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Agenda 

Review our recommendations on payment 

model design 

75 min 

Discuss process for ongoing refinement and 

broader syndication 

15 min 

Consider approach and level of standardization 

required on consumer attribution 

30 min 
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Guiding principles for selecting consumer attribution methodology  

ILLUSTRATIVE CONSUMER ATTRIBUTION 

 

Guiding principles 

▪ Promote consumer choice to select providers who meet their needs 

▪ Consider needs of Connecticut’s desired reward structure and its 

implications on the minimum consumer panel sizes required for 

providers to participate  

▪ Promote clear sense of accountability and ownership of providers 

over consumers on their panel 

▪ Consider complexity and feasibility of implementation for desired 

approach 

▪ Determine importance of payer consistency across consumer 

attribution methodologies 

▪ Timing and frequency (e.g., monthly, quarterly) of informing providers 

about consumers attributed to them 

▪ Do these align 

with your beliefs 

regarding 

consumer 

attribution? 

▪ Are there any 

other guiding 

principles we 

should consider?  
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There are several standard  methodologies for consumer attribution 
CONSUMER ATTRIBUTION 

Prospective 

consumer 

selection 

Prospective 

auto-

assignment 

Retrospective 

claims based 

attribution 

Description 

▪ Allows consumers to select the 

provider responsible for their care in 

advance of a defined evaluation 

period (e.g., 12 months) 

▪ Uses historical claims data to assign 

a consumer to a providers’ consumer 

roster prior to the start of a defined 

evaluation period (typically used 

when a consumer does not select a 

provider within a specified period of 

time) – if no historical claims data 

exists, alternative rationales (e.g., 

provider quality) can be used 

▪ Assigns consumers to providers 

based on historical claims data at the 

end of a defined evaluation period 

after the consumer has received care 

from their accountable provider  

 

▪ What will be the administrative rule for 

assigning an individual to a provider based 

on utilization (e.g., plurality of visits, paid 

claims, allowed claims, charges)?  

▪ Will E&M codes be in-scope?  

▪ What will be the timeframe over which 

frequency of utilization will be considered to 

attribute a patient to a provider?  

▪ Is there a minimum number of visits within 

the specified timeframe?  

▪ If a patient does not meet the selected 

attribution criteria, is there an alternative, 

more flexible attribution rule that is used?  

Illustrative example: Technical questions 

to be answered if a retrospective claims-

based attribution methodology is selected 
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Existing attribution strategies in Connecticut 

Medicaid 

Medicare 

Anthem 

Cigna 

Aetna 

Payers  Consumer attribution model 

▪ Practice assignment determined based on current attribution status: 

– Unassigned members: members without ingoing assignment are attributed using plurality logic based on 

provider who has billed the most codes from January 2012 to most current quarter 

– Self-selection process: members can contact CHNCT to select their PCP. The plurality logic applies if 

consumer then sees another PCP with a different tax ID number or group Medicaid ID (reviewed quarterly) 

– Previously attributed members: members remain with current PCP unless they have seen multiple PCPs, in 

which case the plurality logic applies 

▪ MSSP: Beneficiary assignment is determined retrospectively at the end of the year for each benchmark and 

performance year based on plurality of primary care visits to participating ACOs 

▪ CPCI: program encourages prospective attribution, but allows payers to submit their own attribution strategies as part 

of application 

▪ Pioneer ACO: may use prospective or retrospective attribution (prospective using three years prior claims, or 

retrospective using claims from performance period and potentially from prior periods) 

▪ Decision-tree framework: if a member identifies a provider, this provider is selected for them. If no provider is 

selected, a member is attributed based on the provider with whom they have highest E&M visits (assuming claims 

history). If claims history is not available, member may be unassigned. 

▪ Consumers are aligned to a PCP (i.e., family practice, internal medicine, geriatric medicine, pediatrics, adolescent 

medicine) based on their claims. If consumers are not aligned to a PCP, they can be attributed to an NP, PA, or 

OB/GYN 

▪ Corresponds to Medicare Shared Savings Program 

▪ Guiding principles include prioritizing simplicity and market consistency as criteria for attribution model selection 

SOURCE: DSS, CMS, conversations with work group members 

CONSUMER ATTRIBUTION 
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How standardized do we want attribution methodologies to be across 

participating payers? 

CONSUMER ATTRIBUTION 

 

One common methodology shared across all payers 

Payers aligned on general principles (e.g., retrospective 

vs. prospective, member selection vs. attribution, 

provider type eligible for attribution) but not on technical 

details 

Payers apply unique methodologies 

Another option 

2 

3 

4 

1 
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We have developed a set of recommendations centered around the key 

design questions on which we aligned during our first meeting 

PAYMENT MODEL 

Categories Original questions Recommendations 

2 Metrics ▪ What will be the scope of account-ability for cost 

and quality? (care delivery) 

▪ What are the sources of value we hope to promote 

with the payment model? (care delivery) 

▪ What metrics will be used for eligibility for 

participation and eligibility for payment? 

▪ Both the total cost of care and pay for performance will be tied to a 

common scorecard for The Triple Aim; we will define v1.0 of that 

scorecard, to be refined following application submission 

▪ In year 1 of the pay for performance track, providers should be eligible 

for rewards for quality alone, in subsequent years, rewards should be 

contingent on both quality and cost savings 

▪ The metrics scorecard will outline which metrics will be used as 

practice standards and determinants of payment, acknowledging that 

some metrics will require a reporting period 

1 Payment  ▪ What is the reward structure? 

▪ How do we define the level of performance we wish 

to reward? 

▪ How will consumers be incented? 

▪ What are the targets, pricing,  and risk corridors? 

▪ Recommend an end state goal of a total cost of care payment model 

that covers 80% of the population by year 5 of testing – this will include 

a transitional P4P model (see below) 

▪ Providers should be rewarded for both performance improvement and 

absolute performance 

▪ Payers will be encouraged to provide incentives to consumers 

Attribution 3 ▪ What will be the rule for attribution? 

▪ At what level will performance be aggregated for 

measurement and rewards? 

▪ What exclusions and adjustments will be applied for 

fairness and consistency? 

▪ [Placeholder for today’s discussion on attribution] 

▪ For the purposes of robust measurement, performance should be 

aggregated across payers, as very few providers will have sufficient 

patient panel sizes without some level of purchaser aggregation  

▪ Performance will be aggregated across providers predominantly 

through corporate entities and/or formal legal/financial frameworks of 

integration; for providers who prefer less formal solutions, the creation 

of a geo-centric public utility will be considered 

▪ The model will include risk adjustment and exclusions to ensure 

consumer access and protect providers from high-cost events 

4 Rollout ▪ What will be the pace of roll-out of the new payment 

model throughout the state? 

▪ At what pace should accountability and payment 

type for participating providers be phased in? 

▪ How will payers and providers be enabled to adopt 

the new payment model? 

▪ Connecticut will establish a two-track approach to reward providers for 

effective management of a population of patients; Track 1 will offer 

pay-for-performance payments to support providers currently unable to 

manage a panel of patients to do so by year 5; Track 2 will be a total 

cost of care model for providers able to manage the health and overall 

costs of a panel of patients in year 1 
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Metrics task 

force to deepen 

metrics 

scorecard 

Payment work 

group 

Payer-specific 

considerations 

(may continue 

into testing 

phase) 

We will continue to address strategic design considerations  

until testing grant submission 

ONGOING PROCESS 

Relevant design considerations Proposed meeting timeline 

PRELIMINARY 

▪ What will be measured as part of v1.0 

scorecard? 

– Development of v1.0 of scorecard 

– Determination on how metrics will be used 

as practice standards, eligibility for 

payment, or level of payment 

▪ Incorporation of feedback from broader 

stakeholder community 

▪ Work session for a detailed 

read through of payment 

section for SHIP submission 

during October 

▪ Four meetings through 

August/September 

▪ Ongoing basis 

subsequently 

▪ What are the targets, pricing, and risk 

corridors? 

▪ How will consumers be incented? 

▪ Ongoing basis 

Detail on following page 
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“Version 0.1” scorecard for population health management 
METRICS TASK FORCE 

Quality 

Costs 

Whole-person-centered care and population-

health management 

▪ Completion of whole-person-centered 

assessment 

▪ Development of whole-person-centered 

treatment plan  

▪ Demonstrated use of risk stratification  

Enhanced access to care  

▪ 24/7 availability of a live voice 

▪ Availability of non-visit based options (e.g., 

ability to perform e-consults) 

▪ Practice adherence to NCLAS standards 

Team-based coordinated care 

▪ Track, follow-up on, and coordinate tests, 

referrals, and care at other facilities  

▪ Demonstrated infrastructure to coordinate with 

community resources, including behavioral 

health practitioners  and community-based 

sites of care 

▪ Post-discharge planning 

▪ Potentially avoidable complications 

▪ Hospitalization rate 

▪ Emergency room utilization 

▪ Generic prescribing rate 

Consumer engagement 

▪ Availability of shared decision making tools  

Evidence-informed clinical decision-making 

▪ HIT adoption 

▪ Maintenance of disease registry 

▪ Adult weight screening and follow-up 

▪ Measure Pair: A) Tobacco Use Assessment, B) 

Tobacco Cessation Intervention 

Performance management 

▪ Demonstrated completion of regular 

performance reviews 

▪ Provider performance along quality index 

covering clinical process and outcomes 

measures (e.g., immunizations, preventive 

screening, optimal chronic disease 

management) 

Consumer experience 

▪ CAHPS and other consumer experience 

surveys 

 

▪ Total cost of care per capita 

▪ Trend in cost of care 

▪ Use of high- vs. low-cost providers 

▪ Use of high- vs. low-cost site of care 

Illustrative measures 

ILLUSTRATIVE 
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The roadmap for the program will be refined by the SHIP,  

core team and work group co-chairs  

IMPLEMENTATION ROADMAP PRELIMINARY 

Evaluation phase start 

2014 2015 2016 2017 2018 2019 

Targets (cost 

impact, enroll-

ment, impact on 

quality/patient 

experience, 

heath 

inequalities) 

80% consumers treated by 

accredited medical homes 

50% consumers treated by 

accredited medical homes 

Quality and patient experience 

targeted (structure & process)  

Additional assessment of programmatic success against efficiency  and outcomes based 

targets  

Patient experience 

survey selected 

30% consumers treated by 

accredited medical homes 

Patient experience survey launched 

Accountability 

(metrics, 

practice 

standards) 
Full end-state metrics/ 

standards finalized 

Practice/ standards committee 

established  
Continuous measurement and quality improvement 

HIT 

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 
HITE-CT established  

Patient and provider portal established  

Workforce 

development 
To be determined by UCHC workforce task force  

Transformation 

support 

Regional provider collaboratives and transformation support  

launched  

State wide provider collaboratives and support publishing of  

best practices achieved 

Community-based 

support services 

defined 

Community-based 

support services 

developed 

Community-based support services launched and continuously improved 

Regulatory/policy 

changes 

implemented 

Ongoing policy review and improvement 

Formal reviews by governing body 
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APPENDIX 
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Reward structure recommendation 1 
PAYMENT RECOMMENDATIONS 

▪ The reward structure will reward 

providers for managing the health 

quality and costs for a panel of 

patients 

– Key aim of reward structure is 

total cost of care accountability; 

providers will determine on a 

payer-by-payer basis whether 

they will accept upside gain-

sharing, downside risk-sharing, 

or capitation payments 

– A transitional pay-for-

performance model will be put 

in place in Year 1 to help enable 

smaller providers to ultimately 

manage total cost of care 

▪ In both models, providers will be 

rewarded for both absolute 

performance and performance 

improvement 
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Metrics recommendation 2 
PAYMENT RECOMMENDATIONS 

 In year 1 of the pay for performance track, 

providers should be eligible for rewards for 

quality alone; in subsequent years, 

rewards should be contingent on both 

quality and cost savings 

 

▪ Both the total cost of care and pay for 

performance tracks will be tied to a 

common scorecard for the Triple Aim 

– This scorecard will be accompanied by 

a set of practice standards that are 

required for initial and ongoing 

participation in the care delivery and 

payment models, with a low barrier to 

initial entry 

– It will also differentiate whether metrics 

will be used to determine eligibility of 

payment and level of payment in Year 

1. Metrics that are selected but cannot, 

for various reasons, be used to hold 

providers accountable in Year 1 will be 

reporting only for that year 

– We will define a Version 1.0 of that 

scorecard through the metrics 

taskforce, to be refined following 

submission of the grant application 
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Attribution recommendation 3 
PAYMENT RECOMMENDATIONS 

▪ [Placeholder for today’s discussion on 

consumer attribution strategies] 

 

▪ For robust performance measurement, 

aggregation will be recommended 

across purchasers at a minimum 

– This recommendation will allow for 

nearly all providers in Connecticut to 

participate in the P4P model 

 

▪ Additional aggregation will be required 

for smaller providers to participate in the 

total cost of care model 

– Providers will be encouraged to 

aggregate through joining (or 

forming) corporate entities or other 

formal legally and financially 

integrated structures or to participate 

in a form of geo-centric aggregation, 

with resources and support provided 

by a public utility 
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Rollout recommendation 4 
PAYMENT RECOMMENDATIONS 

▪ Establish a two-track approach to 

reward providers for effective 

management of a population of 

patients 

– Track 1 will offer pay-for-

performance payments to 

support providers currently 

unable to manage a panel of 

patients to do so by year 5  

– Track 2 will be a total cost of 

care model for providers able to 

manage the health and overall 

costs of a panel of patients in 

year 1 

▪ Roll-out is staged with the goal that 

80% of all consumers in 

Connecticut will be accounted for 

in a total cost of care accountability 

model by year five of testing the 

model 


