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Summary

Idaho needs staggered approach to increasing risk on care teams using PCMH
model. First year should be straight PMPM payment to offset costs along with fee for
service. Quality should be established based on identified opportunities for
improvement. Shared savings and bonus pools in year 2 and beyond.

Gaps and barriers identified: Current per member per month payment for high risk
populations does not adequately cover the costs of creating a PCMH in primary care
clinics., attribution methods only cover 50% of population, and already low utilization
doesn't lend itself to shared savings.

Decision made to adopt a PCMH model by region for Idaho as the initial provider
payment model.

Notes and Key Ideas

PCMH, as implemented in the pilot project and the Medicaid Health Homes, is still
reactive instead of proactive. PMPM payment based on small at risk population. It
still doesn’t address prevention and is reactive to consumers who already have
chronic conditions.

Creating Patient-Centered Medical Homes costs money up front. So does focusing
on prevention and wellness costs money.

Currently, fully insured groups want to know what’s happening to reduce costs on
high-utilization members, not on healthy. Employers do not want to pay more for
prevention (Questions from this statement provided to Employer Group focus
groups).

The PPO model currently in play is not conducive to the PCMH model because there
is no PCP required and attribution is limited.

One-Size fits all approach won't work. The model should be staggered in growth and
applied differently in different regions due to population, cultural and access
concerns.

Concern on payment for the PCMH infrastructure and how attribution may affect
funding in the future.

Discussed four elements of the PCMH model — FFS, PMPM, and risk and quality
measures with details to be filled in later.

Regional PCMHs may have attribution and access issues that need to be addressed
by other working groups.

There may need to be other payment models added later like bundled payments, pay
for performance.

Need for other decision support tools for payment models were identified.

Follow-Up Items

Need clarification of Steering Committee expectations to ensure MPWG is meeting
all that is required.

GAP analysis needs to be developed between current and future states.
Definitions for models identified on the CMS grid.
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