will have access to a recognized PCMH by 2019.

11.3.1 Models and Strategies

The centerpiece of the Plan is to develop and implement multi-payer PCMHs statewide
for all patients. The current pilot of 36 practices only serves patients with chronic or complex
conditions. Regional collaboratives would work locally to help practices obtain national PCMH
recognition. The Idaho Healthcare Coalition would oversee the Plan and coordinate the regional
collaboratives. Idaho has detailed a phased-in payment scheme to incentivize PCPs to
participate. The Plan also includes workforce initiatives to make the most efficient use of
Idaho’s existing human resources, in part through the innovative idea of creating virtual PCMHs
that rely on telehealth, as well as to recruit and retain additional health care personnel of all
types—particularly PCPs, behavioral health providers, nurses, and providers willing to work in
rural areas. Lastly, the Plan would expand the role of the Idaho Health Data Exchange to
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increase health IT capacity and create new public reporting measures to monitor and improve
quality. Appendix Table 11A-1 describes all models and strategies included in the Idaho Plan,
initiatives on which they are built, populations they address, and supporting policy levers and
entities.

PCMH model. Under the Plan, newly developed and pilot PCMHs would integrate
behavioral health services, social and economic services, and wellness and health promotion into
primary care. When a patient enters the system, the PCMH would conduct a comprehensive
needs assessment, document individual needs planning, develop communication and monitoring
tools, and facilitate access to all necessary services. PCMHs would be part of a larger medical
neighborhood supporting patient-centered, integrated, coordinated care at the grassroots level
across Idaho. The neighborhood would integrate the PCMH with other health and nonhealth
entities—including local public health departments, behavioral health services, specialists,
hospitals, schools, and social and community supports (such as transportation, housing,
childcare, and food services). The Idaho Healthcare Coalition would identify several national
PCMH recognition organizations, and PCMHs would choose which standards they would like to
meet. The Coalition would also identify minimum operational and staffing requirements for the
PCMHs. By meeting those minimum standards, practices could become state-recognized
PCMHs (and begin receiving some PCMH incentive payments) before obtaining national
recognition.

Several providers involved in the Plan development process stated that there was some
debate about PCMHs being the key element in the Plan and how the payment system would
work. For example, providers suggested that payers were concerned about getting a return on
investment, paying a per member per month (PMPM) fee for all patients rather than just
chronically ill or high-utilizer patients, and identifying to whom to attribute a PMPM fee for
patients who had not seen a PCP recently. Also according to some providers, hospitals were
nervous about the risks associated with having fewer hospitalizations or emergency room (ER)
visits as a result of the PCMH model. However, after talking through the benefits of a PCMH
and displaying evidence-based data, stakeholders reached consensus on using this model and
payment scheme. The Plan proposes that with a Round 2 Model Test award, and once Idaho has
received its ICM SPA, all regions in the state would begin implementing the PCMH model for
all patients.

To help practices—especially those that are small, rural, and under resourced—develop
into PCMHs, Idaho proposes creating seven regional collaboratives, aligned with the Department
of Health and Welfare’s regional offices. Regional collaboratives would be built around a
hospital system, a public health district, or a collection of rural providers. Stakeholders
emphasized that the collaboratives should be independent of government. Collaboratives would
respond to local innovation and build up organically; their structure would allow for geographic
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differences in population health needs and delivery system capacities to be taken into account.
Collaboratives would provide support for training, data analytics and collection, quality metrics,
and integrating practices into the larger medical neighborhood, as well as undertake some public
health strategies (see below). The Coalition would establish, staff, and finance the regional
collaboratives within the first year of the test period, if Idaho receives a Round 2 Model Test
award.

The Coalition would support the regional collaboratives in guiding practice
transformation to PCMHs, creating some uniformity among the seven regional collaboratives
while allowing for local flexibility. The Coalition would have accountability for the Plan
meeting its goals if Round 2 funding is received. Specifically, the Coalition would measure and
improve population health, establish a behavioral health committee to create screening and
assessment tools for PCMHs, provide training to PCMHs to support physical and behavioral
health integration, and work with payers to facilitate payment methodology alignment.

Payment model. Idaho plans to implement a payment system for participating practices
that not only includes a PMPM fee to pay for the ongoing costs of serving as a PCMH; it also
includes start-up funding, incentivizes practices to seek higher levels of PCMH recognition, and
rewards practices for meeting quality metrics and savings goals. Idaho plans to phase in this
payment methodology individually as each practice’s capabilities grow. In Phase 1, practices
would receive start-up and accreditation payments provided by the Idaho Healthcare Coalition
from Round 2 Model Test funds. In Phase 2, practices would receive PMPM fees from payers
for care coordination. These payments would be phased in based on patient complexity (i.e.,
practices would first receive PMPM fees for patients with complex conditions who require
immediate care coordination). Phase 3 would introduce quality incentive payments for adhering
to evidence-based practices and reporting, paid by the participating payers. In Phase 4, shared
savings payments would begin for meeting cost-savings targets. There is still uncertainty as to
how the savings would be returned to the system. Phase 5 presents a value-based payment
methodology for primary care and behavioral health. In Phase 6, the shared savings model
would expand for more complex clients, as PCMHs reach higher accreditation. Those PCMHs
that already have higher level recognition would begin receiving PMPM fees immediately.
Idaho’s proposed payment model is a unique combination of strategies already in place in other
states, according to interviewees, along with some newer strategies, such as phased-in payments
based on the capacity of individual practices.

Workforce development. The Plan is designed to maximize the ability of medical
personnel to work to the top of their licensure and to recruit more providers into the state. Idaho
has proposed two unique innovations to help overcome provider shortages, particularly in rural
areas. First, Idaho would implement virtual PCMHs, relying on telehealth capabilities, in which
the health care team could be staffed across multiple entities in the region. This model would
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maximize the existing workforce, as human resources would be shared across PCMHs in the
medical neighborhood. Second, the model would develop the use of community health workers
(CHWs) and community emergency medical services (EMS) personnel to be an integral part of
the PCMH team. CHWs would assist in numerous ways, including providing clinical services,
performing health education activities, or supporting primary care coordination for patients with
chronic conditions. EMS personnel would function outside their typical emergency role and help
with activities such as in-home follow-ups and reduction in ER use.

In addition, the Plan puts forward several methods to recruit and retain health
professionals. These strategies include funding medical residency programs, increasing medical
education slots at schools with training in rural health care, targeting students who are interested
in working in Idaho for admission to those slots, and funding medical school scholarships for
Idaho students and requiring them to practice in the state for a certain period. The Idaho Health
Professions Education Council has been added to the Idaho Healthcare Coalition and would
advise the Coalition on workforce issues.

Health IT and enhanced data analysis. The Plan proposes expanding the Idaho Health
Data Exchange to integrate payer, clinical, and patient data. The goal is for patients to be able to
see and use their own data, providers to have updated data and help improve population health,
and data to be used for reporting quality metrics. As one stakeholder said of the health IT plan:
“When you marry clinical results to claims data and involve patient engagement in the mix,
that’s the trifecta that can produce a lot of value in improving the health care system.” The Idaho
Health Data Exchange relies on commercial payers remaining engaged and contributing their
claims data, and is considering developing a universal patient portal to promote patient
engagement. Much of the Plan’s proposed health IT activities are preliminary, to be fleshed out
by the Coalition, and would require Round 2 Model Test funds. In the first few years of the test
implementation period, the Coalition would contract with a vendor to establish statewide
baselines and aggregate the data. One option going forward is that once the Health Data
Exchange has established an infrastructure that allows for the interoperability of claims, clinical,
and patient data, the state would provide the analytic support to the Coalition to facilitate data
management and population health management functions. By the end of the 5-year project
period, Idaho aims to have every PCMH using health IT to support care coordination.

Public reporting. As part of the Plan development, the Steering Committee created
Idaho’s Initial Performance Measure Catalog—a series of standardized performance metrics to
be used across all payers and providers. Metrics represent the areas in Idaho with the most need
for improvement—including depression screening, tobacco use and cessation, asthma ER visits,
low birth weight rates, childhood immunizations, and access to care. In Year 1 of the Round 2
Model Test grant, the Coalition would develop a baseline for each measure. In Year 2, the
Coalition would pick four measures for all PCMHs to report. In Year 3, the regional
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collaboratives would identify additional measures to be reported by PCMHs that are most locally
appropriate. In addition to these quality metrics, payers would be allowed to require additional
metrics of their own.

Public health strategies. In addition to their work supporting PCMHs, regional
collaboratives would leverage local resources and expertise (including public health districts and
critical access hospitals) to conduct local health needs assessments. Using the results of those
assessments, they would work with community partners to design and implement wellness and
quality improvement initiatives.

11.3.2 Policy Levers

The Plan relies on voluntary stakeholder action, purchasing power, state policy
alignment, obtaining a new Medicaid SPA, continued support for existing initiatives, and the
SIM Initiative Round 2 funding. This section reviews the key policy levers proposed in the
Idaho Plan; Appendix Table 11A4-1 includes all policy levers discussed in the Plan.

As the draft Plan notes: “Idaho’s model is a grassroots effort that builds collaboration and
momentum for change rather than depending on mandates and legislative action.” The payers’
and providers’ engagement in the Plan depends on their genuine support and cooperation.
However, Idaho also plans to incentivize providers to participate in the Plan through the
previously described phased-in payment methodology. The state would use its purchasing power
through Medicaid to join primary care, public health, behavioral health, long-term services and
supports, and social services to support coordination within the PCMHs and across medical
neighborhoods.

The state plans to use its existing Section 2703 health home SPA and would also submit
an ICM SPA for Medicaid and CHIP participation in the PCMHs. Idaho would make any
necessary modifications to its existing Title XIX (Medicaid) and Title XXI (CHIP) state plans.
Rather than using policy levers to create new programs, Idaho plans to leverage existing
initiatives—such as the Idaho Medical Home Collaborative pilot and the Idaho Behavioral
Health Partnership. Round 2 Model Test funds are a crucial policy lever for Idaho. The money
would be used to help fund the Idaho Healthcare Coalition and regional collaboratives, as well as
to give practices start-up and PCMH recognition funding. The workforce recruitment plans
recommend advocating for additional state funding for medical education or loan repayment
programs. The Plan does not identify specific policy levers to develop health IT. All proposed
activities are merely “potential next steps,” and Idaho plans to further investigate the Health Data
Exchange’s current capabilities and challenges in Year 1 of the test phase through a Coalition-led
stakeholder process.
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During the 2014 Idaho Legislative session, two concurrent resolutions were passed (HCR
46 and HCR 49), directing the Idaho Department of Health and Welfare to undertake activities
related to plans outlined in the Idaho Plan. HCR 46 directs the Department of Health and
Welfare to convene a council to coordinate development of a comprehensive plan for telehealth
in Idaho and references this activity as a Plan component. HCR 49 directs the Department of
Health and Welfare to establish an advisory committee to investigate creation of a hospital
discharge data base and comprehensive system of healthcare data, also referencing the Plan.
These concurrent resolutions reflect the support of the Idaho legislature for specific activities
detailed in the Plan and will serve as policy levers going forward.

Stakeholders considered several policy levers not included in the Plan (and thus not
included in Appendix Table 114-1). First, they contemplated requiring PCMHs to use EHRs but
preferred to help foster EHR use rather than mandate it. Second, they discussed legislation that
would require providers to accept patients from all insurers but felt this would disadvantage
providers. Third, they considered a policy mandating that major payers of fully insured health
benefits participate in the model but agreed that payers should work collaboratively rather than
be required to participate by legislation. Fourth, they considered antitrust legislation but decided
it was unnecessary.

11.3.3 Intended Impact of the Plan

The Plan aims to give 80 percent of residents access to a PCMH by 2019. In expanding
PCMHs to all patients in Idaho, the Plan would affect a majority of the population, focusing on
improving health outcomes as well as prevention and wellness for the entire population. The
Plan incorporates the integration of behavioral health into primary care, an identified challenge
in the state. The Plan carefully considers the needs of rural populations. As one stakeholder put
it: “The rural populations spurred us on....Why should someone who lives in rural Idaho get a
lower standard of care than someone in Boise?” Lastly, some attention was given to the six
federally recognized tribes in Idaho; the Plan strives to connect the PCMHs with the Indian
Health Service.

11.3.4 Proposed Next Steps

The Idaho Healthcare Coalition would guide Idaho’s Plan, as noted. Legislators and
other stakeholders involved in the Model Design process encouraged the Steering Committee to
create this neutral nonprofit to govern the initiative, so it could respond to both public and
private sector needs and concerns. However, the Idaho Attorney General reviewed the Plan’s
proposed structure and advised the state and stakeholders that anti-trust concerns would require
that the Idaho Healthcare Coalition, at least initially, be managed within state government. The
Governor’s executive order establishing the Idaho Healthcare Coalition placed it under the
management of the Department of Health and Welfare. The Governor is to make appointments

to the new group based on recommendations from the SIM Initiative Steering Committee. The
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newly established Idaho Healthcare Coalition would then make recommendations to the
Department of Health and Welfare regarding the staffing and budget to support the Plan. These
activities would occur before the test period begins. The Coalition would partner with Idaho’s
Health Quality Planning Commission (established by the 2007 legislature), which will have
membership in the Coalition. Money from the Round 2 Model Test award would be used to fund
the Coalition initially. Sustainability of the Idaho Healthcare Coalition and Regional
Collaboratives will be funded through support from payers and PCMH fees if the new entities
demonstrate value following Plan implementation. There was some contentiousness among
stakeholders about using a significant portion of test funds to finance the oversight infrastructure,
rather than using the money solely to help practices transform to a PCMH.

If Idaho does not receive Round 2 Model Test funds, it intends to implement this model
in a limited manner through a small expansion of the existing Collaborative pilot, in both number
of participating practices and populations covered. After the end of Phase 1 of this pilot (January
2015), Idaho would evaluate whether (1) the 36 pilot PCMHs can support expansion beyond the
chronically ill patient population and (2) the Collaborative can support additional PCMHs.

11.4 Discussion

Idaho has a core group of stakeholders who have worked together on previous initiatives,
which helped align thinking around key strategies incorporated into the Plan. By choosing to
continue down the same path, the state was able to enlist informed and engaged stakeholders to
continue developing their shared vision. Support from political leaders, the potential for
achieving change, and good leadership of the planning structure enabled the state to engage other
key health care stakeholders in the process. Stakeholders were more supportive of using
financial incentives and voluntary cooperation than other policy levers. Thus, Idaho’s choice of
strategies, efforts to build support among health care stakeholders across the state, and active
engagement of payers are all specified as helping implement the Plan. Lack of funding is the
biggest barrier; Round 2 Model Test funds are seen as crucial to statewide implementation of
PCMHs.

11.4.1 Critical Factors Shaping the Plan

Critical factors in developing the Plan were reported to include Idaho’s decision to build
on previous medical home initiatives, political support for using voluntary action to implement
the Plan, and the engagement of key stakeholders, especially physicians and payers. Because the
initiative was organized to advance the PCMH model in Idaho, PCPs were especially interested
in the outcome, and were well represented in the process. Their level of participation was cited
as a factor in decisions about models and strategies. The state’s existing multi-payer Idaho
Medical Home Collaborative PCMH pilot, launched in January 2013, was also cited as an
important factor in shaping the Plan. Key stakeholders involved in planning the pilot (including
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payers) had already agreed to support the PCMH model, and recognized the need for more
resources to support practice transformation—especially in rural areas served by small practices.
Legislators liked the proposed structure because it would accommodate regional differences.

Commercial insurers yielded on several issues important to other stakeholders. One was
the financing to launch and maintain the PCMH support infrastructure, including the state-level
Idaho Healthcare Coalition and regional collaboratives. Payers recognized the need but
expressed reluctance to fund this infrastructure. This issue was resolved by a recommendation to
fund the network infrastructure initially (during the practice transformation phase) with funds
from the Round 2 Model Test award,. As the PCMHs develop, they would support the Coalition
and regional collaboratives through dues payments from their PMPM payments. On the issue of
sharing data, payers seem to have been persuaded that data sharing is critical for population
health management. These issues will likely require more discussion, but stakeholders seem
committed to finding enough agreement to move forward.

With regard to policy levers, stakeholders opted for voluntary participation and use of
incentives, rather than regulations and mandates. They sought to minimize new policy levers,
particularly mandates—considering and rejecting a requirement to adopt EHRs and also rejecting
a mandate that insurers participate in the PCMH program. To authorize Medicaid and CHIP
participation, they plan to use existing Medicaid authorities to authorize Medicaid PMPM
payments to PCMHs, and an ICM SPA. State authorization for a collaborative effort has come
in the form of an executive order.

11.4.2 Lessons Learned

Several lessons were gleaned from Idaho’s experience in the SIM Initiative:

* The potential for change brought key stakeholders to the table. Two key factors
that were said to bring some major stakeholders into the process were: (1)
sponsorship by the executive branch and participation of key legislators, and (2) the
prospect of SIM Round 2 Model Test funding, which made broad implementation
seem feasible.

* Good leadership helped engage stakeholders in the process. The chair of the
stakeholder committee and a state official used private meetings and calls to
stakeholders to open lines of communication and identify issues. This step revealed
some issues that stakeholders had been reluctant to raise themselves in larger
meetings. The Steering Committee chair was praised by multiple stakeholders for
effective leadership, including keeping the discussion focused without seeming
prescriptive.

* The short time frame was challenging but helped bring planning to a conclusion.
Stakeholders found the short time frame for preparing the Plan to be challenging, but

11-13
INFORMATION NOT RELEASABLE TO THE PUBLIC UNLESS AUTHORIZED BY LAW: This information has not been publicly
disclosed and may be privileged and confidential. It is for internal government use only and must not be disseminated, distributed, or copied to
persons not authorized to receive the information. Unauthorized disclosure may result in prosecution to the full extent of the law.



helpful in instilling a sense of urgency. As one said: “My experience is that if we
leave projects with unlimited time, we typically don’t come to a conclusion. But with
a set time frame, it’s sometimes a little uncomfortable, but at least you have an end
line.”

11.4.3 Potential for Implementation

The strategies selected by Idaho are well supported by evidence, according to
stakeholders, and implementation is seen as posing minimal risks to stakeholders. The state’s
choice of strategies and process of building a broad base of support provide a strong foundation
for implementation. Idaho stakeholders recognized that they were not only developing the Plan,
but also building relationships and consensus around key strategies. A provider said that
stakeholders had good relationships at the beginning of the process, and “building something
together” helped foster even stronger relationships.

Some stakeholders expressed concern that commercial insurers were resisting design
features supported by other stakeholders—such as sharing claims data, adopting payment reform,
and providing financial support for the Coalition and regional collaboratives. However, an
insurer commented that while insurers might appear to be resisting, they were actually debating
how to implement a concept they supported. As noted above, insurers and other stakeholders
seem committed to finding enough agreement to move forward. Insurers’ willingness to engage
and negotiate with other stakeholders is seen as a strength for Idaho, and a good indicator of the
potential for multi-payer implementation.

Lack of external funding, as noted, appears to be the biggest potential barrier to
implementation. A key goal is to expand the PCMH model to rural areas served by small
practices with one to three clinicians. There was wide agreement that small practices cannot
afford to transform without practice support, which will require external funding. Stakeholders
had mixed views about the feasibility of implementing the Plan without additional SIM funding.
While stakeholders are convinced they have strong momentum and determination to continue,
they recognize that they have very limited resources, and progress would be slow. Although it
has developed a Plan with strong support, stakeholders are agreed that Idaho is unlikely to
achieve statewide health care delivery and payment system transformation without Round 2
Model Test funds.

11.4.4 Applicability to Other States

An unusual feature of the Plan is the ability to proceed with minimal use of policy levers.
State officials believe the degree of consensus around the Plan will satisfy the Governor’s Office
and legislators, which has resulted in an executive order. If the Plan is successfully
implemented, it could provide a good example of the adaptability of North Carolina’s PCMH
model to a small, Western state that favors limited government solutions. In addition, use of
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virtual PCMHs through telehealth, CHWs, and EMS personnel would add to states’ knowledge
of how to effectively augment the traditional PCP workforce.

11.4.5 Limitations of This Evaluation

The evaluation team was unable to interview a consumer representative, but was able to
gauge consumer views from the focus group reports. Otherwise, the team had good access to
documents, and state officials and stakeholders were available for interviews. The state has
continued to refine the Plan in early 2014. We have reflected some of these adjustments in this
chapter. However, stakeholder interviews were conducted before those adjustments were made,
so we do not have information about how stakeholders view these changes.
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Appendix Table 11A-1. Models and strategies proposed in the Idaho Health Care Innovation Plan

Preexisting model,
program, or initiative
that plan incorporates

or expands (if any)

Idaho Medical Home

Entities that will be
involved in
implementation

Policy levers! (*most important, on
basis of document review and
interviews)

Model type or strategy Populations addressed

PCMH model

Existing
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Develop statewide PCMHs for all
patients, supported by RCs (7
regional entities will support PCMH
implementation among practices)

RCs will train PCMHSs and support
physical/behavioral health
integration

RCs will support PCMH training, data
analytics/collection, quality metrics,
and medical neighborhood
integration

IHC and the RCs will create medical
neighborhoods to integrate the
PCMH with other health and
nonhealth entities (housing, food,
transportation, childcare,
education, employment, jails)
within the community and support
coordination at a grassroots level

Develop “virtual” PCMHs in which
shared staff on the PCMH team use
telehealth

Collaborative Pilot
for patients with
chronic or complex
conditions (Medicaid
support is
authorized by a
health home SPA)

Safety Net Medical

Home Initiative,
supported
transformation of 13
safety net clinics into
PCMHs

General population

*Health Home SPA

*Executive Order establishing the IHC
within IDHW

Proposed executive branch action

*Apply for and win Round 2 Model Test
award

*Submit ICM SPA

*Modify existing Title XIX (Medicaid) and
Title XXI (CHIP) state plans

Proposed state regulation

*Medicaid purchasing power to
integrate care across medical
neighborhoods and align policies
governing multiple state programs

State facilitation of system change
*Payer alignment with provider
incentive program

*Primary care provider participation

Nonhealth entities are willing to
collaborate with the PCMHs and RCs

None identified for medical
neighborhood model

IDHW, IHC, RCs,

medical
neighborhoods,
participating
providers, Medicaid,
PacificSource,
Regence Blue Shield
of Idaho, Blue Cross
of Idaho, nonhealth
care entities

Payment model

Phased-in payment scheme to
incentivize providers to participate
in the PCMH model

None

Participating providers

Proposed executive branch action

*Implement payment incentive scheme
in Medicaid

State facilitation of system change
*Implement payment incentive
scheme in payer-provider contracts

Medicaid,

PacificSource,
Regence Blue Shield
of Idaho, Blue Cross
of Idaho, IHC, RCs

(continued)
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Appendix Table 11A-1. Models and strategies proposed in the Idaho Health Care Innovation Plan (continued)

Model type or strategy

Preexisting model,
program, or initiative
that plan incorporates

or expands (if any)

Entities that will be
involved in
implementation

Policy levers! (*most important, on
basis of document review and

Populations addressed interviews)

Workforce development

Develop use of CHWs and EMS
personnel in the PCMHs, especially
in rural areas with workforce
shortages

Recruit and retain health workforce
personnel of all types, particularly
physicians, nurses, and behavioral
health providers in the state with
an emphasis on rural areas

Use telehealth to create virtual
PCMHs, maximizing the efficiency
of existing workforce personnel

Existing

*Legislative resolution HCR 46, directing
IDHW to convene a council tasked
with developing a comprehensive
telehealth plan in Idaho

Proposed state regulation

None identified for CHW and EMS
strategy

Proposed executive branch actions

*Fund residency programs

*Fund medical school scholarships for
students who will return to Idaho to
practice

*Fund loan repayment programs

Increase financial assistance for students
in all health education programs

*Update higher education agreements
with Idaho nursing education
institutions to increase access to
advanced nursing degrees

State facilitation of system change

*IHC will encourage CHW/EMS
development

*IHC will partner with local experts to
train CHWs and EMS personnel

*IHC will work with Idaho’s Telehealth
Task Force to expand telehealth
capacity

*IHC will further develop the virtual
PCMH model through stakeholder
input

Ada County (ldaho)
Community
Paramedic Program

EMS/CHW program in
Bonner County,
Idaho

N/A IDHW, IHC, Health
Professions
Education Council,
Area Health

Education Center

(continued)
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Appendix Table 11A-1. Models and strategies proposed in the Idaho Health Care Innovation Plan (continued)

Preexisting model,

program, or initiative Policy levers! (*most important, on Entities that will be
that plan incorporates basis of document review and involved in
Model type or strategy or expands (if any) Populations addressed interviews) implementation
Health IT and enhanced data analysis |HDE N/A Existing IHDE, IHC, RCs,
IHC will partner with the IHDE to * Legislative resolution HCR 49, directing providers, payers
assess its capabilities and IDHW to establish an advisory
weaknesses committee to investigate the creation
Expand IHDE to integrate claims, of a hospital discharge data base and
clinical, and patient data for quality comprehensive system of healthcare
reporting and to improve data
population health State facilitation of system change

IHC will meet with stakeholders to
further develop the health IT aspects

of the Plan
IHC will promote EHR adoption
Public reporPublic reporting None Participating providers State facilitation of system change IHDE, participating
Idaho Initial Performance Measure and payers *IHC will select quality measures for providers,
Catalog of quality measures that reporting participating payers,
reflect the areas of greatest need *Providers that choose to participate in RCs, IHC
for improvement the PCMH rollout will report quality
metrics from the Catalog
Public health strategies None General population State facilitation of system change RCs, local entities
RCs to conduct local health needs Funding for RCs
assessments and implement Local participation in RC initiatives

wellness and quality improvement
initiatives through PCMHs focusing
on population health

*Policy levers include Medicaid waivers; federal grants (including Round 2 SIM award); state laws; state regulations; state investments (e.g., in public health
programming); foundation grants; employer-led coalitions to drive change among providers, purchasers, or plans; state government-led coalitions, task
forces, or commissions to drive voluntary change among providers, purchasers, or plans; state purchasing contracts; and state-level (Governor-initiated)
executive policy directives.

Abbreviations: CHW = community health worker, EHR = electronic health record, EMS = emergency medical services, health IT = health information
technology, ICM = integrated care model, IDHW = Idaho Department of Health and Welfare, IHC = Idaho Healthcare Coalition, IHDE = Idaho Health Data
Exchange, N/A = not applicable, PCMH = patient-centered medical home, RC = regional collaborative, SPA = state 