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State of Connecticut 

State Innovation Model 
Population Health Council  

 
Meeting Summary 

April 27, 2017 
 
Meeting Location:  Connecticut Hospital Association, 110 Barnes Road, Wallingford 
 
Members Present:  Patricia Baker, Elizabeth Beaudin, Lisa Honigfeld, Martha Page, Hayley 
Skinner, Susan Walkama, Hyacinth Yennie 
 
Members Participated via Teleconference/Webinar:  Frederick Browne, Tekisha Dwan 
Everette, Craig Glover, Steve Huleatt, Kate McEvoy, Hugh Penney, Carolyn Salsgiver 
 
Members Absent: Tamim Ahmed, Nancy Cowser, Penny Ross, Elizabeth Torres, Vincent Tufo 
 
Other Attendees: Mehul Dalal, Faina Dookh, Mario Garcia, Sandy Gill, Kristin Mikolowsky, 
Heather Nelson, Mark Schaefer, Kristin Sullivan, Rose Swensen (HRiA), Supriyo Chatterjee 
 
Call to Order:  Co-Chair Susan Walkama called the meeting to order at 3:08 p.m.; a quorum was 
present. 
 
Review and Approval of Meeting Summary:  Co-Chair Susan Walkama asked for a motion to 
approve the meeting summary of the March 23, 2017 Population Health Council meeting.  Pat 
Baker made a motion to approve the meeting summary, second by Martha Page; the meeting 
summary was approved. 
 
Public Comment:  There were no public comments at this time. 
 
Meeting Objectives:  Rose Swensen shared the meeting objectives: 1) review and discussed 
current status of phase two environmental scan and listening sessions; 2) review and discuss 
elements of the “straw model” for the regional Prevention Service Centers; 3) solicit 
recommendations from the Council to incorporate in the final report to be presented to the 
SIM Steering Committee. 
 
Update on Data Gathering and Environmental Scan:  Several listening sessions were held with 
CBOs and public health entities with the goal of engaging stakeholders and testing the PSC 
concept and assumptions.  The sessions were conducted in a focus group format of 90 minutes 
each, led by Kristin Mikolowsky and Heather Nelson of HRiA.  The facilitator guide developed 
and approved by the Council was utilized to conduct the sessions.  There were two preliminary 
results from the first 2 listening sessions shared at the March 23, 2017 Council meeting.  One 
session was conducted in Bridgeport on March 16, 2017 and the other in New Haven on March 
20, 2017.  Three additional sessions have been facilitated, one in Middletown on March 27, 
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2017, one in New London on April 24, 2017 and another one in Hartford on April 25, 2017.  The 
total number of participants to date is 38.  Additional sessions are being planned.  The results 
from all listening sessions will be presented at the May 25, 2017 Council meeting. 
 
In addition to the listening sessions, HRiA has completed an online search to identify CBOs and 
public health entities in the 5 epicenters that provide at least 1 service in the PSC menu of 
services. Next steps will include direct follow-up with CBO’s and public health entities to gather 
additional information on leadership, operating budgets, funding streams, financial 
arrangements and ability to track data on outcomes and metrics. The capacity assessment will 
coordinate with other SIM initiatives such as the Community Health Collaborative initiative, 
CCIP and engagement of ACOs to test PSC planning assumptions. 
 
Questions/Comments from Population Health Council: 
 
The following comments were shared:  

 It is important to make sure all of the CBOs/players have an understanding. 

 Consider tapping into advanced networks for the purpose of improving the plan and 
about financial aspects of the model including who would pay. 

 
PSC Straw Model:  HRiA discussed the design concept noting a focus on prevention through: (1) 
Clinical Primary Prevention interventions; (2) Non-medical, community-based interventions 
 
Objectives:  (1) Integrate clinical care, service referral systems and community solutions by 
establishing accountable networks of CBOs (PSCs) as means to scale prevention initiatives, 
enhance quality, and improve self-management of chronic disease; (2) To provide broad, 
coordinated access to community-based preventions services to reduce individuals’ health risks 
associated with diabetes, hypertension, uncontrolled asthma and other high burden conditions; 
(3) Improve total population health by incorporating preventive measures that address clinical 
needs as well as socioeconomic and environmental determinants of health. 
 
Population Health Council Feedback on PSC Straw Model 
 

 Suggestion to look at the Clinical Primary Prevention Intervention and give an example 
of one that might appear. 

 Not clear what the role of the Council is in this review. Helpful to highlight what is new. 

 DPH and HRiA suggested that the concept being shared is for Council reaction and 
looking for high level feedback. 

 Not clear what we are trying to achieve and if this design gets us there. 

 Design Concept, item#2 under objectives should it be provide or facilitate? 

 Add mental health to #2 under Objectives. 
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Report on the Council’s Recommendations for a PSC Designation Standard – Mario Garcia 
introduced a draft document based on the Council’s recommendations to date and provided an 
executive summary. This is a preliminary draft that will be revised with input from the Council. 
 

1. Introduction – Update on the plan. 
2. Connecticut State Innovation Model and Public Health 
3. Approach to Planning and Development of a Designation 
4. Alignment with Medicaid PCMH+ and Health Neighborhoods 
5. Priority Services  
6. Target Regions and Populations 

 
Discussion and Comments from the Population Health Council 
 

 Reference to slide 12 and inquiry about where we are going and how efficient are we 
being. 

 Terminology “Prevention Service Center” is burdensome and appears to add another 
layer of bureaucracy to the community. Should build on our assets and try something 
simpler in design. Take what investments we are building and keep pushing out to a 
design that we want. 

 Design may not be financially feasible. 

 Keep a complicated message simple. 

 Slide # 14, diagram, why are they not on the HC Provider bucket? 
 

Mario Garcia continued the presentation identifying key criteria for service consideration. He 
noted there will be adjustments based on comments from the Council.  

 

 Prevention Service Center – Proposed Functions 

 Essential Requirements for a PSC Designation 

 PSC Performance Standards 

 Core Services 

 Fiduciary Capacity 

 Sustainability Strategy 

 Administrative 

 Accountability 

 Leadership and Governance 

 Networks and Connectivity 
 
Discussion and Comments from the Population Health Council 

 

 The responsibility is very high level. Need assets to make all achievable which will cost a 
lot.  The base model needs venture capital. 

 Suggestion for an RFP for entities to become prevention centers. 

 The information is confusing.  
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 Needs to have interoperability, data exchange or money investments. 

 Concern that bureaucracy is being pushed and expecting it to work. Do not waste 
money. A lot of these resources are out there, it becomes more how do we connect 
with the people who know how to manage healthcare. 

 Patients are not connected, it’s how to bring them together. 

 Social workers are a powerful resource. Pro Health is sending social workers to patient 
homes. Social Workers and CHW is what you need to connect the dots. 

 Danbury is about to develop connections with non-profits who have become experts in 
managing health care. Griffin Hospital is piloting Health Awareness, having 3 fairs to 
identify the patients with bio screenings, cholesterol screening and invited local non-for-
profit organizations to meet with social determinant experts to talk about how to get 
patients connected with good food, etc. 

 There are models that are working and potentially linking all these models to streamline 
services into the communities.  

 Need to engage payer and be very strategic. 

 Most CBOs are blind payers, some cannot meet regulations, and they may not 
understand the place of public health agencies. 

 Consider return on investment and particularly in public health where you may not see a 
return on investment in 2 years.  

 
There was some discussion around next steps including assigning one small group to each 
standard to flesh out the details of the straw model. The Council decided however, that 
revisions and clarity to the model was needed based on their feedback before details could be 
developed.  
 
Next Meeting:  May 25, 2017 from 3:00 pm – 5:00 pm at the Connecticut Hospital Association. 
Susan Walkama adjourned the meeting at 5:00 pm. 


