Primary Care in Connecticut

How Public Policy Changes Can Shape It,
and How We Can Shape Public Policy
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Public Act 07-185

« Establishes a HealthFirst Ct. Authority to
examine and evaluate policy alternatives
for providing quality, affordable and
sustainable health care for all individuals
residing in this state, including but not
limited to a statewide single pay
healthcare system and employer
sponsored health plans



Public Act 07-185

Make recommendations to contain cost
and improve the quality of healthcare In
this state, including but not limited to

HIT, disease management, other
Initiatives to coordinate and improve care
for people with chronic diseas

monitoring and reporting on costs, quality,
and utilization of care, and measures to
encourage or require the provision of
health care coverage to groups thru pools



PA 0/7-185

 Make recommendations regarding the
financing of quality, affordable coverage
Including the maximization of federal
funds to provide subsidies for health care,
contributions from employers, employees
and individuals and methods for financ
the state’s share of the cost of such
coverage



PA 0/7-185

Creates the State-wide Primary Care Access
Authority

Consists of the Commissioners of Public
Health and Social Services, the Comptroller,
one each appointed by the Ct. Primary (
Association, the Ct. Medical Society, the Ct.
Chapter of the American Academy of
Pediatrics, the Ct. Nurses Association, the Ct.
Association of School Based Health Centers,
and CHC’s Weitzman Center for Innovation in
Community Health and Primary Care.
Members shall serve a four year term



Members

 Dr. Bob Galvin

e Commissioner Mike Starkowski
e Comptroller Nancy Wyman
 Evelyn Barnum

 Dr. Robert McLean

e Dr. Sandra Carbonari

 Lynn Price, APRI

 Joann Eaccarino

 Dr. Daren Anderson

e Teresa Younger

« Fernando Betancourt

* Franklin Sykes

e Chairs, Margaret Flinter and Tom Swan



Primary Care Access Authority

« All members appointed to the Authority
shall be familiar with the criteria of the
Institute of Medicine Principles for
Healthcare Reform and shall be committed
to making recommendations about
healthcare reform for the state
Connecticut consistent with said criteria



Primary Care Access Authority

« Determine what constitutes primary care
services

* Inventory the state’s existing primary care
Infrastructure

 Develop a universal system for providing
primary care services to all residents of
state that maximizes federal financial
participation in Medicaid and Medicare



Estimate the cost of fully implementing such
universal system

|dentify additional infrastructure or personnel
that would be necessary to fully implement
such a syste

Determine the state’s role and the role of
third party entities in administering such
universal system

|dentify funding sources for such a system

Determine the role of private health
Insurance in such a universal system



Primary Care Access Authority

 Develop a plan for implementing, by July,
2010, the universal primary care system

* Include a timetable for implementation of
the universal primary care system

« Establish benchmarks to assess the st
progress in implementing the system

« Establish mechanisms for assessing the
effectiveness of the primary care system,
once implemented



|IOM Principles for Reform

 Health care coverage should be universal,
continuous, affordable for individuals and
families.

* Health insurance strategy should be
affordable and sustainable for soc

« Health insurance should enhance health
and well being by promoting access to
high quality CARE



IOM Principles

e Health insurance/coverage should enhance
health and well being by promoting access
to high quality CARE that is

« Effective

o Efficient

e Safe

o Timely

« Patient Centered and Equitable



2008

o EXxpert presentations from state and national
experts— a partial listing:

e Mitch Katz, MD, Healthy San Francisco,
Steve Wegner, MD, North Carolina, Victor
Villagra, MD, Rich Antonelli, MD, Daren
Anderson, MD.

o EXxperts in school health, community health
centers, behavioral health, HIT

* Two large work groups: Quality, Access,
Safety and Cost, Cost Containment and
Finance worked throughout the year—over
100 people



2008

e Inventory of primary care commissioned
« Series of public hearings held across Ct.

* Nine cities, hundreds attended, 200 people
testified

e Clear, compelling call for universal acct
and coverage, shared responsibility for
costs, focus on prevention, coverage that
doesn’t end with your job or catastrophic
Iliness, and inclusion of a range of health
care providers in primary care



Preliminary Recommendations
(currently In financial modeling)

 Coverage:

— Let currently satisfied customers keep
existing coverage

— Open state employee health plan (Ct. Health
Partnership) to employers, businesses,
iIndividuals

— Strengthen Medicaid enroliment and
participation



Preliminary Recommendations

« Align benefits of plans that the state of Ct.
has an investment stake in with evidence
based benefit design, including coverage
for prevention, oral health and behavioral
health, and chronic disease management
and coordinatic

« Design new option so that all individuals
are enrolled in a plan that is affordable
(tied to affordability index)and value
designed



How do we finance this?

Financing based on shared responsibility
Employer, individual, and government
Adoption of cost containment strategies
Maximize federal contributic



Structure

o Establish a Ct. Health Trust as a quasi
public entity

 Charged with data collection, analysis,
and transparency , health planning

e Establishing standar

e Establishing time frame for phase in of
coverage and system changes

« Portfolio to include State Employee
plans, Charter Oak, newly created
coverage options,



Ct. Health Trust

e Option to include Husky/SAGA
Medicaid/Medicaid Primary Care Case
Management in future

e Serve as liaison with plans outside of this
portfolio

* Monitor directly or indirectly progress
towards reduction of racial and ethnic
health disparities



Quality, Access, Safety, Outcomes

o Support practices in achieving “medical
/health home”/high performance
healthcare system characteristics

o Establish practice-based (large system) or
community based “utility” for car
coordination, care management, case
management, disease management

« Establish patient safety standards with
transparent publication of results and
progress



Quality, Access, Safety, Outcomes

 Emphasize health promotion and
prevention,align public spending
(tobacco cessation, obesity prevention)

e Support integration of behavioral health
with primary car

e Support acceleration of adoption of
electronic health records

e Support practice redesign efforts

* Achieve 100% electronic prescribing



Quality, Access, Safety, Outcomes

« Strengthen and improve public insurance

e Screening and auto-enrollment in Medicaid
at points of service

e |ncrease Medicaid reimbursement to
Medicare level

 Automatic enrollment in Medicaid for
providers at point of licensure

o Strengthen and expand community health
centers, school based health centers, and
other safety net providers able to respond to
needs of special and vulnerable populations



Primary Care Workforce: Developing,
recruiting, retaining, expanding

« Scholarships, loan repayment, loan
forgiveness

« Address identified sources of discontent
with practice as identified in CSMS
repor

 Increasing pipeline for primary care
providers

 |nnovate: Urban Service Tract, NP
Residency Program

* Reuvisit silos and biases among health
professionals



Cost Containment and Financing

« Shift financial emphasis to primary care
and prevention

 Reduce cost shifting for uncompensated
care

 Decrease ambulatory sensit
admissions and readmissions to hospital

e Pooling of risk
 Reduce unnecessary and duplicative care



How do we pay for it?

e Shared responsibility

« Business/employer: all contribute to
health care (San Francisco model)

e |ndividual: share of health care costs tied
to affordability inde;

« State Government contribution through
subsidy of low income individuals

* Federal government through Medicaid
share

« Taxes on health-negative products



How do we achieve change?

o Leadership
* Tools

e Financial support



* Delivery system transformation has to
come from us—all of us

 Align objectives with outcomes

e Long term vision,; with short term steps



Models to learn from

e Kansas, Mass, Minnesota, Vermont

« All emphasize transformations in both
coverage and care

« All focus on prevention, chronic disease
management, HIT, and use of dat:
predict, plan, and refine



Partners

« What can the Department of Public
Health, Social Services, Insurance do?

 What can workplaces, schools, and
community settings do?

 What can we do in our offices, hea
centers, hospitals?

« What can an empowered, informed,
connected group of consumers do?



Ultimate goal

* Improve the health of all Connecticut
residents by increasing the quality,
efficiency, and effectiveness of health
services and public health programs

« Universal coverage with access
effective care

 Lead, innovate, improve, measure, and
sustain success in creating a healthier
Connecticut



Why Building Blocks vs. Single
Payer?

« Single payer/Medicare for all: would
work at the federal level—state level is
too small a pool

 |If federal legislation opening federal
employees pool, or creating a Medic
for all option is developed, e still need all
of the delivery system changes to be
effective



What does the state of Ct. currently spend
on health care??

$7 billion dollars
38% of all state expenditures

Unanswered question: how do
address the inequity in compensation
between primary care and specialties?



For more information

« Margaret Flinter, Co-Chair
e« 860 347 6971 x 3622
e 860 985 5253

healthfirstauthority@caga.ct.gov

https://www.cga.ct.gov/ph/HealthFirst/default.
asp




