Care delivery model
work group meeting #7

Discussion document
July 22, 2013
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Agenda

Discuss aspects of Connecticut and its
new model that are distinctive

Provide and discuss feedback on care
delivery recommendations and level of
personal and organizational support

Discuss next steps for the work group

PROPRIETARY AND CONFIDENTIAL || PRE-DECISIONAL 1



Inequalities in health

High medical spend

Concentration of
health care leaders

Strength in behavioral
health

Engaged consumer
base

Cross-payer
commitment

Providers of all types

Connecticut’s strengths and opportunities . . .

Connecticut’s population experiences health access and outcome inequalities by race (e.g.,
preterm births and low birthweight births have higher occurrence in non-Hispanic Black and
Hispanic populations, non-Hispanic Black Medicaid population has the highest 30-day
readmission rate and the highest diabetes-related ED visits (~2X Hispanic population and ~4X
white population)

Connecticut has higher spending per capita than the national average?(e.g., highest
Medicaid spending in country, second highest dual spending)

— Represents opportunity to achieve significant savings for re-investment

Home to several of the largest health insurers in the country and prestigious academic
medical centers with thought leaders who can help spread Connecticut innovations to other
states

Existing strengths in behavioral health management and recent mental health legislation

— Connecticut was one of 6 states awarded the top grade in the National Alliance on Mental
lliness’s assessment of public mental health services

Grass roots population and community health initiatives throughout the state

Broad and diverse consumer stakeholder community provided input into care delivery
problems and solutions

Medicaid and largest commercial payers, which account for 85% of commercial lives, are in full
collaboration and actively involved in co-design

Connecticut is home to large integrated health systems as well as a multitude of solo
practitioners (~60% primary care physicians are the only PCP at their site of care)

1 Gini coefficient is a measure of inequality of income in a population
2 $8,654 in Connecticut vs. $6,815 nationally for all health services in 2012 — Connecticut state profile — SHADAC for SIM
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.. . as well as Connecticut’s challenges . .. FOR DISCUSSION

What are Connecticut’s challenges which need to be overcome?
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...can be built on or overcome with our care delivery model

* Model lays foundation for increased physical and cultural access, including the use of
Inequalities in health electronic and telehealth enablers (e.g., e-consults) to improve access to care in rural and
underserved areas

* Metrics tracked will hold providers accountable for care experience and understanding the
whole person including his/her behavioral, social and cultural context

* Model will support practices towards managing the total cost of care of a population and
High medical spend achieving savings which can be reinvested

* Learning collaboratives will disseminate best practices developed at leading provider

Concentration of institutions

health care leaders

* Model aims to better integrate behavioral health and primary care with “warm hand-offs”

Strength in behavioral between behavioral health and primary care practitioners (on-site if possible)

health
* Plan to support existing efforts and integrate with primary care by certifying community based
organizations to provide population health services

* Plan to engage consumer on own care team with improved information and education

= Support consumer wellness management, iliness self-management, engagement with general
health and personal health information as well as communication with providers through
patient portal

* Payers will provided standardized reports with data, actionable at the point of care, to
providers

Engaged consumer
base

Cross-payer
commitment

* The model’s initial barrier to entry will be low (e.g., self-assessment) and practice standards
Providers of all types will be phased in over time to aid practices’ transformation towards managlng the health of a
population and its total cost of care

Other supporting elements
or recommendations?
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Roundtable discussion

Instructions

= Provide feedback on the strawman
care delivery answer for the SHIP

* |ndicate level of your and your
organization’s support
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CARE DELIVERY RECOMMENDATIONS
Our answers to key questions led us to recommendations to the SHIP

Care delivery
model work group
recommendation

For review today

Focus of efforts

€ \Who are the target
populations?

eWhat are the key sources
of value to address?

© What barriers need to be
overcome?
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Model design

@ What interventions and
changes in behaviors/
processes, and structures
are required to capture
sources of value?

eWhat roles will need to be
fulfilled to implement
these interventions?

GWhat entities are
optimally positioned to
fulfill these roles and
which will be primary?

Implementation plan

* What are the implications

for:

— Payment model
— Data/ analytics
— Workforce

— Policy

How will the care delivery
model be phased?



CARE DELIVERY RECOMMENDATIONS
@ \\Who are the target populations?

Connecticut will target the
foundational needs of Connecticut’s
population with its new care delivery
and payment model

Individuals with highly complex
medical or behavioral health needs
may require additional layers of
care-delivery innovation to address
their unigque needs

Connecticut’s foundational medical
home model will make it possible for
these “add-ons” to be layered on in
later stages

This implies that patients currently
receiving the majority of their care in
behavioral health homes will
remain there

We discussed designing a model that could be foundational across
populations, with phasing in of add-ons to account for complexity

Phase Il

Time

Phase |

Elderly Adults Children FPregnant
women/
newborns
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Highly complex
medical or
behavioral
health needs

Fhased approach to
highly complex
situations

= Phase |: Implemsnt

foundstional model
that could be applied
ascross all
populations; track
dats on patients with
highhy complex nesds
to better understand

= Phase Il: Identify

required add-ons to
the “base model” to
meet needs of
indiividuals with highhy
complex medical or
behavioral health

nesas




CARE DELIVERY RECOMMENDATIONS

@ \\What are the key sources of value to address?

Connecticut’s population health,
medical home model enables it to

target multiple sources of value which
represent opportunities to remove
waste and improve sub-par carein

the current system

Appropriate provider types and care

setting, effective diagnosis and
treatment selection, and care
coordination/chronic disease

management, will be prioritized due to
their ability to achieve cost, quality
and health equity impact within a

short period of time (e.g., the time

frame of the SIM testing grant) and be
targeted with interventions broadly
across the state; for mothers and
newborns, primary prevention will be

prioritized

Sources of value

Primary prevention

Secondary

preventions early

detection

Description

Examples

= Prevention of disease by removing
root causes

= Smoking cessation

= Diet and exercize

= Earhy detection of disease while
asymptomatic to prevent disease
progression

= Cervical cancer scresning

= ldentification and management of

patients at high risk for heart dissase

Appropriate provider = Utilizing highest vslue provider types

types and care setting

Effective diagnosis

and treatment

selection

Provider

productivity

Care coordination /
chronic disease

management

and care sattings

= Choice of care setting for

immunization sdministration

= Optimized utilization of physician

extenders

= Evidence-informed choics of
trestment method/intensity

= Enforcement of evidence-based

inpatient clinicsl pathwsys

= Reducing waste at provider canter

= Improve flowin OR toincresss

numbser of surgeries performed daiby

= Streamline emengancy room trisging

= Ensuring patients effectvelynavigate =

the health system and adhers to
trestment protocols

Prioritization matrix of sources of value

Diffi culty of implemertati on?

High

Medium

Care coordination, scross specislties
and care channels for chronic
conditions (e.g., CHF, dizbates)

) . Health equity
Primany prevention and quai
for others impact
. . mproes
nealin eguly
and qualky of
Care coordination sane
chronic disesze mgmt
Effectve diagnosis and treatment Cost Impact!
- Hiigh
@ Primary prevention for mothers/newbormns  Secondary
entionies Khdlam
) o prewention/early|
Provider productivity detection Low
.Appmpriala prowider types and care setting
<3 years 2-7 years 7E yEEIS
Time to impact

1 Eszimaneof Tosl O of core Sings bemed on Iberanie reviaws, omescanpies, & CT snd mecons Srises

2 nciudes assemee o NISTICE SUCRs rates & s Uk ik
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CARE DELIVERY RECOMMENDATIONS

@ \What barriers need to be overcome?

Connecticut’s model will overcome
barriers which arise at multiple
stages of a consumer’s health - well-
state, diagnosis, treatment for either
a chronic condition or acute
condition, post treatment care
— Lack of whole person-
centered care and population
health management
— Restricted access to
appropriate care
— No team-based coordinated
comprehensive approach to
care
— Limited consumer
engagement
— Insufficient use of evidence-
informed clinical decision
making
— Inadequate performance
management

Barriers identified fall into 6 categories (1 of 2)

Lack of whole-

o person-centered
care and population
health management

e Restricted access
to appropriate care

No team-based.
o coordinated.,

comprehensive

approach to care

Barriers

= Mo single point of acoountsbility for consumer's total

= Lack of understanding of whole-person context {social, cultural, behavioral)
= Limited access to whole-person data at point of care to promote more

accurate disgnosis and trestment planning

= Lack of infrastructure to risk-stratify consumers and prevent disease onset in

high-risk consumsars

= Limited capacity (2.g., limited time, inefficient use of time) of providers

= Lack of consumer 3ccess to sppropriste care (8.9., primarny, specialty,

behavioral)

= Costof treatment prevents adoption

= Limited availability of culturslh' inguistically sccessible care

3

= Limited incentives for provider for sdmission, transfer, and discharge planning
= Suboptimal or no trisge process to direct consumers to right site of care

= Providers do not interact with the consumer's community

= Providers (2.9., specislists) have limited vision to own sphers of influsnce

= Limited use and multiple formats of HIT systems across providers and

care settings lead to medical ermorss redundancies

= Mo comprehensive treatment plan developed for consumers
= Poor relationships and communication among providers

Barriers identified fall into 6 categories (2 of 2)

0 Limited consumer
engagement

Insufficient use of

a evidence-informed
clinical decision
making

Inadequate
(O performance
management

Barriers

= Conzumers lack incentives and are not enabled to be involved in self-

dizgnosis, self-zars, and hesithy behaviors

= Conzumers sre not awsre of availzble health care resources

= Consumers do not understand educstional materisls

= Consumers do not have quslity and cost data to inform decisions (e.g., visit
4

highest value provider)

= Consumers have dif ficulty being compliant with treatment/rehab plans
= Weliness resources are not resdity scoessible by consumers
= Lack, or limited distribution, of health literacy {including screening education)

programs.

= Policies and funding not in place to promote healthy behaviors
= Limited communication channels/processes among consumer and other

prowiders involved in care

= Best clinical practices not standardized
= Limited health |Tinfrastructurs to support clinical decision making
= FFE reimbursement rewards overtreatment

= Limited guality and cost transparency dats
= Multiple formats of information systems
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CARE DELIVERY RECOMMENDATIONS

@ \What interventions and changes in behaviors/ processes, and
structures are required to capture sources of value?

Connecticut’s state-wide population-
health model directly addresses
barriers to high quality, high value care.
The medical home approach, in which
a primary care provider helps
coordinate the entirety of a person’s
care, sits at the cornerstone of the
model. This model will overcome
barriers to access sources of value and
achieve high quality, low cost care.
The population-health model has six
key components:
— Whole person centered care and
population health management
— Enhanced access to care
(structural and cultural)
— Team-based, coordinated,
comprehensive care
— Consumer engagement
— Evidence-informed clinical
decision making
— Performance management

Prioritized list of interventions (1 of 2)

Prigritized interventions

Whole-person- = |dentify consumers with high-risk or complex care nesds
centered care and | = ‘Conduct whole person assessments that identify consumeramily strengths

Ql population health | and capacities, risk factors’, behavioral health and other co-occurring
management conditions, and ability to self-manage care

Enhanced access b} conwvenient, timehy appointment av ailability includin
to care (structural coaess, o) providing non-visit-based options for
and cultural) lephone, email, text, and video communication

= Enhancs

cizlty care through non-visit-based consultations:
st and primary’ care providers
= Provide information on where consumers should go to mest their care nesds
{e.g., appropriate physician locations and hours)

eConsults between

T hased, = Provide team-based care from 3 prepared, prosctive tesm

coordinated, = Integrate behavioral and primany care with “warm hand-offs” betwesn
@oﬂmpr\el‘wnsiw behavioral health and primany care practitioners (on-site if possible)
care = Develop and executs against 3 whole-person-pentered trestment plan

= Coordinate across 3l elements of 3 consumer's care

1 Inchudlieg RsSory of TaumME ROUS PeSaniily, SOTE o Tavarti oral RSt SeniEs

Prioritized list of interventions (2 of 2)

Prigritized interventions

= Raiz= consumer swareness sbout heslth care decision making and provids
information—brosd based. tarosted. and St the point of cars to foste

B = ::__gm:[}clrrm:r:a_ based, targeted, and st the point of cars to foster

g'engagement =R .

= Use person centered cars planning methods to develop and support
implementation of self-management care plan

= Support consumer genersl hesith education, ease of scocess to personal
health information, communication with care deliveny team, wellness
management snd iliness self-mansgement with 3 patient hasl

= Use mult-ayer,
Evidence- by practios — en
@ informed clinical
decision making

team to enable dats synthesis, reco
i actionable and timehy

= Use consumer risk stratifiers to enable targeted effort based on evidence
{e.g., chronic disesse progression)

= Msintzin dizeass registry

= Implement evidence-based guidelines

&= of hospitalzations and ER wisi

e ) compare to external benchm

@'managemen{ = Use performance and consumer expenience data to continwaushy imprave
whaole person centersdness

= Establish learning collsboratives to diszeminate best practices

= Track utilzation messun
drivers {2.g., after hour.
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CARE DELIVERY RECOMMENDATIONS
@ \What roles will need to be fulfilled to implement these interventions?

Connecticut’s model will require a care team of traditional and non-traditional
health workers providing a whole person centered approach. It will
encourage various individuals to collaborate across primary, acute, specialist,
community, and social care. It will particularly require collaboration between
primary care and behavioral health providers

While it necessitates a team approach and collaboration across multiple
provider types, Connecticut’s model is flexible in that it does not define the
leader, or composition, of care teams. Care teams should have a set of "core
providers" who provide primary care (e.g., PCPs, APRNs) but the model
does not impose any other limitations on the structure or exact composition of
the care team, e.g.

— Specialists, behavioral health providers, and physician extenders can
be included on the care team as the entity deems necessary

— The “leader” of the care team can be selected by each entity; leadership
may be fluid and vary with consumer's health needs
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CARE DELIVERY RECOMMENDATIONS
@ \\What entities are optimally positioned to fulfill these roles and which

will be primary?

Connectiouts model s not prescriptive on the o e ool e L oA

structure of participating provider entities as it is Advanced priery cars modsl [ nogrsnd dobvey ntmork

designed to meet providers where they are and support DT GRS Sowem onmn

them in their transformation towards managing the . —————

care of a population and achieving the triple aim. e I

Providers will need to have a sufficient volume of

patients in aggregate to achieve statistical significance -

when measuring performance. o

Connecticut will define practice standards, phased Eﬁ,ﬁ;

over time, which encourage practices to transform B

towards managing total cost of care. These

standards il be largely drawn ffom NCQA, AAMHC, B ol P PP g
, Joint Commission, and other nationa cvaness srmny cae mose I

standards which will be tied to practice transformation L. e lgohed  ipenta S

support. The models’ initial barrier to entry will be low Tmre PR ks _teey < hosiee o

(e.g., self-assessment and statement of commitment) 2

for initial period of program. Standards will become ogotation of

increasingly rigorous and outcome based over time e

to guide practices on their path towards managing the commamtion

total cost of care. Practices which are already nationally —

accredited will not have to duplicate accreditation, el

but rather may have to meet a few additional standards.

Optimal far markel wth high Optimal farmarke! Wit l2ss
Jeval af proviser varianiy proviger variahiity
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PROCESS FOR DRIVING CHANGE
During the remainder of the design and build-out phases, the SHIP and

cross-work group team will refine and add detail behind recommendations

Completed
August/September Mid 2014/ early 2015
Design Model build-out Testing and beyond
* Define care delivery and * Syndicate proposed model * Enroll practices and
payment model and HIT : . consumers in model
; : : * Design metrics and
iSRGl 5] implementation plan * Track progress against goals
support it P P Prog g g
: = Define practice standards * Refine model based on
* Define target goals for )
and phasing demonstrated successes

program (e.g., provider and
consumer participation, cost * Define outstanding technical
savings) and financial considerations
for payment model (e.g.,
attribution, level of provider
support)

and set-backs and
stakeholder input

* Develop roadmap

Next steps for our work group
= Stay in touch over email

= Convene on the phone or in person
as needed »

= Serve as ambassadors in our
respective communities
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Targets (cost
impact, enroll-
ment, impact on
quality/patient
experience,
heath
inequalities)

Accountability
(metrics,
practice
standards)

HIT

Workforce
development

Transformation
support

ROADMAP FOR CHANGE
The roadmap for the program will be refined by the SHIP,

core team and work group co-chairs

| ILLUSTRATIVE EXAMPLE

v Evaluation phase start

v Formal reviews by governing body

vV Vv
2015

v v

2014 2016 2017 2018 2019

30% patients treated by
practices managing TCC

50% patients treated by practices
managing TCC

80% patients treated by practices
managing TCC

Quality and patient experience Additional assessment of programmatic success against efficiency and outcomes based
targeted (structure & process) targets

Patient experience
survey selected

Patient experience survey launched

Practice/ standards committee

established ] o
: Continuous measurement and quality improvement
Full end-state metrics/

standards finalized

Analytics engines (standar-
dized across payers) set up to
monitor provider performance

Providers educated on care management tools

and have access to qualified vendor marketplace HINEETT EtEialisee

Patient and provider portal established

Regional provider collaboratives and transformation support
launched

State wide provider collaboratives and support publishing of
best practices achieved

Services provided by
community-based
support entities defined
Regulatory/policy
changes

implemented

Community-based
support entities
certified by DPH

DPH certified community-based support entities launched and continuously
improved

Ongoing policy review and improvement
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Appendix
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WORK GROUP MEMBER FEEDBACK
Ideas to improve inequalities in access to care

Improve
inequalities

Leverage
technology

Understand CT’s
workforce

Ensure model is
culturally
sensitive

Eliminate silos

Need to consider poverty, lack of living wages, housing, environmental issues, public
safety (i.e. violence, have safe parks and walking trails)

— Incorporate public/population health considerations into medical/health care

The Connecticut Hospital Association (CHA) technology allows geographic information
system (GIS) mapping for hospital admissions, diagnoses, ER visits, etc. This data can
be integrated with local city/town and state GIS systems (and Google) to link
environmental, public health, crime and safety, economic development, poverty, health
professional shortage areas, medically underserved areas and other systems to focus
on Population Health with PCMH and individual patient health and outcomes

Need to get a better handle on who the community health workers (CHWSs) (umbrella
term) are in CT across all of the state agencies and community based organizations
(survey)

Consider multiple roles of CHWSs and certification/credentialing/registry requirements

Ensure model is culturally sensitive (e.g. medical interpreters available, patients
educated on how to advocate for themselves)

— Ensure all workers who interact with patients (e.g., physicians, front desk staff etc.)
are culturally sensitive

Encourage elimination of siloes of effort across multiple stakeholders in the state (e.g.,
tobacco cessation programs at DPH, DSS, DHMAS, insurers, community based
organizations, hospitals) by better integrating and improving communication channels

— Includes eliminating silos between DPH, DSS, DHMAS, DDS, DCF, even Public
Safety, Economic Department etc.
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WORK GROUP MEMBER FEEDBACK
Recommendations to refine specific elements of model

* Work group discussed how care model is changing in the ambulatory setting but

_ need to consider how model will work in other care settings (e.g., nursing homes)
Adapt solution

for multiple
care settings

* Need to consider dynamics of populations not traditionally covered by insurance

Consider entering insured population in 2014
consumers _ _ L : :
receiving — Consider how this shift will impact the cost equation of population health model
insurance for = Support with data analytics
first time . _— :

— Consider soliciting feedback on model from consumers currently uninsured to

understand their risk profile and how they will fit into the new care model

Ensure * Ensure Connecticut’s infrastructure can meet the needs of the proposed care
infrastructure delivery and payment models
supports care — Account for IT system support provided by Connecticut’s Health IT Regional
delivery and Extension Center (HITREC)
payment
models
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WORK GROUP MEMBER FEEDBACK
Ideas to improve model and support providers

Begin education in the waiting room by streaming content via a “clearinghouse’

Innovate patient

: — Television with brief, engaging videos about common health and medical
education

problems and current issues in the media

— Tablets or kiosks that allow patients to choose topics specific to their health

Partner primary  * Take advantage of opportunity to advance the role of the Department of Health

care with (DPH) to actively engage with primary care practices with needs assessments and
population education regarding programs available to the practices (state or community
health specific)

— Support concept of DPH community based support entities

Support CT = Support idea of CT developing own standards which establish a low initial
specific threshold for participation and provide practices support to achieve transformation
practice within 5 years

standards

* Make a successfully completed application available online for reference

Support
providers in = Offer on-site training to aid completing the application and making required clinical
transformation changes

Establish learning collaboratives
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WORK GROUP MEMBER FEEDBACK
Provider needs and overall recommendations

Ensure care = Ensure workers operate at the top of their license which will likely will require
team works at practices to employ or have access to care managers

the top of their — Consider leveraging creative models to enable sharing of care managers
license across practices

Offer provider = The Connecticut team which assesses compliance with practice standards can

education and facilitate sharing of best practices(e.g. ,care manager learnings) and provider
share best networking

practices

Share data on * Provide PCPs data on specialists in their area to optimize referrals
specialists to

— Ideally data would include cost of care provided (by condition if possible),
utilization (e.g., high cost imaging), quality (e.g., HEDIS measures) and patient
satisfaction (survey based)

optimize
referral patterns

— Can also share data with specialists to enable them to improve

Ensure * Consider defining practice standards which define relationship between the PCP
integration of and behavioral health (BH) provider
BH and primary . Ensure behavioral health costs are included in total cost of care

care
— Share data on BH provider cost, utilization, quality and patient satisfaction
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Co-locate
primary care
practices at
hospitals

Establish
community
healthcare
centers

Co-locate
grocery stores
with primary
care

WORK GROUP MEMBER FEEDBACK
Ideas to improve inequalities in access to care

Target emergency department (ED) overuse by co-locating culturally competent
(e.g., similar ethnic and cultural backgrounds to local population) primary care
practices with hospitals

Offer “one stop shop” for medical, behavioral health services and ancillary
services (e.g., labs, imaging)

Provide social service support (e.g., help completing application for Medicaid, and
forms for other social services)

To improve geographic access to care, establish community healthcare centers in
rural and urban areas currently underserved

— Use city/state partnerships

— Consider repurposing old buildings to reduce cost

Increase consumers’ access to healthy foods by co-locating a small grocery store
near primary care practice in the hospital and in community health centers in rural
/ urban areas

— Stock grocery store with fresh fruits/vegetables and other healthy food choices
— Consider offering incentives to purchase healthy foods

— Consider expanding program by establishing farmers markets in low income
urban areas to encourage healthy eating (e.g., fresh produce, etc.)

PROPRIETARY AND CONFIDENTIAL || PRE-DECISIONAL

20



The payment work group aligned on a two-track approach |ILLUSTRATIVE
to enable these smaller practices to eventually manage total cost of care

Proportion of consumer population

Definitions

P4P * Fee for service (FFS): a
discrete payment is assigned to
a specified service

P4P

Track 0 | FFS * Pay for performance (P4P):
physicians are compensated
based on performance, typically
as a potential bonus to traditional
FFS payment (may also include
care management or other

support fees, like a PMPM)

P4P

Track 2 = P4P

* Total cost of care (TCC):
agreement to share responsibility
for the value of patient care by
tying a portion of payment to
achievement of total cost and

Track 1

Today Year 1 Year 2 Year 3 Year 4 Year 5

’ quality metrics
Work group to define necessary milestones (e.g., provider Specific characteristics of CT model
adoption, legislative action to facilitate transformation) to be defined by work groups in
over 3-5 years of testing grant in upcoming sessions upcoming SessIons

L

Note: Total Cost of Care model (TCC) may include upside gain sharing, full risk sharing, and/or capitation and does not assume a level of provider
integration

SOURCE: Payment workgroup discussions
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The HIT work group is proposing staged technical provider support and
considering how some may be offered as shared services

SIM Timeframe Beyond SIM
Category Stage 1 (1 year) Stage 2 (2-3 yrs) Stage 3 (3+yrs)

System level public
health/epidemic analyses;
patient 360° view enabled by
integration of claims and
clinical data

Reporting based on foundational
analytics (patient attribution, risk
stratification, risk adjusted cost
comparison, quality/utilization
metrics)

Enhanced analytics that
identify high priority patients for
targeted intervention(care gaps
analyses, alert generation)

Payer

analytics
complemented by
provider analytics

Multi-payer online communication Bi-directional provider-payer

Provider-payer- tool for providers to receive static communication tool with data HIE-enabled bidirectional
patient reports; basic patient portal to allow AVE{EEFA e]aH e1il=1): communication and data
connectivity consumers to enter quality metric engagement/transparency exchange

data tools

Define provider workflow

changes required to improve Pre-qualify vendors and health information service
Provider-patient care coordination; provide providers with pre-negotiated, discounted pricing
care mgmt. tools manual/education that details Potentially develop a shared-service model that providers

options and applications for can plug-into to avail of enhanced care management tools
supporting technology

Facilitate interoperability
between local
implementations of health

Promote point-to-point
connectivity via scalable
protocol such as direct
messaging

Provider-
provider
connectivity

Potentially integrate state-wide
Health Information Exchange?

information exchange?!
solutions

4
4
/
4

——

1 HITE-CT will drive adoption of provider-provider connectivity tools and eventual creation of a state-wide health information exchange

SOURCE: HIT workgroup discussions
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