
CT State Innovation Model - Model Test Proposal 

V.40 – July 7, 2014

I. Standard Forms

II. Project Abstract (1 Page, single spaced)

Goals of the proposal
Total budget
Number of included beneficiaries, providers, and payer participants
Projected Total Cost of Care Savings
Use of funds description

III. Governor’s Letter of Endorsement

IV. Attestations of Support from Identified Stakeholders

0



CT State Innovation Model - Model Test Proposal 

V.i. MODEL TEST PROJECT NARRATIVE (29 PAGES)

Connecticut is seeking to establish a whole-person-centered healthcare system that improves 

health and eliminates health inequities; ensures superior access, quality, and care experience; 

empowers individuals to actively participate in their health and healthcare; and improves 

affordability by reducing healthcare costs. Connecticut’s Model Test proposal is the vehicle for 

achieving this vision. It is the product of almost two years of planning, including 25 consumer 

focus groups, an extensive survey of almost 800 consumers, and more than 60 multi-stakeholder 

meetings.  Our Model Test Proposal drives accountability, consumer engagement and quality of 

care.  It features (1) the development of a comprehensive evidence-based plan for improving 

population health, (2) an emphasis on strengthening primary care and integrated care models 

through our Advanced Medical Home Glide Path, Community and Clinical Integration, and 

Innovation Award programs; (3) multi-payer alignment on common quality and care experience 

measures and value-based payment; and (4) value-based insurance design (VBID).

V.i.1. Plan for Improving Population Health   (2 Pages)     Currently 2.5 pages

The creation of the Plan for Improving Population Health (“the Plan”) will allow for an 

evolution of proposed Model Test strategies beyond the test period; will link new models of 

healthcare service delivery and payment with population health measures that align with 

CDC/CMMI; and aspire to solve social, economic, and health problems through community-

generated solutions that are evidence-based and sustainable. The Plan will utilize and build on 

Connecticut’s recent State Health Assessment and State Health Improvement Plan (Healthy 

Connecticut 2020) that provide a broad framework for improving the health of residents by 2020,

and the state Chronic Disease Prevention Plan (Live Healthy Connecticut), that aligns with this 

initiative and provides a specific focus on improving chronic disease. Each emphasizes achieving
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better health and health equity through environmental approaches and policy changes, health 

system interventions, and community-clinical setting linkages. Additionally, these strategic 

initiatives have included focus on CDC/CMMI’s population health priorities, namely obesity, 

diabetes and tobacco.  

The SIM Office of Healthcare Innovation (OHI), the DPH and the Department of Social 

Services (DSS), which oversees the state’s Medicaid program, will jointly develop the Plan, with

a multi-stakeholder health systems workgroup previously established under the HCT 2020 

planning initiative and enhanced with additional partners. The Plan development will center on 

1) prioritization among health improvement areas; 2) identification of barriers to improving 

health; and 3) identification of specific evidence-based strategies and interventions most suited to

improving population health in the prioritized areas. Enhanced Behavioral Risk Factor 

Surveillance Survey (BRFSS) sampling will provide baseline and ongoing capability to conduct 

small area analyses. Priority-setting of health improvement areas will be accomplished using a 

modified Hanlon method used in Healthy Connecticut 2020, including state-specific financial 

and disease burden analyses, and with CDC technical assistance. Barriers to improving health in 

prioritized areas will be identified looking at root causes related to the social determinants of 

health (i.e., Frieden’s Health Impact Pyramid) with a focus on barriers most likely to contribute 

to health inequities. CDC’s community guide, among other reputable sources, will be the basis of

identifying evidence-based interventions. 

 The plan will consider two key enabling structures to improve population health.  First, 

Health Enhancement Communities (HECs) in geographic areas with the greatest disparities, 

identified through enhanced BRFSS, Healthy Connecticut 2020 and hospital/community health 

needs assessment data, will seek to target resources and facilitate coordination and accountability
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among municipalities, healthcare providers, nonprofits, schools, housing authorities and others 

with innovative and sustainable financing strategies (e.g., wellness trusts) and health IT and 

workflow enhancements in a specific region. Within HECs, policy and systems changes needed 

to improve population health will be identified and evidence-based strategies used to develop 

reimbursement innovations to address social determinants of health and health equity (i.e., 

reimbursement for healthy homes assessments). Second, Designated Prevention Service Centers 

(PSCs) with an expanded care team of community providers and evidence-based primary and 

secondary prevention services will offer cost-effective resources to Advanced Medical Home 

(AMH) providers.  

DPH’s foundational work will be used to further develop the HEC and PSC proposals for 

inclusion in the Plan, select robust population health measures, and identify populations at 

highest risk (aligned with CDC/CMMI priorities). Expansion of the state’s reportable diseases to 

include chronic disease indicators for population health tracking and surveillance purposes may  

be considered once a fully-functioning statewide HIT system is available. Finally, DSS will 

further develop the HEC approach, with planned implementation through the flexibility afforded 

by an 1115 waiver and using novel Medicaid-specific approaches, to be determined in 

collaboration with DPH, OHI and other partners.

V.i.2. Health Care Delivery System Transformation Plan   (5 pages)     Currently: 8 pgs

Our plan for healthcare delivery system transformation enables the coordinated and 

compounded impact of primary care transformation and consumer empowerment enabled by 

performance transparency, value based payment, advancements in workforce, and policy and 

regulatory changes.  Health information technology is integral to all of these activities and a 

central means by which our overall goals will be achieved. Our Model Test aligns CT’s Medicaid
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and CHIP programs with Medicare, state employees, and private payers to create a culture of 

continuous quality improvement and sustained reduction in cost trends for all populations.

CT’s model will test whether investments in advanced primary care capabilities, consumer 

empowerment and multi-payer alignment on value-based payment alternatives to fee-for-service 

(FFS) can accelerate improvements in quality, equity, care experience, and cost performance. 

Our model will move CT’s healthcare delivery system towards a vision where: (1) every CT 

resident receives whole-person centered, coordinated care from a provider who is accountable 

for health care quality, consumer experience, and cost of care; (2) payers are aligned around 

performance measures and financial incentives grounded in fee-for-service alternatives that link 

performance to value; (3) providers across the state are engaged in transformation and prepared 

to practice as advanced medical homes within integrated delivery systems that leverage HIT and 

community linkages to drive quality improvement; (4) consumers engage with a health care 

workforce that meets their needs and practices to the top of their license; and (5) there is 

infrastructure in place to use data to improve care delivery and population health outcomes and 

sustain consistently high quality and cost measures. 

V.i.2.A.A. Primary Care Transformation

Primary care is the foundation on which advanced health care systems are built and 

developing that foundation is our foremost priority. Connecticut providers and other stakeholders

have identified five core elements associated with more effective and advanced primary care:

(1) Whole-person-centered care: assessing and addressing the full array of medical, social, 

behavioral health, oral health, cultural, environmental, and socioeconomic factors that contribute 

to a consumer’s ongoing health; organizing a plan of care around an individual’s values and 

preferences; and using established linkages to coordinate with essential community supports;
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(2) Enhanced access: expanding provider hours and same-day appointments; e-consult access to 

specialists; non-visit based methods such as secure e-mail for accessing the primary care team; 

clear, easily accessible information to support healthcare decisions including electronic decision 

support tools; and care that is convenient, timely, and linguistically and culturally appropriate; 

(3) Population health management: population-based data analytics to understand practice sub-

populations (e.g., race/ethnicity), panel and individual patient risk, and to inform care 

coordination, continuous quality improvement, and the reduction of health equity gaps; 

(4) Team-based coordinated care: multi-disciplinary and dynamic teams offering integrated care 

across care settings. Essential success drivers include the integration of medical care with 

behavioral health, oral health, medication management – including through co-location, secure 

electronic referral linkages, direct messaging, or as part of a virtual team or shared resource 

network, with a special focus on complex, high risk populations identified through health risk 

stratification; (5) Evidence-informed clinical decision making: applying clinical evidence to 

healthcare decisions using electronic health record (EHR) decision support, clinical registries, 

shared decision making tools, provider quality and cost data at the point-of-care to enable 

consumer directed care decisions.

Our Model Test has three components that are designed to engage and support providers in 

undertaking meaningful change. The Advance Medical Home (AMH) Glide Path program 

provides practice-based assistance in achieving the standards of a medical home.  Our Clinical 

and Community Integration program provides targeted technical assistance to help larger 

providers and networks achieve enterprise wide capabilities in key areas such as integrated 

behavioral health and integration with community-based supports such as social services and 

housing.  Innovation awards provide financial support for the development of new capabilities 
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and novel approaches.  Finally, an array of learning collaboratives will enable providers with 

shared goals to learn from one another and subject matter experts.  

V.i.2.A.B. Consumer Empowerment

The delivery of whole-person-centered care requires a transformation in how payers and 

providers respect and enable consumers to be active participants in the management of their 

health. Our transformed health care delivery system will equip consumers with information, 

resources, tools, and opportunities to take an active role in managing health (1) before an office 

visit (e.g. transparency of provider performance, quality, & cost); (2) during an office visit (e.g. 

shared decision making tools); (3) instead of an office visit (e.g. e-consults, secure-messaging); 

and (4) after an office visit (e.g. EHR portal for lab results, referral assistance). Consumers will 

be asked about their care experience and their responses will drive continuous improvement. 

Cultural, linguistic, and literacy appropriateness will be a unifying theme in all of our efforts. 

Additionally, public and private employers, health plans and the state’s health insurance 

marketplace will reduce or eliminate financial barriers to incentivize chronic illness management

through VBID.

V.i.2.A.C. Enabling Initiatives

Our success in achieving statewide primary care transformation and consumer 

empowerment will depend on the following enabling initiatives:

Performance Transparency: The state’s newly established All Payer Claims Database (APCD) 

combined with edge server technology will provide the infrastructure necessary to support 

performance transparency, analytics, and public reporting of quality and cost data. Performance 

transparency will include (1)  multi-payer alignment on a core quality measurement set and 

common scorecard that reflects primary care, specialty care, and hospital providers’ ability to 
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meet quality, health equity, care experience, and cost measures; (2) cross-payer analytics to 

enable performance reporting across a provider’s entire population; and (3) multiple levels of 

reporting accessible to consumers, payers, providers and policy makers.   

Value-based Payment: A key enabler of our transformation will be the shift from purely fee-for-

service payment, which rewards providers for delivering a greater volume of services, to value-

based payment, which rewards providers for delivering high-quality care and a positive 

consumer experience, while reducing waste and inefficiency.  Value-based payment also reduces 

healthcare costs or better controls the growth in healthcare spending over time.  Implementing 

these payment changes across all payers strengthens the business case for providers to invest in 

advanced practice and performance improvement, while eliminating conflicting payer incentives 

and administrative burden.  These payment reforms also enable flexibility in practice such as the 

adoption of non-visit based methods for engaging and supporting individual health needs.

All of Connecticut’s health plans, Medicaid, and the state employee health plan are 

committed to implementing value based payment arrangements through shared savings programs

(SSP) for providers with sufficient scale and capabilities, modeled upon the Medicare SSP. We 

will actively engage self-funded employers in support of migration from pure FFS to SSP 

payment arrangements. It will be necessary for all or nearly all payers to convert to FFS 

alternatives in order for our major health systems to reach that critical tipping point, where the 

business of health care focuses exclusively on value.   

Payers will tie their SSP payment calculations to the achievement of performance targets 

using the same common scorecard for quality, care experience, health equity, and cost. This will 

reduce complexity for providers, confusion for consumers, increase the business case for 

investment in new capabilities, and sharpen providers’ focus on specific measures of success 

7



CT State Innovation Model - Model Test Proposal 

supported by all payers. Health plans and providers will independently negotiate whether they 

want to share in gains and whether they want to share in losses under a SSP arrangement.  

Medicaid will establish an upside only SSP. 

Through the establishment of the Equity and Access Council and advanced analytic 

methods, Connecticut will be a national leader in the identification and deployment of consumer 

safeguards to detect and guard against unwarranted denials of care as we  migrate toward SSP .

Value-Based Insurance Design: Insurance design can play a major role in consumer 

empowerment and engagement and conversely it can establish barriers to prevention and 

effective illness management. In Connecticut, self-insured employers pay more than 60% of 

provider reimbursements, and are seeking to maximize value for their healthcare spending be it 

through the way they design employee benefit plans (e.g. VBID), the way they reimburse 

providers (e.g. value-based payment) or the way they impact healthcare costs (e.g. price 

transparency and price variation analytics). Our plan emphasizes the use of VBID to lower or 

eliminate financial barriers to, or introduce rewards for preventive care, medication adherence, 

chronic disease management, and high-quality provider selection; empowering consumers to 

make healthier lifestyle decisions and engage in chronic illness self-management.  

Healthcare Workforce Development: Our healthcare delivery system transformation plan 

requires a healthcare workforce of sufficient size, composition and training. Our Model Test 

includes workforce initiatives in support of this goal: 

Workforce Analytics: Healthcare workforce data collection and analytics are necessary for 

schools and providers to make informed decisions in meeting the market demand for healthcare 

workers in education, composition and numbers. We will begin with collecting, extracting and 
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analyzing data by means of our recently implemented e-licensing process for physicians, with a 

special focus on the identification of health professional shortage areas.

Inter-professional education (IPE): Our Area Health Education Center (AHEC) Program will 

expand its nationally recognized Urban Service Track statewide. AHEC will work with all of our 

health professions’ schools to incorporate interprofessional team-based community care curricula

into their school’s course of study and combining their students and residents at community 

based practices. AHEC will establish IPE training sites throughout the state.

Community health worker training: AHEC has joined with three of our community colleges to 

provide basic and specialty training to future and current Community Health Workers (CHWs). 

Our plan anticipates CHWs will be essential members of our primary care teams and significant 

contributors to the provision of prevention services in a variety of settings. The process is 

underway to provide academic credit for these courses, so that they might be part of career 

ladders. AHEC and the Community Colleges are also working with prospective employers on 

tailoring course work to their needs. 

Primary care capacity: The Connecticut Teaching Health Center Coalition comprised of eight of 

Connecticut’s FQHCs together with the Community Health Center Association of Connecticut 

(CHCACT) proposes to develop and operate two or more primary care medical residency 

programs in different primary care specialties, in accordance with the Balanced Budget Act of 

1997’s sanctioning of Graduate Medical Education (GME) consortia. Our consortia will span our

state, which, to date, no other Teaching Health Center (THC) initiative has. Model Test funding 

will support the design of this program with the participation of the health centers and hospitals 

with the aim of applying for a THC grant from HRSA.
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V.i.3. Payment and Service Delivery Model   (5 pages)     Currently 8 pgs

Connecticut’s payment and service delivery model will test the hypothesis that health care 

providers must demonstrate the following inter-dependent characteristics in order to become high

performance and value oriented: a) a strong primary care foundation based on a medical home 

model, b) clinical and community integration to improve overall performance, especially with 

respect to vulnerable Medicaid populations, c) resources to support the transformation process, 

d) a panel for whom the provider is accountable for quality, care experience and total cost, and e)

a panel that is participating in value-based insurance designs that engage them in health 

improvement and remove barriers to essential prevention and treatment services.  

V.i.3.A.A. Primary Care Transformation

Connecticut has approximately 2,800 primary care physicians, xx physician assistants and 

an estimated xx APRNs in practice. In the past two years, because of considerable market 

consolidation, an estimated 65-70% of Connecticut’s primary care providers are employed by or 

affiliated with a provider organization that is participating in at least one shared savings payment 

(SSP) contract and this percentage is growing. The Connecticut State Medical Society is working

to establish a statewide network for many of the remaining primary care providers that do not yet

have such affiliations.

We refer to provider organizations that have entered into SSP arrangements as advanced 

networks that include independent practice associations, clinically integrated networks, large 

medical groups, and integrated delivery systems, at least six of which include one or more 

participating hospitals. Connecticut also has fourteen FQHCs with an estimated 280 Primary 

Care Providers (PCPs), providing primary care to more than 340,000 individuals each year, 

200,000 of whom are Medicaid enrollees. By 2015, all FQHCs will be recognized by the 
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National Committee for Quality Assurance (NCQA) or the Joint Commission as medical homes, 

although none are yet participating in SSP arrangements.  Only about 600-700 PCPs have 

achieved NCQA 2011 or Joint Commission medical home standards. The remainder are un-

advanced or lack an up-to-date credential. Some organizations and practices are poised to move 

to the next level but lack the funding and technical expertise necessary to re-engineer their 

process, incorporate new technologies, or develop more sophisticated clinical and community 

integration capabilities.  

We propose a three part strategy to advance primary care in Connecticut: a) an Advanced 

Medical Home Glide Path, b) Targeted Technical Assistance for Clinical and Community 

Integration, and c) Innovation Awards. These programs will be available to advanced networks 

and FQHCs that successfully compete to participate in the Medicaid Quality Improvement and 

Shared Savings Program (QISSP) and will be supplemented by Learning Collaboratives.  They 

will focus on the five core elements outlined in section v(i)2 herein including: (1) Whole-person-

centered care; (2) Enhanced access: (3) Population health management; (4) Team-based 

coordinated care; and (5) Evidence-informed clinical decision making.

Selection of Targeted Advanced Networks and FQHCs: DSS will undertake a competitive 

procurement of advanced networks and FQHCs to participate in its QISSP.  Participating 

providers that meet access, quality, health equity and care experience targets, and a minimum 

savings rate, net of advanced payments, will qualify for upside only shared savings. Selection 

criteria will be established through an intensive stakeholder engagement and design process to 

conclude in early 2015.  Criteria may include demonstrated commitment, experience and 

capacity to serve Medicaid beneficiaries; a desire to meet identified standards for clinical and 

community integration; a willingness to invest in special capabilities such as the use of health 
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coaches, patient navigators and e-consultation; and a minimum of 5,000 attributed single-eligible

Medicaid beneficiaries. The selection process will prioritize providers that are participating in 

Medicare and commercial SSP arrangements to maximize multi-payer alignment, and areas of 

the state with a high incidence of Medicaid beneficiaries including those with complex, unmet 

needs or high costs. DSS is seeking to include an estimated 200,000 to 215,000 beneficiaries in 

the first of two waves conducted during the test period. The wave one procurement will occur in 

2015, with the performance period beginning January 1, 2016. The wave two procurement will 

occur in 2017, with the performance period beginning January 1, 2018.

Advanced Medical Home (AMH) Glide Path:  In 2012, DSS established the Glide Path Program

to provide practical, on-site technical support and assistance to facilitate practice transformation 

towards medical home recognition. The SIM Program Management Office (PMO) will leverage 

this program to establish a multi-payer AMH Glide Path that will recruit 300 new practices in 

each of two waves during years one and three of the test period. AMH Glide Path support will be

offered to Medicaid QSSIP participating practices that are not yet medical home recognized. The 

AMH glide path will utilize NCQA standards, along with CT-specific standards developed with 

participation of Medicaid, all five of CT’s major health plans, providers and consumers. The 

Glide Path Program will span 9 to 18 months. The SIM PMO will procure for and contract with 

two to three vendors with responsibility for providing AMH Glide Path practice transformation 

support. Advanced networks will be required to submit readiness assessments for target practices

as a condition of application. Medicaid will administer the multi-payer AMH Glide Path Program

by modifying the infrastructure of its existing program. Health plans will be provided with 

information regarding AMH Glide Path enrollment, achievement of milestones, and designation 
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status.   The AMH Glide Path will be available to advanced networks and independent providers 

not participating in the Medicaid QISSP within available resources. 

DSS uses a single statewide Administrative Service Organization (ASO) for customer 

service, analytics, quality improvement and intensive care management (ICM) for all of the 

state’s Medicaid beneficiaries. The care coordination and analytic capabilities of participating 

advanced networks and FQHCs will be supplemented as necessary by the ASO’s federated data 

analytic and Intensive Care Management (ICM) supports to improve the performance of 

Medicaid QISSP participating providers. 

Targeted Technical Assistance to Achieve   Clinical and Community Integration: The Community 

and Clinical Integration Program will offer targeted technical assistance (TTA) and Innovation 

Awards (see below) to Medicaid QISSP participants a to spur investments and accelerate 

advancement in the following areas: (1) Establishing community linkages with social service 

(e.g., housing, food assistance), long term supports and services (LTSS), and preventive health 

providers; (2) Community care team and related “hot spotting” models of integrated care; (3) 

Care team expansion to include community health workers as health coaches and patient 

navigators; (4) Integrating e-consultation; (6) Medication therapy management services; (7) 

Identifying and closing health equity gaps; (8) Improving care experience for vulnerable 

populations; and (9) Integrated behavioral health and oral health. The PMO will procure for and 

contract with one or more vendors to provide TTA.

FQHCs have identified high priority technical assistance needs in three additional areas that 

will be included in their TTA: 1) enhancing staff/providers’ Quality Improvement (QI) 

knowledge and skills; 2) increasing the reliability of FQHC data and use of data for QI through a 
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mini data collaborative; and 3) conducting a full scale Learning Collaborative that will enable 

FQHCs to improve care and outcomes, while reducing costs for key chronic conditions. 

Innovation Awards

The Medicaid QISSP procurement will include the opportunity to apply for innovation 

awards to support transformational activities and demonstration pilots that align with the above 

TTA priorities. The PMO will establish an innovation grants advisory committee with expertise 

in grant competitions to establish TTA grant criteria and process. The Innovation Awards may 

include matching or in-kind requirements for larger advanced networks, but will not be required 

for FQHCs. Innovation awards are essential to fund FQHC infrastructure expansion and 

supports; FQHCs do not have the cash flow to finance these critical transformations and 

improvements.

Statewide Learning Collaboratives: Learning collaboratives will be established for all AMH 

Glide Path practices to foster an environment of innovation and continued growth and learning 

through webinar education, telephone support, and live sessions. Practices will be expected to 

actively share resources, tools, and ideas with each other in an online collaboration site.  They 

will report their quarterly progress on the AMH milestones and key measures to track 

transformation accountability. These activities will be targeted toward helping providers make 

the practice changes necessary to deliver comprehensive primary care and achieve program 

milestones. Separate learning collaboratives will be established for Community and Clinical 

Integration program participants, one of which will be tailored to advanced networks and the 

other to FQHCs.
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V.i.3.A.B. Payment Reform

All of Connecticut’s health plans including Medicaid are committed to implementing value-

based payment reforms that are broadly aligned with the Medicare SSP. DSS will implement 

advance payments by means of an established MMIS based payment methodology that ties 

enhanced fees to specific primary care services, depending on the level of medical home 

recognition. Advance payments will help ensure that practices have sufficient resources to 

support new capabilities. The use of advance payments by private payers will continue to be 

negotiated with providers on an individual basis.  DSS will use its current PCMH retrospective 

attribution methodology to evaluate performance and determine eligibility for SSP payments. 

Individual FQHCs do not have sufficient attributed members with private payers or 

Medicare to enter into SSP arrangements. The SIM PMO will offer support to FQHCs to pool 

their panels and enter into SSP contracts with private payers and to form an ACO for the purpose

of participating in the Medicare SSP by the final year of the test period.

Under-service Safeguards

Connecticut acknowledges that providers in shared savings program arrangements may seek 

savings through under-service, which might include reducing necessary access, inappropriate 

patient selection, cost shifting, withholding appropriate care or inappropriate referral practices.  

Quality metrics will help guard against this risk; however, a focus on quality metrics may not 

prevent systematic efforts to under-serve, particularly for uncommon conditions, or conditions 

outside the scope of such metrics. It is essential to develop program integrity functions that focus

on these issues. Connecticut established an Equity and Access Council comprised of consumer 

advocates, payer-based experts, providers, clinical experts and researchers from the state’s 

academic health centers to develop methods that will help guard against such risks. DSS will 
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participate in the Equity and Access Council and will not implement shared savings 

arrangements under the general Medicaid program until reasonable and necessary methods for 

monitoring under-service are in place. All payers commit to the principle that practitioners be 

disqualified from receiving shared savings if they demonstrate repeated, systematic failure to 

offer medically necessary services to maximize savings or avoid financial losses associated with 

SSP arrangements. 

V.i.3.A.C. Value-based Insurance Design

Connecticut’s largest employers and health plans recognize the importance of demand side 

levers such as VBID to ensure consumer engagement in health improvement and the removal of 

barriers to effective self-management of chronic illnesses.  The PMO will undertake extensive 

VBID adoption efforts and will prioritize adoption in those advanced networks that are 

participating in the above primary care transformation and value-based payment initiatives.  The 

PMO will convene employers, their advisors, and associations such as CBIA, CBGH, and 

NEBGH together with providers, health plans, and consumers to reaffirm what should be 

incented by employers, develop prototype VBID plan designs that align supply and demand and 

enables streamlined administration, and provide a mechanism for employers to share best 

practices to accelerate the adoption of VBID plans. Provider participation in critical, as providers

may not be aware of their patient's incentives and disincentives at point of service, and as a result

may direct patients towards or away from care that has financial ramifications to the patient 

based on the VBID they are enrolled in. Specific programmatic activities include (1) 

employer/healthplan VBID baseline survey; (2) comparative effectiveness study; (3) employer-

led consortium and core interest sub-groups (e.g. clinical, wellness, administration) with linkages

to regional and national forums such as CMMI’s VBID learning cluster to enable peer-to-peer 
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sharing of best practices; (4) development of VBID template(s) and implementation toolkit; (5) 

annual learning collaboratives including panel discussions with nationally recognized experts 

and targeted technical assistance; and (6) a workforce health outcomes pilot. In addition, 

AccessHealthCT will implement VBID subject to board approval in year two of the test grant 

period. Our Medicaid program currently features VBID with its Rewards to Quit tobacco 

cessation incentives, and will consider the implementation of additional incentives in alignment 

with the development of the state's population health plan

V.i.3.A.D. Annual Quality and Cost Targets

Our Model Test will target improvements in access, preventive health and screening, and 

care experience; the management of hypertension, diabetes, asthma, sickle cell, early childhood 

caries, and complex, high risk populations; the reduction of associated health equity gaps; and 

per capita costs in Medicare, Medicaid, CHIP, and commercial populations.  Specific annual 

targets are as follows: 

______________

Insert Table Here

______________

V.i.4. Leveraging Regulatory Authorities   (2 pages)     Currently 2 pgs

Connecticut has demonstrated that it is committed to the use of necessary legislative and 

regulatory authority to enable healthcare delivery and payment reform. Recent legislative 

initiatives include (1) establishing the Connecticut Health Insurance Exchange 

(AccessHealthCT) (PA11-53); (2) expanding Medicaid (PA xxxx); (3) establishing an All-Payer 

Claims Database (APCD) (PA13-247); (4) requiring the Department of Public Health (DPH) to 

create a chronic disease prevention and reduction plan consistent with the Innovation Plan 
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(PA14-148); (5) establishing ownership of HIT and HIE coordination within the Department of 

Social Services (DSS) (PA 14-217); (6) permitting APRNs who have been licensed for at least 

three years to practice independently (PA14-12) thus enabling practice at the top of the license 

and improved primary care access; (7) enabling licensed behavioral health clinics to provide 

“off-site” services in physician offices and other health care settings, thus removing a 

longstanding barrier to the integration of primary care and behavioral health (PA14-211); (8) 

informing consumers about hospital facility fees (PA14-145); (9) reducing state employee health 

care costs associated with facility fees (PA14-217); (10) expanding Connecticut’s False Claim 

Act (PA14-217) to all state health and human service agencies, programs, and 

employees/retirees; (11) disclosing observation status to patients (PA14-180); (15) ensuring 

competitive health care markets (PA14-168) by giving the Attorney General notification and 

information regarding material changes to the business or structure of physician group practices; 

(16) requiring a certificate of need for transfers of ownership of certain physician group practices

to any entity other than physicians or physician groups (PA14-168); (17) requiring annual filing 

of hospitals, systems, and physician groups affiliation (PA14-168); (18) requiring online license 

renewals for physicians, dentists, and APRNs; and (19) providing funding to sustain the PMO 

(PA 14-217). 

During the Model Test, the state is committed to continuing the use of its statutory and 

regulatory authority to influence the structure and performance of the state’s healthcare system in

support of SIM aims. The following policy actions are planned or under consideration:

 the state will consider amending Connecticut Insurance Department regulations to enable 

health plans to provide consumers with provider quality and cost information so that they can
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make informed decisions regarding high value care and to enable health plans to establish 

tiered networks based on provider value.
 pending the approval of its board, AccessHealthCT intends to include VBID in its next 

procurement of Qualified Health Plans effective with the 2016 benefit year and establish plan

designs to encourage integration of behavioral and oral health.
 the state will review same day service barriers, such as coverage limitations that 

reimbursement for medical and behavioral health services provided on the same day to 

enable integrated care.

V.i.5. Health Information Technology   (4 pages)   Currently 4.2 pgs

V.i.5.A.A.  Current State of HIT Adoption: 

As of May 2014, Connecticut had received over $261.8 million through the EHR incentive 

program administered through CMS.  Almost 5,500 eligible professionals (1,727 Medicaid and 

3,720 Medicare) and all hospitals have received payments for adoption of EHRs and many have 

attested to achieving Meaningful Use Stage 1. Based on the 2014 Evaluating Connecticut's 

Health Information Technology Exchange physician and laboratory survey reports (1) 68-74% of

the state’s physicians are either using EHRs or are in the process of implementing EHRs --an 

increase from 53-56% of physicians in 2011; (2) the rate of EHR adoption is projected to exceed 

75% by 2015 based on the trends; (3) 96% of pharmacies were enabled for processing e-

prescriptions and 62% of prescribers were e-prescribing; (4) 63% of the state’s hospitals were 

sharing lab results electronically, higher than the national average of 56%; and (5) 50% of 

independent labs were sending lab results electronically. Currently, Connecticut does not have an

operational statewide HIE.
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V.i.5.A.B. Governance

In 2014, responsibility for the Connecticut HIT and the role of the HIT coordinator were

established in DSS. The HIT Coordinator will partner closely with the SIM PMO to ensure SIM

activities are well aligned with the state’s health IT infrastructure and capabilities throughout the

SIM planning and implementation process. DSS and the SIM PMO will establish the state’s first

cross-agency HIT Council with representatives from other health and human services agencies

and stakeholders. This council will be chaired by the DSS Commissioner and facilitated by the

HIT Coordinator. The  HHS HIT Coordinator  will  report  to  the  HISC and  SIM PMO on  a

quarterly  basis. The  HIT  Council  will  undertake  a  six-month  planning  process  starting  in

September 2014 and concluding in February 2015 that will result in an updated three-year HIT

strategic plan for the state. The goal of this task is to coordinate efforts across programs focused

on integrating clinical and claims data to produce an enriched and complete picture of provider

performance. The SIM PMO will work closely with the DSS PMO to ensure that all assets are

being used optimally and redundancies can be identified early and eliminated.

DSS will build upon its HIT Strategic and Operational Plan and the recommendations of

the  HIT Council  to  (1)  adopt  industry  standards  for  data  exchange;  (2)  promote  reusable

components through standard interfaces and modularity; (3) promote efficient and effective data

sharing  to  meet  stakeholders  needs;  (4)  provide  a  beneficiary-centric  focus;  (5)  promote

interoperability, integration and an open architecture; (6) promote secure data exchange; and (7)

promote good practices (e.g.: The Capability Mature Model and data warehouse).

V.i.5.A.C. Policy 

There is a need for a standard Data-Use and Reciprocal Support Agreements (DURSA) 

across agencies and public-private enterprises.  The SIM PMO will re-initiate the work of 
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finalizing a DURSA. All agencies and organizations participating in healthcare system 

transformation will agree to deploy edge-servers to index relevant clinical and/or other databases

to support care delivery and analytics.

V.i.5.A.D. Infrastructure

Quality Data Infrastructure to Support Care and Payment: The following HIT assets will be 

used to support the quality data infrastructure that is essential for enhanced care delivery and 

payment reform (1) a standards based Health Provider Directory; (2) Enterprise Master Patient 

Index; (3) a Health Information Service Provider service for Direct Messaging (DM) and (4) the 

All Payers Claims Database (APCD). These are also building blocks for operating a statewide 

health information exchange. All assets, except the APCD, are owned by DSS and hosted at the 

state’s Bureau of Enterprise Systems and Technology (BEST).

We are promoting the use of DM protocol to send messages between providers and/or 

systems to enhance community integration and care-coordination for an array of program 

services (e.g., dual-eligibles, Person Centered Medical Home model, long term post-acute care 

provider network, durable medical equipment) by ensuring exchange of documents (e.g. 

discharge summary, assessments, orders, and continuity of care documents). The DM will alert 

and notify physicians and care teams about patients being admitted to the emergency room1. DSS

is working with CMS to provide a Personal Health Record (PHR) to Medicaid beneficiaries. 

DSS will use Quality Reporting Document Architecture (QRDA) Category III and Category I 

standards for receiving eClinical Quality Measures as one option in its EHR Incentive program6. 

Lastly, the state will use a federated approach to review/produce provider/organization/state-level

data quality6 enabled by edge-server based indexing technology. This solution provides an 

1 Awaiting approval of funds from CMS being requested through 2014 IAPD.
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enhanced secure mechanism to access data and provide analytics to both large and small 

providers without reducing source capabilities. This helps mediate differences between small and

large provider groups. All HIT assets will be available to the SIM initiative for re-use through a 

shared cost arrangement.  

SIM funds will enhance existing HIT capabilities through procurement of the following: (1) A 

consent registry, that can be queried to assess consumer consent status; (2) disease registries 

(potentially procured through crowd sourcing) as they are foundational to any initiative 

addressing population health focused on hypertension, asthma, diabetes, and sickle cell, and (3) 

apps for improving patient health (procured through crowd sourcing). 

In the next two years, DSS and the HIT Council will create a plan for integrating data so 

that it can generate information/alerts/reminders as needed by providers to improve their 

compliance with guideline-based care protocols, especially for chronic conditions like, 

hypertension, asthma, diabetes, and sickle-cell. Everyone engaged in the health care system, 

including payers, will be expected to make relevant data available for population-based 

analytics. These analytics will help identify groups that can benefit from increased care 

coordination, allow for alerts from clinical and claim data, and preventive care and 

vaccination management. Data may also be used to support continuous quality improvement 

and investigation of variability in subgroup care.

Expanding Coordination Across the Care Continuum: DM will promote provider 

communication across care and community settings.  In the long-term, EHR-based clinical data 

exchange will, with patient consent, allow providers’ to access consumers’ past care information. 

As of January 2015, most certified EHRs will be enabled with DM and our funds will be focused

on providing DM addresses to anyone not on a certified system.
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Patient Engagement and Transparency: The increased uptake of Personal Health Records 

(PHRs) coupled with the enhanced ability for patients to message their providers and care team 

members will increase patient engagement and improve patient’s access to health information, 

services, and communication, resulting in a transparent and connected delivery of care that is 

consumer-driven.  DSS through the grant from CMS for Testing Experience and Functional 

Tools (TEFT) in Community-Based Long Term Services and Supports will demonstrate the use 

of standards (content and transport) to improve care coordination and service delivery health 

information available to beneficiaries through the use of PHRs.

Technical Assistance: Our goal will be to identify gaps in connectivity and work with all 

providers and people that are experiencing challenges in adopting technologies and address them

as they arise.  In the first year, Connecticut will use consumer attribution, risk stratification, and 

performance reporting to support payer and system analytics. HIT technical assistance will be 

provided by the HHS HIT Coordinator and staff around the use of technology and on-boarding 

organizational groups as needed. This group currently is providing technical assistance, outreach 

and education to providers about DM, meaningful use measures, and quality improvement as it 

relates to eCQMs.

V.i.6. Stakeholder Engagement   (3 pages)     Currently: 5.5 pgs

Connecticut's stakeholders have been deeply engaged in SIM planning and oversight. 

Connecticut has established a governance structure that provides a broad range of stakeholders 

with direct and ongoing involvement in design, pre-implementation, and implementation. 

V.i.6.A.A. Stakeholder Engagement – Governance Structure

Healthcare Innovation Steering Committee: The Steering Committee is chaired by the Lieutenant

Governor and is responsible for providing overall oversight of the Innovation Plan and Model 
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Test. Participants include private foundations; consumers and consumer advocates, 

representatives of hospitals, advanced networks, home health, practicing physicians and an 

APRN; health plans; an employer; the Comptroller’s office; and line agency Commissioners or 

the equivalent with responsibility for public health, Medicaid, mental health, health insurance 

exchange, APCD, and child welfare. 

Consumer Advisory Board: A sixteen member independent consumer advisory board provides 

advice and guidance directly to the Steering Committee (on which it has a seat) and the PMO.  

The Consumer Advisory Board (CAB) is racially and ethnically diverse, its members involved in

community development, community services, advocacy community health, prevention, and 

housing. Some members bring personal experience with HIV/AIDS, trauma, cancer, and 

childhood health/emotional conditions. The CAB also includes representatives of low-income 

children and families and an expert in building community partnerships and communications. 

Work Groups: A number of Councils and Task Forces have been established to undertake detailed

design and oversight in a range of areas including Practice Transformation, Quality, Equity and 

Access, Health Information Technology, and Workforce Development. There are four broad 

categories of significant and balanced representation on workgroups: consumer/advocate, payer, 

provider, and state agency. Consumers and advocates comprise 20 to 30% of most groups. Each 

workgroup charter requires a plan for stakeholder engagement to ensure that additional 

stakeholders are consulted to support the development of specific work products. Ad hoc “design

teams” will be established with a mix of experts from within and outside of the workgroup, or 

across workgroups. Consulting with a larger stakeholder community will help ensure that a 

variety of perspectives and needs are considered with respect to design and implementation. It 

will allow for fuller consideration of intended and unintended consequences as well as feasibility
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issues. Such teams will be convened as needed and will undertake one or multiple task-focused 

and time-limited problem-solving sessions.

Medical Assistance Program Oversight Council (MAPOC): Connecticut statute has established 

the MAPOC as the legislative oversight body for the Medicaid and CHIP programs. The 

MAPOC and its committees have for more than a decade served as a vehicle for broad based 

stakeholder input into the Medicaid program design and operation, including the PCMH and ICD

programs. DSS and the SIM PMO will work with….. [under discussion]

V.i.6.A.B. Stakeholder Engagement – Consumers and Consumer Advocates 

The CAB is responsible for facilitating consumer engagement in the following ways:

 Nominating consumer representatives for SIM workgroups and supporting consumers 

through cross-workgroup sessions and communications for informed participation. 
 The formation of standing sub-committees and ad-hoc work groups to focus on 

crosscutting issues such as population health, behavioral health, and health equity. For 

example, a subcommittee may consider Equity in all Policy (EiaP) and advise on program 

evaluation to measure our success in reducing health equity gaps. 

In addition, the PMO and the CAB will support consumer engagement that meaningfully 

integrates consumer perspective and provides outreach and education for consumers about how 

innovation will change their experience of healthcare. Programmatic activities include consumer-

led learning collaboratives, issue-driven focus groups, and targeted communications. Consumer 

outreach will leverage the extensive regional network of our state’s navigator and in-person 

assistor (NIPA) program that enabled the state to double its enrollment goal in AccessHealthCT. 

Learning collaborative curricula will be designed to provide consumer education, serve as a 
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forum for listening tours, and integrate consumer perspectives and healthcare experiences in 

feedback loops to the Steering Committee and workgroups.

A Provider Engagement

The state engaged and worked with a wide variety of providers in the development of the 

Plan including the Connecticut State Medical Society, Connecticut Academy of Family 

Physicians, Community Health Center Association of Connecticut, Connecticut Chapter of the 

American Academy of Pediatrics, Connecticut Hospital Association, Connecticut Association for

Healthcare at Home, and a wide array of providers representing long term supports and social 

services. 

The state undertook an open solicitation of providers for participation in the various work 

groups that will oversee detailed design and implementation activities. The state has more than 

fifty providers and trade associations engaged in the SIM governance structure, including the 

MAPOC and its committees. No planning process can ensure the ongoing participation of every 

area of health service and support.  As special issues arise that require consultation with provider 

categories that are not represented, the state will convene ad hoc design and consultation teams. 

V.i.6.A.C. Stakeholder Engagement – Payer/Health Plan

All of Connecticut’s health plans provided input into the Innovation Plan and all have 

expressed support for the reforms outlined in the Plan. Notably, insurers are subject to an annual 

assessment of $3.2 million in support of the SIM PMO through a broad-based annual assessment.

Health plans are also involved in all aspects of planning and oversight for the proposed reforms. 

In addition to representation on the Steering Committee, the state has all health plans with more 

than 5% market share participating on the Practice Transformation, Quality, and Equity and 

Access work groups. 
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V.i.6.A.D. Stakeholder Engagement – Employer 

The PMO leverages the state’s convening role to engage employers to accelerate state-wide 

health transformation. The governance structure and programmatic activities establish formal 

mechanisms for on-going employer engagement. Representatives from the state’s largest 

employers and early adopters of VBID are actively committed to the implementation of the SIM,

are members of the Steering Committee, and participate in workgroups charged with design and 

implementation of the Model Test. Employer engagement is fundamental to achieving care 

delivery and payment reforms, and will be the catalyst for increasing the number of consumers 

enrolled in VBID benefit plans during the test grant period. 

V.i.7. Quality Measurement Alignment   (3 pages)     Currently: 3.5 pgs

All of Connecticut’s major health plans and Medicaid have committed to quality 

measure alignment including the following: 1) a core quality measurement set for primary care 

providers, specialists and hospitals; 2) a common cross-payer measure of care experience tied to 

value based payment; and 3) a common provider scorecard. Health plans recognize that this 

unified approach will reduce the administrative burden on providers, enabling them to organize 

their performance improvement efforts around common expectations, rather than the fragmented 

business rules and reporting requirements that predominate today. It will also provide consistent 

incentives, standardized reporting, and multiplayer clinical reports on quality and cost metrics. 

Quality, care experience and cost measures will be developed by the Quality Council, which 

is comprised of the five major health plans, one large employer, six consumer advocates, three 

state agencies, six practicing physicians, one FQHC and one hospital. Health plan 

representatives, include medical directors, statisticians and measurement experts. The Council 

will propose a core set of measures for use in the assessment of primary care, specialty care, and 
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hospital provider performance and will reassess measures on a regular basis to identify gaps and 

incorporate new national measures to keep pace with clinical and technological practice. The 

Council will identify additional stakeholder groups whose input is essential to various 

measurement categories and formulate a plan for engaging these groups. The Council will begin 

meeting in July 2014 and will complete its recommendations for primary care by December 

2012. Health plans will modify systems and contracts in 2015 and implement the new 

measurement set and scorecard in 2016. Measures of specialty care and hospital performance 

will be recommended by the Council in 2015 with implementation scheduled for the 2017 

measurement year. The state will compute and post cross-payer provider performance data.

Quality measures

The Quality Council will prioritize measures that are recommended by CMMI, those 

measures that align with existing Medicare performance measurement initiatives (e.g., Medicare 

SSP), and measures endorsed by the National Quality Foundation, Agency for Healthcare 

Research and Quality, or U.S. Preventive Services Task Force. Measures pertaining to the 

following conditions or activities are under consideration:

 Care Experience: Getting Timely Care, Appointments, and Information How Well Your 

Doctors Communicate Patients’ Rating of Doctor Access to Specialists Health Promotion and

Education Shared Decision Making Health/Functional Status
 Prevention/Screening: Child well visits, mammograms (women > 50), colorectal cancer 

screening (adults > 50), influenza immunization, pneumococcal vaccination, hypertension 

screening (HTN), depression screening, addiction screening, tobacco use assessment and 

cessation intervention, weight screening and follow-up, fall risk screening.
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 Chronic illness management: diabetes mellitus, asthma, HTN, hyperlipidemia, congestive 

heart failure, coronary artery disease, chronic obstructive pulmonary disease, chronic pain, 

sickle cell early childhood caries
 Care Coordination/Patient Safety: hospitalizations for ambulatory care sensitive conditions, 

readmissions for avoidable complications, medication reconciliation, asthma ED 

visits/10,000, hospitalization due to falls/100,000
 Resource efficiency: Duplicative testing, generic prescribing Use of lower-cost providers

Health equity gaps for each measure will be considered for inclusion in the common quality 

measurement set. 

Care Experience

The most important means to improve consumer experience is to measure care 

experience and tie measured experience to payment. Doing so will result in the widespread 

adoption of continuous quality improvement activities that focus on the improvement of care 

experience. As part of our Model Test, all health plans and Medicaid will require a statistically 

valid and sufficient survey as a condition for participating in a SSP arrangement as of the 2016 

contract year, using a care experience survey tool recommended by the Quality Council. The 

results of such survey will be used to assess the performance of each provider for the purpose of 

determining whether and to what extent a provider qualifies for shared savings. 

The PMO will contract with an NCQA certified vendor for the administration of the care 

experience surveys with sufficient statistical reliability and validity at the level of the provider 

system to support the inclusion of care experience scores in the measurement of performance and

as a factor in calculating shared savings rewards. The sample will be drawn from each provider’s

attributed patients, without regard to payer or source of coverage and thus represents the first 

effort among payers to use cross-payer pooled performance data. Medicaid will initially be an 
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exception. During the period of the test grant, the PMO will oversample for Medicaid recipients 

in order to assess the extent to which there are income related health equity gaps in care 

experience that should be included in the common scorecard. 

 Providers will have the option to arrange and finance the care experience survey 

themselves, provided they use the recommended survey tool and methods. For the first three 

years of the test grant, the PMO will co-source the conduct of the survey free of charge on behalf

of those providers that do not wish to undertake the survey themselves. Combining the 

purchasing power of participating providers will significantly reduce the cost per completed 

survey. By the fourth year of the test grant, providers will be charged a fee sufficient to cover the 

administration and conduct of the survey. We do not believe that we can combine this survey 

with that of Medicare’s ACO survey, but the state will explore this option with CMMI.

V.i.8.  Monitoring and Evaluation Plan   (4 pages)     Currently 8 pages

To evaluate the State’s performance in achieving the vision outlined in this proposal, we will

closely monitor healthcare system transformation in Connecticut (“Outputs” in the Logic Model”

in section xxx), outcomes (see Logic Model and Annual Quality and Cost Targets p. 21), and 

financial impact.  To do this, we will develop common metrics that can be derived from existing 

data (see section V.i.7) and develop new measures and rigorous data collection strategies, when 

necessary.  Some of these new measures may supplement available state-wide measures and 

some may be for assessing specific initiatives (e.g. the “Rewards to Quit” tobacco cessation 

program or modified coverage; section V.i.1). We will collect measures frequently enough to 

support work in the learning collaboratives (section V.i.3.A) and facilitate mid-course corrections

if the State fails to meet its targets. 

The SIM evaluation will consist of a formal collaboration among Connecticut’s 
institutions of higher learning through which the breadth and depth of expertise required 
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for rigorous evaluation of SIM programs and activities will be assembled.  Facilitating the
involvement and coordination of faculty and staff from these institutions will be Paul D. 
Cleary, PhD, at Yale University, and Robert H. Aseltine, Jr., PhD, at the University of 
Connecticut Health Center.  Drs. Cleary and Aseltine have collaborated frequently on 
major evaluation projects involving surveys of physicians and patients over the past 20 
years.

Other faculty and staff in Connecticut’s universities will provide both the subject matter 
expertise and the methodological and statistical expertise (e.g., experimental design; survey 
and questionnaire design; program evaluation; and advanced statistical modeling) for the 
proposed projects.  Large-scale survey data will be collected by firms that will bid on specific 
projects and activities.   

V.i.8.A.A. Data Types and Data Sources

Several types of data will be collected from multiple sources to evaluate the areas of 
transformation. They include, but are not limited to:
Survey Data

Existing survey data as well as newly collected surveys of patients/consumers, providers, 

payers, and large employers will be used to assess changes in healthcare delivery and health 

outcomes associated with the SIM.  Examples of relevant data collected through surveys 

include:

■ Consumer experiences with healthcare (see section V.i.2.B)

■ Provider activities, changes in practice structures, and satisfaction with changes to the 

delivery system (e.g., physician’s implementation of AMH components such as flexible 

scheduling and EHRs/clinical decision support; percent of revenue received through value 

based payments).

The Evaluation Team has access to a great deal of existing survey data, including the CDC’s 
Behavioral Risk Factors Surveillance System (BRFSS) which includes interviews with over 
6000 CT residents in 2009, and three recent surveys of CT physicians that examined issues 
related to the CT physician workforce and their impact on patient access to care, implementation 
of the medical home, and physicians’ and their staffs’ levels of cultural competence.  In addition, 
existing data on CT consumer experiences with their health plans and medical services is 
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available through the Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
projects funded by the Agency for Healthcare Research and Quality (AHRQ).  Dr. Paul Cleary 
from the Evaluation Team is Principal Investigator of one of the CAHPS projects and also works 
on several CAHPS implementation projects for the Centers of Medicare & Medicaid Services 
(CMS).  Thus, he has access, contingent on CMS approval for its use, to data from samples 
drawn from every Medicare Advantage plan in CT, as well as a probability sample of Medicare 
beneficiaries in traditional fee-for-service Medicare, hospital CAHPS data collected for CMS, 
and CAHPS data from accredited health plans in CT.  These data can be used to develop state-
specific and subgroup estimates (e.g. by gender, race, ethnicity).  

Regarding the development of new surveys, the evaluation team has extensive 
experience developing and administering patient, provider, and population surveys.  The team is 
currently conducting a statewide survey of 1,200 CT physicians to identify targets for practice 
transformation efforts and to establish a baseline for evaluating changes in provider activities and
practice structures associated with the transformation plan.  A population-based survey of CT 
residents could augment data available from existing sources to assess health status, changes in 
health and healthcare access, and health disparities. We have knowledge of, and/or extensive 
experience with, numerous existing instruments could be used as sources for questions to be used
in a new CT survey.  

Clinical/Claims Data

Changes in the frequency, types, and costs of medical services received by CT residents 

groups will be assessed primarily using claims information from CT’s All Payer Claims 

Database (APCD).  The Connecticut APCD will provide a comprehensive repository of 

eligibility data, medical claims, pharmacy claims, dental claims, and provider information 

beginning in July 2014.   The APCD will be a critical source of longitudinal information on 

patients’ access to, cost of, and outcomes of healthcare provided in Connecticut.  

The Healthcare Effectiveness Data and Information Set (HEDIS) a tool developed by the 

National Committee for Quality Assurance (NCQA) that consists of 75 measures across 8 

domains of care.  HEDIS is used by more than 90 percent of America's health plans to 

measure performance on important dimensions of care and service.  Because so many plans 

collect HEDIS data, and because the measures are so specifically defined, HEDIS makes it 
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possible to compare the performance of health plans and monitor performance on a year-to-

year basis. 

V.i.8.A.B. Other Administrative Data

Licensure data  In 2015 the CT State Department of Public Health will mandate that 

physicians, dentists, advanced practice registered nurses, nurse midwives, registered nurses 

and practical nurses renew their licenses online.  The online license renewal application will 

be expanded to include questions about providers’ practice settings/conditions.  Questions 

will include the location (zip code) of primary practice location; total number of hours of 

direct patient care delivered in CT in typical week; number of hours delivering primary care 

in a typical week; board certification; number of physicians in primary practice group; 

whether the their primary practice group has AMH certification; whether primary practice 

has an EHR; whether practice offers flexible scheduling; whether practice employs 

designated care coordinator(s).

The Connecticut Vital Records Death Registry (Death Registry) contains records of deaths 

that occur in the state as well as deaths of Connecticut residents in other states, or in Canada. 

Mortality statistics are compiled using the current version of the Manual of the International 

Statistical Classification of Diseases, Injuries, and Causes of Death. The database contains 

data from 1949 to the present.  

School-Based Asthma Surveillance System (SBASS): Since 2003 the Connecticut 

Department of Public Health (DPH) Asthma Program has conducted school-based asthma 

surveillance using data from the Health Assessment Record (HAR). The HAR records 

physical exam findings, screenings, immunizations, and chronic diseases (asthma, 

anaphylaxis, allergies, diabetes, seizures, and other), as well as information on medications 
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that need to be taken in school, insurance status, asthma severity, diagnostic source, and 

school location. Demographic information captured on the HAR includes: age, gender, race, 

and ethnicity. 

V.i.8.A.C. Qualitative Data

Semi-structured interviews with key stakeholders will provide critical information on the pace 

of delivery system transformation, barriers to change, and changes in the ability to provide high 

quality, efficient care.  Stakeholders and critical informants will include professional societies 

and advocacy organizations, the Consumer Advisory Board, payers and large employers.  Follow-

up questions may explore sources of resistance to implementing strategies, how resistance was 

managed, and approaches to tailoring the change packet and related tools. 

V.i.8.A.D. Other sources of health equity data

Many of Connecticut’s performance goals focus on alleviating (and eventually eliminating) 

Connecticut’s substantial health inequities. The AMH model’s whole-person, team-based 

approach and incorporation of national CLAS based standards will address some of the social 

underpinnings of unequal care (for example, enhancing access will assist underserved 

populations to gain care through locations/ methods/ times that are more aligned with their 

needs).  The Evaluation team reviewed several potential state and federal data sources to 

identify baseline information on health and health disparities in Connecticut.  A 2013 study 

commissioned by the Connecticut Health Foundation that identified twelve relevant reports, ten 

containing Connecticut-specific health data, facilitated our review.  

Collectively these reports will provide a baseline for gauging the State’s success in reducing and

eliminating disparities in health outcomes, access to care, and the quality of care received, and 

identify existing data sources available to track progress during the implementation of SIM 
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initiatives. DPH’s State Health Assessment conducted as part of Health People 2020 and 

scheduled for release in January 2014 will also provide baseline data on the public health 

measures by race and ethnicity.

V.i.8.A.E. Analyses 

In addition to routinely presenting descriptive summary of measures in a “dashboard” we 
will conduct analyses to assess trends in Outputs, Outcomes, and financial impact.  As indicated 
above, the evaluation team will use quantitative research methods and sophisticated statistical 
modeling in combination with qualitative data and interviews from key stakeholders. 

Quantitative Analyses

The diverse data sources identified above will permit us to use a range of sophisticated 

analytic approaches to track changes over time in key performance metrics.  For example, 

assessments of mean changes from baseline to follow-up across the state and within subsets of 

sites or in different parts of the state will be examined using hierarchical regression models that 

control for both patient clinical and socio-demographic characteristics and clinic characteristics.  

Logistic regression models will be used to analyze binary measures and linear regression models 

will be used to analyze continuous measures.  These models will account for the fact that patients

are clustered within sites and sites may be clustered within larger organizations.  They can, for 

example, include a random intercept and period term to account for correlation among patients 

within a clinic and allow for differential changes in outcomes across sites. Tests for differences in

changes in outcomes across groups of sites can be estimated using an interaction term between 

period of measurement (pre versus post innovation) and group (e.g. adopters vs. non-adopters of 

an innovation).  

Qualitative Analyses
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Analyses of qualitative data will be done by a 3-member team using widely accepted 
coding techniques for qualitative data and the constant comparative method. Coding will be done
in iterative steps, in which codes are refined during analysis of transcripts from successive 
interviews. Team members will independently code all transcripts and then meet to code in 
several joint sessions, assigning codes to observations by a negotiated, group process.  We will 
use a grounded theory approach, which is inductive.  Data will be entered into ATLAS to 
facilitate analysis.  As recommended when doing qualitative analysis, we will search for 
disconfirming evidence, interview multiple respondents at each organization for triangulation, 
and maintain a detailed audit trail to document analytic decisions. 

V.i.8.A.F. Health Equity 

The promotion of health equity through the elimination of health disparities is a distinctive 

feature of our plan. While the above system level analyses may identify improvement in overall 

rates of tobacco use, diabetes, obesity, asthma, or ambulatory care sensitive conditions, they may

not reveal reductions in disparities experienced by certain sub-populations.  Demographic 

identifiers are not always or uniformly available in claims or EHR data, requiring a strategic data

collection strategy, which may include data collection at the point of care.  To observe the 

sustained effect of system change at the level of the individual, such as improved control in 

asthma or diabetes, we plan to track individuals over time with repeated observations for 

individuals served by AMH’s and those participating with AMHs while residing in an HEC 

pilot. A well-planned evaluation will focus on targeted data acquisition and analysis that goes 

beyond claims and the EHR; is collected over time, both within and between subjects; focuses on

sub-group analyses; and is obtained from tracking cohorts with some patient level interviews or 

observations.  Ideally, we will form tracking cohorts that will allow evaluation of outcomes at the

practice, provider and individual level overtime and that will allow evaluation of sub-groups 

known to benefit disproportionately by system change such as those with co-morbidities.  

Finally, because the reduction of health disparities relies on change at multiple levels, including 

that of the individual, we will conduct process interviews that will allow us to understand 
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unintended consequences, pockets of resistance to change, and opportunities for mid-course 

corrections to address the specific needs of sub-groups.

The State will monitor health equity gaps, to the extent that data are available, for each of 
the core measures that comprise the performance evaluation.  We recognize that measures of 
health equity in the extent to which they can be influenced by the Innovation Plan. 
Accordingly, we intend to select a small group of conditions and corresponding health equity 
gaps that will be targeted for improvement in order to assess our progress toward achieving 
health equity.

V.i.8.A.G. Tracking progress  

The results from the analyses described above will be tracked and the quality metrics, such as 

those described on page 30 will allow the state to monitor progress and make adjustments as 

necessary.  Data summaries will be provided to CMMI at regular intervals.  Provider-specific 

performance will be tracked and incorporated into value-based insurance designs. Outcomes will 

also be calculated and reported for particular beneficiary group characteristics where possible 

(e.g., demographic groups, gender, geographic cuts) to ensure progress is occurring across 

various facets of Connecticut’s population.

The Office of the State Comptroller (OSC) is an early adopter of VBID, with 56,000 state 

workers representing 120,000 covered lives enrolled in the Health Enhancement Program (HEP).

The HEP provides incentives such as reduced employee cost sharing for preventive care, oral 

care, and chronic disease management. As part of our Model Test, OSC will undertake a 

comparative effectiveness study in collaboration with two health plans and a procured actuarial 

vendor to compare cost and quality outcomes between populations that are enrolled in a VBID 

program with providers that participate in FFS alternative arrangements and those enrolled in a 

VBID program with providers that participate in traditional FFS.
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V.i.9. Alignment with State and Federal Innovation   (1 page)     Currently 2pgs

The state is currently engaged in a range of innovations that complement the state’s Model 

Test.  We focus here on those most prominent and directly related to our proposed reforms:

Integrated Care Demonstration for Medicare/Medicaid Eligibles (ICD): Medicaid is scheduled to

implement a managed fee-for-service Financial Alignment Program ICD on January 1, 2015. 

Two models are being tested. The first model relies on federated ASO analytics and intensive 

care management associated with Medicaid’s medical ASO. Note that this structure will also 

support the vast majority of SIM model test participants. The second model establishes 

geographic communities know as health neighborhoods comprised of a diverse array of provider 

partners (medical, behavioral health, long-term services and supports), through which 

beneficiaries will select their care manager of choice and have the additional benefit of several 

supplemental services that are not covered by the Medicaid State Plan (e.g. falls prevention, 

medication therapy management). Our proposed model test will not introduce duplicative 

services or payment. The ICD will test a unique approach to bundled care management and 

support services, as well as use of care coordination contracts and electronic messaging tools, 

that may, if successful, be extended to other individuals with complex needs.

Behavioral Health Homes (BHH): The BHH model aims to improve care experience and health 

outcomes while reducing costs for Medicaid recipients with serious and persistent mental illness 

(SPMI). BHH enhances the existing behavioral health service delivery system to assess, identify 

and coordinate the physical health care needs. Local mental health authorities will receive a 

PMPM for care management, care coordination, health promotion and wellness, assistance with 

transitions from inpatient care to the community, individual and family supports, and referrals to 

community supports. Payment for BHH services will not duplicate payments made under 
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Medicaid for other services which are covered under the program, including those associated 

with the model test. The BHH will provide valuable experience in serving a special population 

that is not a primary focus of our model test, but will inform SIM related multi-payer innovations

in the future. 

WrapAround New Haven: CMMI recently awarded a $9.7 million, 3-year grant to Clifford Beers 

Clinic for an intensive care coordination intervention targeting children at risk for trauma and 

their families. Working closely with a Community Health Center, the public schools and the state

Department of Social Services, the program's goals include improved health outcomes for both 

children and their families through integration of behavioral health and medical care as well as 

reduction in the total cost of care and payment reform that supports care coordination for high-

risk beneficiaries.  These activities complement the State's efforts to implement (1) a System of 

Care for all children; (2) "Health Neighborhoods" for dual-eligible Medicaid/Medicare 

beneficiaries; and (3) "Medical Homes" to expand and improve access to primary care services.  

V.ii. BUDGET NARRATIVE (12 PAGES)

Scoring: 5 points 
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V.ii.1.A. Personnel cost (Itemized)

V.ii.1.B. Fringe benefit cost

V.ii.1.C. Contract and vendor services cost

V.ii.1.D. Equipment cost

V.ii.1.E. Travel, Training, hotel cost

V.ii.1.F. Supplies and miscellaneous

V.ii.1.G. System and/or data collection cost

V.ii.1.H. State evaluator cost

V.ii.1.I. Other (Itemized) 

V.ii.1.J. Indirect or overhead charge to the project

V.ii.1.K. Other grants, revenues or in-kind services or resources that will be applied to the 

implementation and testing of the model, including support from other parties

V.ii.1.L. Expected or needed funding from other Federal sources.

V.ii.1.M. Attestation that Innovation Center Funding will not supplant any other funding 

sources.

V.ii.1.N. Budget to collect data 

V.iii. FINANCIAL ANALYSIS (4 PAGES)

Scoring: 5 points 
FOA: As part of its application, the state must submit a Financial Analysis. The Financial Analysis 
must estimate the proposal’s return on investment for the Model, and specifically for Medicare, 
Medicaid, and/or CHIP populations, over the performance period of the award as well as on a 
projected 
annualized basis after the term of the award is finished. The state must explain how its interventions 
will reduce total cost of care for the beneficiaries its model serves. The Financial Analysis also must 
provide financial models explaining the logic driving their forecasted cost of care savings. 
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V.iii.1.A. Populations being addressed

V.iii.1.B. Anticipated cost savings

V.iii.1.C. Expected total federal cost savings and return on investment

V.iv. OPERATIONAL PLAN (10 PAGES)

Scoring: 20 points 

FOA: The state must submit a detailed Operational Plan that describes the activities and budgets for each year of 
the model and provides a detailed timeline for implementation and major milestones for successfully executing the 
Plan. The Operational Plan must show how the applicant plans to scale implementation activities to ramp up to an 
operational start within twelve months of receiving funding. The applicant must also establish accountability targets 
for the project, including specific quarterly milestones and metrics associated with each investment or activity that 
would be financed in whole or in part by this award.  

HERE IS AN EXAMPLE FROM STATE OF MN ON; ALMOST BULLET POINT STYLE
CONCISE DESCRIPTION OF OPERATIONAL PLAN BY INITIATIVE FOR EACH 
YEAR

PHASE ONE: IMPLEMENTATION (JANUARY 2013-JUNE 2013):
Phase One activities will ensure testing and evaluation plans are finalized before testing begins, including: 
ACO implementation: Fully implement nine Health Care Delivery System demonstrations for 
Medicaid ACOs with six-month evaluation, including measures from the Statewide Quality Reporting and 
Measurement System (SQRMS); early in 2013, release Phase Two RFP to expand the number of providers and 
Medicaid members served by ACOs. 
ACO data analytics: Develop RFP and prepare for Medicaid data warehouse and analytics to enable Web-based 
provider data feedback and reports.
Secure provider data exchange and infrastructure: Develop RFPs for Electronic Health Record adoption and data 
exchange grants to providers to enable care coordination between....

Year 1 Pre-Implementation Activities, Milestones, Metrics, and Budget Summary

Payment and Service Delivery

AMH Glide Path Program

Targeted Technical Assistance & Learning Collaborative

Innovation Awards
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Quarter 1 establish Innovation Awards Advisory Committee, establish categories and criteria 

based on SIM aims and establish expert review panel; Quarter 2 develop and release RFA, letter 

of intent for 1st wave, and invite proposals; Quarter 3 expert panel 2nd and 3rd reviews and 

establish milestones; Quarter 4 announce wave 1 of awards. 

Quality Measure Alignment - Common Performance Scorecard, Care Experience, Transparency, 

& Guards Against Under-Service

HIT

Workforce Development & Tracking

Employer Engagement – VBID Acceleration

Release RFP and procure vendors for baseline survey of employers/healthplans, comparative 

effectiveness study, and VBID consortium facilitation. Convene VBID consortium, develop 

VBID templates and toolkit, launch employer portal on SIM website, and plan first statewide 

employer learning collaborative.

Consumer Engagement

Establish consumer portal on SIM website; establish communication infrastructure for CAB and 

PMO consumer engagement; Consumer Advisory Board convenes quarterly public support 

meetings and monthly workgroup meetings; Quarter 1 outreach and education; Quarter 2 begins 

ongoing targeted communications and quarterly virtual LC. 
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Plan for Improving Population Health

Program Evaluation

Year 2 Activities, Milestones, Metrics, and Budget Summary

Payment and Service Delivery

AMH Glide Path Program

Targeted Technical Assistance & Learning Collaborative

Innovation Awards 

Quarter 1 & 3 develop and release RFA, letter of intent for 2nd & 3rd  wave, and invite proposals; 

Quarter 2&4 expert panel 2nd and 3rd reviews and establish milestones; End of quarter 2 announce

wave 2 of awards. Conduct quarterly evaluations and decide on continuation of funding. 

Quality Measure Alignment - Common Performance Scorecard, Care Experience, Transparency, 

& Guards Against Under-Service

HIT

Workforce Development & Tracking

Employer Engagement – VBID Acceleration

Convene first VBID learning collaborative; first pilot of X # employers/employees.
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Consumer Engagement

Consumer Advisory Board convenes quarterly public support meetings and monthly workgroup 

meetings; Quarter 1 outreach and education; Ongoing targeted communications and quarterly 

virtual LC; Quarter 1,2, and 4: issue driven focus groups and listening tours. 

Plan for Improving Population Health

Program Evaluation

Year 3 Activities, Milestones, Metrics, and Budget Summary

Payment and Service Delivery

AMH Glide Path Program

Targeted Technical Assistance & Learning Collaborative

Innovation Awards

Quarter 1 announce 3rd and last wave of awards. Conduct quarterly evaluations of awards and 

decide on continuation of funds. 

Quality Measure Alignment - Common Performance Scorecard, Care Experience, Transparency, 

& Guards Against Under-Service

HIT

Workforce Development & Tracking
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Employer Engagement – VBID Acceleration

Convene second VBID learning collaborative; second pilot of X # employers/employees, and 

evaluate performance of first pilot.

Consumer Engagement

Consumer Advisory Board convenes quarterly public support meetings and monthly workgroup 

meetings; Quarter 1 outreach and education; Ongoing targeted communications and quarterly 

virtual LC; Quarter 1,2, and 4: issue driven focus groups and listening tours. 

Plan for Improving Population Health

Program Evaluation

Year 4 Activities, Milestones, and Budget Summary

Payment and Service Delivery

AMH Glide Path Program

Targeted Technical Assistance & Learning Collaborative

Innovation Awards

Conduct quarterly evaluations of awards and decide on continuation of funds.

Quality Measure Alignment - Common Performance Scorecard, Care Experience, Transparency, 

& Guards Against Under-Service
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HIT

Workforce Development & Tracking

Employer Engagement – VBID Acceleration

Convene third VBID learning collaborative; third pilot of X # employers/employees, and 

evaluate performance of first and second pilots.

Consumer Engagement

Consumer Advisory Board convenes quarterly public support meetings and monthly workgroup 

meetings; Quarter 1 outreach and education; Ongoing targeted communications and quarterly 

virtual LC; Quarter 1,2, and 4: issue driven focus groups and listening tours. 

Plan for Improving Population Health

Program Evaluation

Assumptions and Risks to Operational Timeline
Operations Plan must address any assumptions made and risks to operational timeline, and projected strategies for 
mitigating identified risks.

Key Personnel
In addition, the application should show that the applicant has the resources and track record needed to operate the 
model and report on the progress it is making during the operation. Applicants shall include a list of key personnel; 
and for each person on this list, applicants should describe their relevant background, their roles, and overall 
responsibility. 

Governor and State Agency Involvement
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Applicants should address the Governor’s existing and future involvement in the model’s design and 
implementation, and the state agencies and/or departments that will be actively involved in executing the model.
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