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Department of Health and Human Services  

  

BBuussiinneessss  AAssssoocciiaattee  AAggrreeeemmeenntt  
 
This Business Associate Agreement (“Agreement”) is made this 1st day of _______, 2013 by 
and between the State of Maine, Department of Health and Human Services (“Covered Entity”) 
and the Maine Health Management Coalition Foundation (“Business Associate”) with an 
address at 2 Union Street, Portland, Maine 04101. 
 
WHEREAS, Covered Entity may disclose certain information to Business Associate which may 
constitute Protected Health Information (defined below); and 
 
WHEREAS, the parties intend to protect the privacy and security of all Protected Health 
Information in accordance with the Health Insurance Portability and Accountability Act of 1996 
(“HIPAA”), P.L. 104-191, codified at 42 U.S.C. §§ 1320 (d)(1)-(d)(8) and all regulations adopted 
pursuant thereto, as amended, federal confidentiality laws, and applicable Maine confidentiality 
laws, which may include some or all of the following:  5 MRS §19203; 5 MRS §20047; 22 MRS 
§§42, 261, 815, 824, 833, 1494, 1596, 1828, 3173, 3292, 4008, 5328, 7250, 7703, 8754; 34-B 
MRS §1207. (This list is for informational purposes only, and is not intended to be an all-
inclusive list of the applicable statutes.)  
 
NOW THEREFORE, the parties agree as follows: 
 
Definitions:  Capitalized terms used but not otherwise defined herein shall have the meanings 
provided under HIPAA, as amended, including but not limited to: Breach, Data Aggregation, 
Designated Record Set, Disclosure, Health Care Operations, Individual, Minimum Necessary, 
Notice of Privacy Practices, Protected Health Information, Required by Law, Secretary, Security 
Incident, Subcontractor, Unsecured Protected Health Information, and Use. 
 

Specific definitions: 

 

(a) Business Associate. “Business Associate” shall generally have the same meaning as the 
term “business associate” at 45 CFR 160.103, and in reference to the party to this agreement, 
shall mean Maine Health Management Coalition Foundation or its agents.  

 

(b) Covered Entity. “Covered Entity” shall generally have the same meaning as the term 
“covered entity” at 45 CFR 160.103, and in reference to the party to this agreement, shall mean 
the Maine Department of Health and Human Services, Office of MaineCare Services or its 
agents.  
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(c) “HIPAA” means the Health Insurance Portability and Accountability Act of 1996, Public Law 
No. 104-191, as amended by the Health Information Technology for Economic and Clinical 
Health Act, Public Law 111-005 (2009), and its implementing regulations. 
 

(d) HIPAA Rules. “HIPAA Rules” shall mean the Privacy, Security, Breach Notification, and 
Enforcement Rules at 45 CFR Part 160 and Part 164. 

 

1. Term of Agreement 
This Agreement shall be effective            1, 2013 and shall terminate when all Protected Health 
Information received by Business Associate on behalf of Covered Entity is returned to Covered 
Entity or destroyed.  The confidentiality provisions of this Agreement shall survive indefinitely, 
even beyond the termination of this Agreement, or as otherwise provided by law 

 
 
2. Termination of Agreement 
Upon termination of this Agreement, the Business Associate is required, if feasible, to return to 
Covered Entity or destroy all PHI received from or created or received by the Business 
Associate on behalf of the Covered Entity and retain no copies  If returning or destroying PHI is 
not feasible, Business Associate agrees to protect the confidentiality of the PHI to the extent 
required by law, and limit any further use or disclosure to those purposes that make the return 
or destruction of the information unfeasible.  Either party may terminate the Agreement upon 
thirty (30) days’ written notice to the other party. 
 
 
 
3. Termination for Cause 
Upon the covered entity’s knowledge of a breach by the Business Associate, the covered entity 
may, at its sole discretion: 
 

(a) Provide the Business Associate with an opportunity to cure the breach or end the 
violation within a timeframe and upon such conditions as established by the Covered Entity in 
accord with law; or  
 

(b) Immediately terminate this Agreement in the event the Business Associate has 
breached a material term of this Agreement and cure is not possible; or 
 

(c) In the event neither termination nor cure is feasible, the Covered Entity shall 
report the breach violation to the Secretary in accord with law. 

 
 

 
4. Permitted Uses and Disclosures  
The Business Associate shall not use or disclose PHI in violation of HIPAA or other applicable 
federal laws, or Maine confidentiality laws.  The Business Associate may use or disclose PHI to 
perform functions, activities or services for, or on behalf of, the Covered Entity only as permitted 
by this Agreement; and required to meet the terms of the contract between the Covered Entity 
and the Business Associate; and allowed or Required by Law; and in compliance with the 
Minimum Necessary provisions of law.  
   
The Business Associate is permitted to use or disclose PHI as set forth below: 
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 (a) Business Associate may use PHI to carry out its legal responsibilities under this 
Agreement and Attachment A. 
 
 (b) Business Associate may disclose PHI to a third party for Business Associate’s 
proper management and administration, provided that the disclosure is Required by Law or 
Business Associate has an executed BAA with the third party or obtains reasonable assurances 
from the third party to whom the PHI is to be disclosed that the third party will (i) protect the 
confidentiality of the PHI, (ii) only use or further disclose the PHI as Required by Law or for the 
purpose for which the PHI was disclosed to the third party and (3) notify Business Associate of 
any instances of which the third party is aware of a Breach.  
 
 (c) Business Associate may use PHI to provide Data Aggregation services relating 
to the Health Care Operations of Covered Entity. 
 
 (d)      Business Associate may de-identify PHI consistent with applicable HIPAA 
requirements. 
 
5.  Documentation and Availability 
 
 (a) Business Associate is required to maintain and make available the information 
required to provide an accounting of disclosures in accordance with 45 CFR §164.528.  
Documentation will be made available as necessary for an accounting of disclosures of PHI to 
the individual or the Covered Entity as permitted by 45 C.F.R. §164.528. 
 

(b) Business Associate will make PHI available to an individual to access and or 
copy his/her PHI as permitted by 45 C.F.R. §164.524, within thirty (30) days from the time of the 
request. 
 

(c) Business Associate will make available PHI for amendment as permitted by 45 
C.F.R. §164.526, within sixty (60) days from the time of request. 
 
 (d) Business Associate will make its internal practices, books and records relating to 
the use or disclosure of PHI received from the Covered Entity or created or received by the 
Business Associate on behalf of the Covered Entity, available to HHS Secretary for the 
purposes of determining the compliance of either the Covered Entity or the Business Associate 
with the Medicaid Act and HIPAA Privacy Rule. 
 
6.  Inappropriate Use and Disclosure 
 
 (a) If Business Associate becomes aware of a use or disclosure of PHI in violation of 
this Agreement by Business Associate or a third party to whom Business Associate disclosed 
PHI, Business Associate shall report the use or disclosure to Covered Entity without 
unreasonable delay. 
 

(b) Business Associate will report any Security Incident involving PHI of which it 
becomes aware in the following manner:  (a) any actual, successful Security Incident will be 
reported to Covered Entity in writing without unreasonable delay, and (b) any attempted, 
unsuccessful Security Incident of which Business Associate becomes aware will be reported to 
Covered Entity orally or in writing on a reasonable basis, as requested by Covered Entity.  If the 
HIPAA security regulations are amended to remove the requirement to report unsuccessful 
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attempts at unauthorized access, the requirement hereunder to report such unsuccessful 
attempts will no longer apply as of the effective date of the amendment. 
 
 (c) Business Associate will, following the discovery of a Breach of Unsecured PHI, 
notify Covered Entity of the Breach in accordance with 45 C.F.R. §164.410 without 
unreasonable delay.  
 

(d)       The Business Associate shall exhaust, at its sole expense, all reasonable efforts 
to mitigate any harmful effect known to the Business Associate arising from the use or 
disclosure of PHI by Business Associate in violation of the terms of this Agreement. 
 
 
7. Appropriate Safeguards and Technical Standards 
 
The Business Associate will implement, to the Covered Entity’s satisfaction, all reasonable and 
appropriate administrative, physical and technical safeguards to protect the confidentiality, 
integrity and availability of PHI that it creates, receives, maintains or transmits on behalf of 
Covered Entity.  Safeguards will be implemented for paper as well as electronic versions of PHI.  
Business Associate will ensure that any agent or subcontractor to whom it provides PHI on 
behalf of the Covered Entity agrees to the same restrictions and conditions which apply under 
this Agreement to the Business Associate with respect to such PHI. 
 
Business Associate certifies that any and all direct claims data feeds from the Covered Entity to 
the Business Associate or its agent, shall meet the NIST SP 800-53 Controls for meeting the 
FIPS 200 Standards as set forth by the federal Center for Medicare and Medicaid Services 
(CMS) for the protection of Medicare PHI data.  

 
8. Obligations of the Covered Entity 
 
Covered Entity shall notify Business Associate of any limitation in its Notice of Privacy Practices 
that would affect the use or disclosure of PHI by the Business Associate.  Covered Entity shall 
notify the Business Associate of any changes, revocations, restrictions or permissions by an 
individual to the use and disclosure of his/her PHI.  Covered Entity shall notify the Business 
Associate of any restriction to the use or disclosure of PHI that the Covered Entity has agreed to 
in accordance with 45 CFR §164.522, to the extent such restriction may affect the use or 
disclosure of PHI by the Business Associate.  The HIPAA Privacy Rule allows covered entities, 
at their discretion, to accommodate requests for confidentiality by the subject of the PHI.  If 
Covered Entity has agreed to accommodate a confidentiality request, it has a duty to disclose 
such to its trading partners in order to allow the trading partner to honor the confidentiality 
request. 
 
 
 
9. Subcontractors and Agents 
 
Business Associate agrees to require that any agent or subcontractor to whom it provides or 
entrusts PHI as defined in this Agreement agree to the same restrictions and conditions 
governing PHI which apply to the Business Associate with respect to such PHI under the terms 
and conditions of this Agreement. 
 
10.  Hold Harmless  

307



5 of 7 

 

 

 
Business Associate agrees to indemnify and hold harmless the Department, its directors, 
officers, agents, shareholders, and employees against any and all claims, demands, expenses, 
liabilities or causes of action which arise from any use or disclosure of PHI not specifically 
permitted by this agreement or applicable state and federal laws. 
 
11.  Miscellaneous 
 (a) Amendment.  The parties agree to take such action as is necessary to amend   
this Agreement from time to time as is necessary for the Covered Entity to comply with the 
requirements of the Privacy Rule and HIPAA. 

 
 (b) Interpretation.   Any ambiguity in this Agreement shall be resolved to permit the 
Covered Entity to comply with the Privacy Rule and HIPAA.  
 

 
IN WITNESS WHEREOF, the parties have executed this BUSINESS ASSOCIATE 
AGREEMENT the day and year first written above. 
 
 Covered Entity  Business Associate 

Signature:  Signature:  

Name: William W. Boeschenstein, Jr. Name:  

Title: 
 
Chief Operating Officer Title:  

Date:  Date:  
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ATTACHMENT A 
 

SCOPE OF DATA TO BE PROVIDED TO THE BUSINESS ASSOCIATE AND AND USE OF 
SUCH DATA BY THE BUSINESS ASSOCIATE TO MEET THE TERMS OF THE CONTRACT 

BETWEEN THE DEPARTMENT AND MAINE HEALTH DATA COALITION. 
 
The term Department means the Maine Department of Health and Human Services (Covered 
Entity) or its agents 
 
The term Provider means the Maine Health Management Coalition (Business Associate) or its 
agents.   
 

 Scope of Data  
 
The Department will make available, in mutually acceptable format(s), to the Provider claims 
data, including Minimum Necessary PHI, to enable the Provider to perform the functions, 
activities and services needed to allow provider access to, and to produce the reports, set forth 
below.  
 
Claims data shall consist of eligibility, claims, pharmacy and provider data files for claims dated 
January 1, 2012 or after, to continue through the date the agreement terminates and in accord 
with access and reports as set forth below.    
 
      
 

1.  Practice Reports  
a. Provider will deliver semi-annual practice reports comparing measures of quality 

and efficiency with peer benchmarks to all practices involved in Health Homes, 
PCMH Pilot/MAPCP.  

b. Provider will add measures specific to the MaineCare Health Homes program as 
required by MaineCare; 

c. Provider will use the most recent claims data available with at least 3 months 
runout.   

 
2. Medical Provider Online Access Utilization Reports 

 
Provider will make available online access to all participating practices in the Health 
Homes or MAPCP/PCMH Pilot program, patient-level health care data from claims, 
with the potential of adding other types of health care data based on MaineCare 
requirements for provider participation, and subject to agreement between the 
Covered Entity and the Business Associate.      
 

3. Medical Provider Online Access Early Adopters Report   
 
Provider will make the following features available for 10 early adopters (Health 
Home practices or CCTs) with the intent to expand this access to all practices 
participating in the Health Homes or MAPCP/PCMH Pilot program when additional 
funding is available: 
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a. Online access will include all MaineCare patients attributed to each practice 
(not just Health Homes patients);  

 
b. Provider will supply dynamic reporting capability via the online access to 

health care data from claims including the ability for medical providers to drill-
down into patient-specific clinical and utilization characteristics; and  

 
c. The ability to combine or isolate specific populations and develop reports.    
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Office of MaineCare Services   

 

BBuussiinneessss  AAssssoocciiaattee  AAggrreeeemmeenntt  

 

This Business Associate Agreement is made this 4
th

 day of August, 2011 by and between the 

State of Maine, Department of Health and Human Services, Office of  MaineCare Services, and  

Maine Quality Counts,with an address of 30 Association Drive, Manchester, ME  04351. 

 

WHEREAS, the parties intend to protect the privacy and security of all individually identifiable 

health information and protected health information in accordance with the Health Insurance 

Portability and Accountability Act of 1996 (“HIPAA”), P.L.  104-91, codified at 42 U.S.C. §§ 

1320 (d)(1)-(d)(8), and all regulations adopted pursuant thereto.   

 

NOW THEREFORE, the parties agree as follows: 

 

 Definitions:    

“HIPAA” means the Health Insurance Portability and Accountability Act of 1996, Public Law 

No. 104-191.  

“Protected Health Information” shall have the same meaning as the term “protected health 

information (“PHI”) in 45 C.F.R.§1604.103, limited to information created or received by the 

Business Associate from or on behalf of the Department. 

“Required by law” shall have the same meaning as the term “required by law” in 45 

C.F.R.§164.103. 

“Secretary” shall mean the Secretary of the U.S. Department of Health and Human Services, or 

his or her designee. 

 

1. Term of Agreement 

This Agreement shall be effective August 4, 2011 and shall continue to December 31, 2015. This 

Agreement shall automatically renew itself for an additional twelve-month period unless 

otherwise terminated by either party. In the event that this Agreement is automatically renewed, 

the Business Associate agrees to be bound by the Terms and Conditions currently in effect. The 

confidentiality provisions of this Agreement shall survive indefinitely, even beyond the 

termination of this Agreement, or as defined under provisions of law. 

 

311



2 of 5 

 

 

2. Termination of Agreement 

Upon termination of this agreement the Business Associate is required, if feasible, to return or 

destroy all PHI received from or created or received by the Business Associate on behalf of the 

Office of  MaineCare Services and retain no copies. If returning or destroying PHI is not 

feasible, Business Associate agrees to protect the confidentiality of the PHI to the extent required 

by HIPAA and any regulations promulgated there under, and limit any further use or disclosure 

to those purposes that make the return or destruction of the information infeasible. Either party 

may terminate the Agreement by 30 day written notice to the other party. 

 

3.  Termination for Cause 

Upon the Department’s knowledge of a material breach by the Business Associate, the 

Department shall either, at its sole discretion: 

 

(a) Provide the Business Associate an opportunity to cure the breach or end the 

violation within a time frame and upon such conditions as established by the 

Department; 

 

(b) Immediately terminate this Agreement in the event the Business Associate has 

breeched a material term of this Agreement and cure is not possible; or 

 

(c) In the event neither termination nor cure is feasible, the Department shall report 

the violation to the Secretary.  

 

4. Permitted Uses and Disclosures  

The only permitted uses and disclosure of PHI in this agreement are stated in attachment A. 

Except as otherwise limited by this agreement, the Business Associate may use or disclose 

Protected Health Information to perform functions, activities or services for, or on behalf of, the 

Department provided that such use and disclosure would not violate HIPAA, the regulations 

promulgated there under, or the HIPAA minimum necessary policy. The Business Associate will 

disclose protected health information only as permitted, or required by this Agreement, or as 

required by law. 

 

5. Documentation and Availability 

Business Associate is required to maintain and make available the information required to 

provide an accounting of disclosures in accordance with 45 CFR 164.528. Documentation will 

be made available as necessary for an accounting of disclosures of PHI to the individual and or 

the Department as permitted by 45 C.F.R. 164.528. 

 

The Business Associate will make PHI available to an individual to access and or copy his/her 

PHI as permitted by 45 C.F.R. 164.524, within 30 days from the time of request.  

 

The Business Associate will make available PHI for amendment as permitted by 45 C.F.R. 

164.526, within 60 days from the time of request. 
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The Business Associate will make its internal practices, books and records relating to the use or 

disclosure of PHI received from the Department or created or received by the Business Associate 

on behalf of the Department, available to either the Department or the HHS Secretary for the 

purposes of determining the compliance of either the Department or the Business Associate with 

the Medicaid Act and HIPAA Privacy Rule. 45 C.F.R. 164.504 

 

In the event Business Associate has PHI in a designated record set, the Business Associate agrees 

to make any amendments to the Designated Record Set as the Department directs or agrees to in 

accordance with 45 C.F.R. §164.526 in such time-period and in such manner as the Department 

may direct.  

 

6. Inappropriate Use and Disclosure 

The Business Associate is required to report to the Office of MaineCare Services any 

inappropriate use or disclosure of the PHI of which it becomes aware, i.e. use or disclosure not 

permitted in this agreement or permitted by law. Business Associate will make such report to the 

Office of MaineCare Services Privacy Officer or designee by the end of the following business 

day. 

 

The Business Associate shall exhaust, at its sole expense, all reasonable efforts to mitigate any 

harmful effect known to the Business Associate arising from the use or disclosure of PHI by 

Business Associate in violation of the terms of this Agreement. 

 

7. Appropriate Safeguards 

The Business Associate will implement, to the Department’s satisfaction, all reasonable and 

appropriate administrative, physical and technical safeguards to protect the confidentiality, 

integrity and availability of PHI.  Safeguards will be implemented for paper as well as electronic 

versions of PHI.   Business Associate will ensure that any agent or subcontractor to whom it 

provides PHI received from, created or received by Business Associate on behalf of the 

Department agrees to the same restrictions and conditions which apply through this Agreement 

to the Business Associate with respect to such information.  

 

8. Obligations of the Office of  MaineCare Services 

The Department shall notify Business Associate of any limitation in its Notice of Privacy 

Practices that would affect the use or disclosure of PHI by the Business Associate.  

 

The Office of MaineCare Services shall notify the Business Associate of any changes, 

revocations, restrictions or permissions by an individual to the use and disclosure of his/her PHI.   

The Department shall notify the Business Associate of any restriction to the use or disclosure of 

PHI that the Department has agreed to in accordance with 45 CFR §164.522, to the extent such 

restriction may affect the use or disclosure of PHI by the Business Associate. The HIPAA 

Privacy Rule allows covered entities, at their discretion, to accommodate requests for 

confidentiality by the subject of the PHI. If DHS has agreed to accommodate a confidentiality 

request, it has a duty to disclose such to its trading partners in order to allow the trading partner 

to honor the confidentiality agreement.  
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9. Agents 

The Business Associate agrees to ensure that any agent, including a subcontractor to whom it 

provides or entrusts PHI as defined in this Agreement, will agree to the same restrictions and 

conditions governing PHI which apply to the Business Associate with respect to such 

information under the terms and conditions of this Agreement.  

 

10.  Hold Harmless 

Business Associate agrees to indemnify and hold harmless Office of MaineCare Services, its 

directors, officers, agents, shareholders, and employees against any and all claims, demands, 

expenses, liabilities or causes of action which arise from any use or disclosure of PHI not 

specifically permitted by this agreement or applicable state and federal laws. 

 

11. Miscellaneous 

 

(a) Amendment. The Parties agree to take such action as is necessary to amend this 

Agreement from time to time as is necessary for the Department to comply with the 

requirements of the Privacy Rule and HIPAA. 

 

(b) Interpretation. Any ambiguity in this Agreement shall be resolved to permit the 

Department to comply with the Privacy Rule and HIPAA.  

 

12. Priority of Agreement 

If any portion of this Agreement is inconsistent with the terms of any of the agreements listed in 

Attachment A, the terms of this Agreement shall prevail.  Except as set forth above, the 

remaining provisions of the agreements listed in Attachment A shall remain unchanged. 

 

IN WITNESS WHEREOF, the parties have executed this BUSINESS ASSOCIATE 

AGREEMENT the day and year first written above. 

 

 Office of MaineCare Services  Business Associate 

Signature:  Signature:  

Name:  Name: Lisa M. Letourneau MD, MPH 

 

Title:  Title: Executive Director 

Date:  Date: August 4, 2011 
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       Business Associate Agreement 

     Attachment A. 

 

The following describes the purpose and permitted use and disclosure of PHI by the Business 

Associate: 

 

PHI will be used by Maine Quality Counts staff solely for the purpose of improving the quality 

of health care provided to MaineCare members.  Examples include making recommendations for 

redesigning care delivery for MaineCare members, identifying new models of care, and 

improving communication and coordination of care across settings. 
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LETTERS 

 

Commitment and Support 

 

Note concerning the letters –  Despite the short timeline for preparation of this application, the 

project has attracted considerable enthusiasm and support statewide – and during the 6 month 

planning period we will meet with providers and organizations to acquire additional commitment 

and support from organizations that are not represented in these letters.  Most of the provider or-

ganizations with “multiple PCPs” sites also have practices in the Maine Multi-Payer Patient Cen-

tered Medical Home Pilot (Phase I and Phase II), and/or may be in the MaineCare Health Homes 

(Stage I) program.  

Governor’s Letter of Endorsement 
Office of the Governor, State of Maine Paul LePage, Governor 

 

Commitment - Primary Care Providers / Hospitals & Health Systems 
Central Maine Healthcare Peter Chalke, Preisdent & CEO                           (multiple PCPs) 

DFD Russell Centers Laurie Kane-Lewis, CMPE, CEO                     (multiple centers) 

DownEast Community Hospital Douglas Jones, FACHE, President & CEO         (multiple PCPs) 

Eastport Health Care Inc Holly Gartmayer-DeYoung, CEO 

Harrington Family Health Ctr Bill Wypyski, MPA, MS, CEO 

Health Access Network William Diggins, CEO 

Maine Health Care Association Richard Erb, Presiden & CEO                             (nursing homes) 

Maine Medical Association Dieter Kreckel, MD, President 

Maine Osteopathic Association Angela Westhoff, Executive Director   

MaineGeneral Health Scott Bullock, President & CEO                          (multiple PCPs) 

Martin’s Point HealthCare Betsy Johnson, MD, Chief Medical Officer         (multiple PCPs)  

Mercy Health System of Maine Eileen Skinner, MHA, FACHE, Pres& CEO       (multiple PCPs) 

Mid Coast Hospital Lois Skillings, President & CEO                          (multiple PCPs) 

Northern Maine Medical Center Peter Sirois, CEO                                                  (multiple PCPs) 

Penobscot Community Health Care Kenneth Schmidt, MPA, President & CEO          (multiple PCPs) 

Pines Health Services James Davis, CEO 

Sacopee Valley Health Center Maryagnes Gillman, MS, RN, Executive Director 

St. Joseph Healthcare Dennis Shubert, MD, PhD, VP Medical Affairs 

York County Community Hlth Care Martin Sabol, Director of Health Services 

 

Commitment - Behavioral Health Providers 
Community Care Kate Davis 

Community Health & Counseling Svces Dale Hamilton, Executive Director 

ESM –Augusta Jean Gallant, President                                     (multiple sites) 

Harbor Family Services Jack Mazzotti III, President & CEO 

Health Affiliates Maine Andrea Krebs, LCSW, Executive Director      (multiple sites) 
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Kennebec Behavioral Health Thomas McAdam, CEO                                   (multiple sites) 

MaineGeneral Health Emilie van Eeeghen, VP, Behavioral Health Svces 

Spurwink Dawn Stiles, President                                     (multiple sites) 

Sweetser Carlton Pendleton, President & CEO              (multiple sites) 

Tri-County Mental Health Services Catherine Ryder, Executive Director               (multiple sites) 

Umbrella Mental Health Services Annalee Morris, CEO                                       (multiple sites) 

 

Commitment – Payer 
Aetna Martha Temple, President, NE Region 

Anthem Blue Cross/ Blue Shield Daniel Corcoran, President & General Manager 

Maine Community Health Options Kevin Lewis, Executive Director 

 

Commitment – Purchaser 
Maine Municipal Employees Hlth Trust Steve Gove, Director 

MEA Benefits Trust Christine Burke, Esq, Executive Director 

University of Maine System Thomas Hopkins, Director, Compensation & Benefits 

State Employees Health Commission Laurie Williamson, Office of Employee Health & Benefits 

 

Other - Commitment and/or General Support 
AARP Lori Parham, State Director 

American Lung Association Ed Miller, Sr. VP 

Amistad Peter Driscoll, LMSW, Executive Director 

Bates College Ken Emerson, Associate Director, Human Resources 

Catholic Charities Stephen Letourneau, CEO 

Center for Health Care Strategies Stephen Somers, PhD, President & CEO 

Consumers for Affordable Care Joseph Ditre, Esq.  Executive Director 

Daniel Hanley Ctr for Health Leadership James Harnar, Executive Director 

HealthInfoNet Dev Culver, CEO                                         (implementation) 

Maine Association of AAAs Jessica Maurer, Esq, Executive Director 

Maine Developmental Disabilities Counc Julia Bell, Executive Director 

Maine Health Management Coalition – 

Maine Health Management Coalition 

Foundation 

Elizabeth Mitchell, Executive Director       (implementation) 

Maine Quality Counts Lisa Letourneau, MD, MPH, Exec Dir        (implementation) 

Muskie School of Public Health Andrew Coburn, PhD, Director, Population Health / Policy 

University of Maine/ Augusta Grace Leonard, Professor & Coordinator of Mental Health & 

Human Services 

 



















Patient-focused care 

Eastport Health Care, I 
A primary care provider that offers Medical, Dental and Mental Healtl 

for the whole family, as well as a wide variety of specialty sel 
h care se 
nrices. 

September 24,20 12 

Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 

Letter of Support & Commitment 
For Provider Organizations and Primary Care Practices 

Dear Commissioner Mayhew: 

On behalf of Eastport Health Care Inc. I am writing this letter in support of Maine's application for funding 
under CFDA 93.624 - Stnte Innovation Models: Funding for Model Design and Model Testing Assistance. 
The purpose of Maine's proposal - Testing the Maine Innovation Model - is to align healthcare payment 
and delivery system reform in the state across MaineCare (Maine's Medicaid program), Medicare, and 
commercial payers to achieve and sustain lower costs, while improving quality of care and patient satisfac- 
tion. These goals (i.e. the Triple Aim goals) will be accomplished through public/ private collaboration of 
providers, purchasers and payers to leverage and connect important work that is already gaining traction 
statewide. The Maine Innovation Model (the Model) brings the State's investment to the next level by: (1) 
supporting and strengthening enhanced primary care; (2) supporting and strengthening alignments between 
primary care and public health, behavioral health, and long-term care; (3) supporting the development of 
new workforce models for the transformed system; and (4) supporting the formation of multi-payer ACOs 
that commit to value and performance based payment reform and public reporting of common quality 
benchmarks. 

Eastport Health Care is an FQHC located Downeast. We provide services to 5690 patients, 22% of whom 
are Maine Care beneficiaries. 

We currently participate in statewide healthcare transformation in several ways. Two of our practice sites 
(the only sites in Washington County) have been selected to participate in the Quality Counts Multi-Payer 
PCMH Pilot. Additionally we are one of nine founding members and participants in the Maine Community 
ACO (the only primary care practice ACO in Maine). Since November 2010, EHC has adopted a culture of 
transformation, delnonstrated by creating a new Senior Leadership position: Chief Operating-QI Officer. A 
significantly competent leader (Theresa Brown) was recruited in March 2012. She has implemented nu- 
merous improvements establishing EHC as a Best Practice (Performance Improvement Program) by HRSA 
at a recent Operational Site Assessment. EHC CEO, Holly Gartmayer DeYoung, is a founding member of 
Maine Quality Counts, and is strong proponent of quality, access and limiting cost. EHC now embodies 
performance improvement vis a vis responsive health care that reflects quality measures that are met, ac- 
cess goals improving Transformation of Care MOU's with the 2 critical access hospitals in Washington 
County and contained cost. Financial performance measures are routinely shared with staff. 

"Eastport Health Care, Inc. is an equal opportunity employer and provider" 

iow land 0.  French Medical Center Calais Behavioral Machias Behavioral Eastport Health Care, Inc. 

Vogl Behavioral Health Center Health Center Health Center Machias Famlly Practice 

30 Boynton Street 55 Franklin Street 53 Fremont Street 5 3  Fremont Street 

Eastport, ME 0461 9 Calais, ME 04619 Machias, ME 04654 
(207) 853-6001 (207) 454-3022 (207)255-3400 



Prollider letter of Support 

As Eastport Health Care, this letter also represents our commitment to support Testing the Maine Innova- 
tion Model by participating in the following manner: 

1 .  Engaging primary care practices in the enhanced primary care model endorsed by the project, ei- 
ther through participation in a recognized patient centered medical home/ health home pilot or 
through cotn~nitment to achieve Advanced Primary Care designations through Pathways to Excel- 
lence. 

2. Committing to publicly reporting on a common set of measures, including total cost of care and pa- 
tient experience. Additional measures will be determined through the Pathways to Excellence mul- 
ti-stakeholder process. 

3 .  Committing to the MHDO All Payer Database as a common claims data source and to a single 
source of analysis for the purposes of statewide public reporting on the measures determined in #2, 
and comparative statewide variation analysis necessary to gauge progress on and advance payment 
and delive~y system reform. 

4. Engaging in alternative reimbursement models which tie payment to accountability for cost and 
quality outcomes, moving toward greater accountability over time. 

5. Participating in the learning collaborative(s) on medical home practice transformation and Ac- 
countable Care Organizations. 

6. Engaging in activities to promote patient accountability, including the integration of shared deci- 
sion making (SDM) at the practice level, exploration of patient incentives and benefit design, and 
partnerships to promote improved population health. 

7. Participating in a statewide, multi-payer evaluation of the Maine Innovations Model. 

Sincerely, 
n 

chiif Executive bfficel. 
hdeyoun~(iii,east~~ortIieaItI~.or-g 
207-853-4045 
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September 21, 2012 

 

Mary Mayhew 

Commissioner 

Maine Department of Health and Human Services 

221 State Street 

Augusta, Maine 04333-0040 

 

Dear Commissioner Mayhew: 

 

On behalf of the Harrington Family Health Center, I am writing this letter in support of Maine’s application 

for funding under CFDA 93.624 - State Innovation Models: Funding for Model Design and Model Testing 

Assistance.  The purpose of Maine’s proposal – Testing the Maine Innovation Model – is to align healthcare 

payment and delivery system reform in the state across MaineCare (Maine’s Medicaid program), Medicare, 

and commercial payers to achieve and sustain lower costs, while improving quality of care and patient sat-

isfaction.  These goals (i.e. the Triple Aim goals) will be accomplished through public/ private collabora-

tion of providers, purchasers and payers to leverage and connect important work that is already gaining 

traction statewide.  The Maine Innovation Model (the Model) brings the State’s investment to the next level 

by: (1) supporting and strengthening enhanced primary care; (2) supporting and strengthening alignments 

between primary care and public health, behavioral health, and long-term care; (3) supporting the develop-

ment of new workforce models for the transformed system; and (4) supporting the formation of multi-payer 

ACOs that commit to value and performance based payment reform and public reporting of common qual-

ity benchmarks.  

 

Harrington Family Health Center (HFHC) is a private, non-profit community health center operat-

ing from a single site and serving western Washington County and a small portion of eastern Han-

cock County in the state of Maine. The Health Center was founded in 1984 and provides primary 

and preventive medical care, dental care, and mental/behavioral health and substance abuse ser-

vices. The health center serve people with MaineCare, Medicare, private insurances and self-pay; 

including the use of a sliding scale.  We currently deliver care to more than three thousand patients 

and a third of them are MaineCare members.  

 

The health services we provide are essential given the dire health statistics in this county including 

having the highest state rate of obesity and cancer, one of the highest rates of diabetes, more than 

16% of residents reported as having three or more chronic illnesses and a smoking rate of 31%.  

Additionally, this county has the highest state rate of poverty, the second lowest annual income, an 

unemployment rate of 11% and the highest number of residents over the age of 65.   
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HFHC currently participates in statewide healthcare transformation efforts.  We have joined the Maine 

Community Accountable Care Organization along with eight other community health centers.  We believe 

that a membership in this ACO will help us provide greater quality at a Primary Care level.  We are also 

involved in meeting Meaningful Use criteria and becoming a certified Patient Center Medical Home.  One 

of the key strategies is to provide care coordination services to best support our patients in getting the right 

care they need, when they need it, in the most cost effective manner possible.   

 

As HFHC this letter also represents our commitment to support Testing the Maine Innovation Model by 

participating in the following manner:   

 

1. Engaging primary care practices in the enhanced primary care model endorsed by the project, ei-

ther through participation in a recognized patient centered medical home/ health home pilot or 

through commitment to achieve Advanced Primary Care designations through Pathways to Excel-

lence.  

2. Committing to publicly reporting on a common set of measures, including total cost of care and pa-

tient experience.  Additional measures will be determined through the Pathways to Excellence 

multi-stakeholder process.  

3. Committing to the MHDO All Payer Database as a common claims data source and to a single 

source of analysis for the purposes of statewide public reporting on the measures determined in #2, 

and comparative statewide variation analysis necessary to gauge progress on and advance payment 

and delivery system reform.   

4. Engaging in alternative reimbursement models which tie payment to accountability for cost and 

quality outcomes, moving toward greater accountability over time.   

5. Participating in the learning collaborative(s) on medical home practice transformation and Ac-

countable Care Organizations. 

6. Engaging in activities to promote patient accountability, including the integration of shared deci-

sion making (SDM) at the practice level, exploration of patient incentives and benefit design, and 

partnerships to promote improved population health. 

7. Participating in a statewide, multi-payer evaluation of the Maine Innovations Model. 

 

 

 

Sincerely,  

 

 

 

___________________________ 

Bill Wypyski, LCSW, MPA, MS 

Chief Executive Officer 

Harrington Family Health Center 

50 E. Main Street  

Harrington, ME 04643 

(207)483-4502 ext. 230 

bill.wypyski@harringtonfamilyhealth.org 
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September 21, 2012 

 

Mary Mayhew 

Commissioner 

Maine Department of Health and Human Services 

221 State Street 

Augusta, Maine 04333-0040 

 

Letter of Support & Commitment 

For Provider Organizations and Primary Care Practices 

 

Dear Commissioner Mayhew: 

 

On behalf of the Maine Health Care Association (MHCA), I am writing this letter in support of 

Maine’s application for funding under CFDA 93.624 - State Innovation Models: Funding for 

Model Design and Model Testing Assistance.  The purpose of Maine’s proposal – Testing the 

Maine Innovation Model – is to align healthcare payment and delivery system reform in the state 

across MaineCare (Maine’s Medicaid program), Medicare, and commercial payers to achieve and 

sustain lower costs, while improving quality of care and patient satisfaction.  These goals (i.e. the 

Triple Aim goals) will be accomplished through public/ private collaboration of providers, pur-

chasers and payers to leverage and connect important work that is already gaining traction state-

wide.  The Maine Innovation Model (the Model) brings the State’s investment to the next level by: 

(1) supporting and strengthening enhanced primary care; (2) supporting and strengthening align-

ments between primary care and public health, behavioral health, and long-term care; (3) sup-

porting the development of new workforce models for the transformed system; and (4) supporting 

the formation of multi-payer ACOs that commit to value and performance based payment reform 

and public reporting of common quality benchmarks. 

 

MHCA represents 90% of the 108 nursing homes in Maine.   According to the most recent state-

wide census report, our nursing homes are providing skilled Medicare rehabilitation to approxi-

mately 700 patients.  All nursing home beds in Maine are dually certified for Medicaid and Medi-

care.  MHCA is the only statewide organization that has the capacity to communicate directly with 

all long term care facilities. 

 

Our organization seeks to provide support for increased cooperation between long term care pro-

viders and other entities listed in Item (2) above.  To date we have been the key provider of long 

term care information for Maine’s Value Based Purchasing initiative and the development of Ac-

countable Care Organizations.  MHCA has recently met with members of the Commissioner’s 

staff to align our own proposal on a pay for performance plan with other statewide initiatives.   
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We believe that long term care facilities are an important, but often untapped, resource for state 

innovation and that MHCA provides the most effective way to incorporate these providers in the 

process.  We therefore hope you will include us in this initiative.   

 

 

 

Sincerely, 

 

Richard A. Erb 

President & Chief Executive Officer 

 

rerb@mehca.org 

(207) 623 146 
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September 21, 2012 
 
 
 
Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
Dear Commissioner Mayhew: 
 
On behalf of The Maine Medical Association, I am writing this letter in support of Maine’s application for  
funding under CFDA 93.624 - State Innovation Models: Funding for Model Design and Model Testing Assistance.  
The purpose of Maine’s proposal – Testing the Maine Innovation Model – is to align healthcare payment and 
delivery system reform in the state across MaineCare (Maine’s Medicaid program), Medicare, and commercial  
payers to achieve and sustain lower costs, while improving quality of care and patient satisfaction.  These goals 
(i.e. the Triple Aim goals) will be accomplished through public/ private collaboration of providers, purchasers and 
payers to leverage and connect important work that is already gaining traction statewide.  The Maine Innovation 
Model (the Model) brings the State’s investment to the next level by: (1) supporting and strengthening enhanced 
primary care; (2) supporting and strengthening alignments between primary care and public health, behavioral 
health, and long-term care; (3) supporting the development of new workforce models for the transformed system; 
and (4) supporting the formation of multi-payer ACOs that commit to value and performance based payment  
reform and public reporting of common quality benchmarks.  
 
The Maine Medical Association (MMA) is the state’s largest physician organization representing the interests of 
over 3700 physicians, medical students and residents.  Established in 1853, MMA’s mission is to support Maine 
physicians, advance the quality of medicine in Maine, and promote the health of all Maine citizens. 
 
The association has previously been involved in many of Maine’s ground-breaking QI initiatives including the 
multi-payer Patient Centered Medical Home and has established several QI initiatives under the direction of the 
association’s Committee on Physician Quality. 
 
As a representative of Maine’s physicians, we commit to encouraging physician practices to adapt the primary 
care model endorsed by the project.  We will publicize these efforts through the pages of Maine Medicine, our 
quarterly publication and the Weekly Update, our e-newsletter.  These efforts include using the MHDO all-payer 
database as a common claims data source and encouraging the use of alternative reimbursement models. 
 
In conclusion, the Maine Medical Association supports the goals of the proposal and encourages its funding. 
 
Sincerely, 

  
Dieter Kreckel, MD 
President 
president@mainemed.com 
207-369-0146 
 



 
 

Maine Osteopathic Association, 128 State Street, Augusta, Maine 04330 
Telephone: 207-623-1101 Fax: 207-623-4228 www.mainedo.org 
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September 19, 2012 
 
 
Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
Letter of Support & Commitment 
For Provider Organizations and Primary Care Practices 
 
Dear Commissioner Mayhew: 
 
On behalf of the Maine Osteopathic Association, I am pleased to provide this letter 
in support of Maine’s application for funding under CFDA 93.624 - State 
Innovation Models: Funding for Model Design and Model Testing Assistance.   
 
The purpose of Maine’s proposal – Testing the Maine Innovation Model – is to 
align healthcare payment and delivery system reform in the state across MaineCare 
(Maine’s Medicaid program), Medicare, and commercial payers to achieve and 
sustain lower costs, while improving quality of care and patient satisfaction.  These 
goals (i.e. the Triple Aim goals) will be accomplished through public/ private 
collaboration of providers, purchasers and payers to leverage and connect 
important work that is already gaining traction statewide.  The Maine Innovation 
Model (the Model) brings the State’s investment to the next level by: (1) supporting 
and strengthening enhanced primary care; (2) supporting and strengthening 
alignments between primary care and public health, behavioral health, and long-
term care; (3) supporting the development of new workforce models for the 
transformed system; and (4) supporting the formation of multi-payer ACOs that 
commit to value and performance based payment reform and public reporting of 
common quality benchmarks.  
 
The Maine Osteopathic Association (MOA) represents approximately 400 
osteopathic physicians in Maine, the majority of whom practice in primary care 
specialties. Our physicians are often the front line providers for Maine’s families, 
including many MaineCare members, and work in some of the most rural and 
underserved areas of our state. 
 
The MOA is a statewide member supported organization with a mission of serving 
the osteopathic profession through coordinated professional education, advocacy 
and member services in order to ensure the quality of osteopathic care to the 
people of Maine.  A number of our practices are currently engaged in statewide 
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Maine Osteopathic Association, 128 State Street, Augusta, Maine 04330 
Telephone: 207-623-1101 Fax: 207-623-4228 www.mainedo.org 

healthcare transformation projects including participation in the multi-payer PCMH 
pilot and in developing ACOs. The MOA also is an active member and partners with the 
Maine Health Management Coalition, Maine Health Data Organization and Quality 
Counts. We are also pleased to pledge our support to this initiative and hereby commit to 
supporting the Testing the Maine Innovation Model by participating in the following 
ways: 
 
 

1. Engaging primary care practices in the enhanced primary care model endorsed 
by the project, either through participation in a recognized patient centered 
medical home/ health home pilot or through commitment to achieve Advanced 
Primary Care designations through Pathways to Excellence.  

2. Committing to publicly reporting on a common set of measures, including total 
cost of care and patient experience.  Additional measures will be determined 
through the Pathways to Excellence multi-stakeholder process.  

3. Committing to the MHDO All Payer Database as a common claims data source 
and to a single source of analysis for the purposes of statewide public reporting 
on the measures determined in #2, and comparative statewide variation analysis 
necessary to gauge progress on and advance payment and delivery system 
reform.   

4. Engaging in alternative reimbursement models that tie payment to accountability 
for cost and quality outcomes, moving toward greater accountability over time.   

5. Participating in the learning collaborative(s) on medical home practice 
transformation and Accountable Care Organizations. 

6. Engaging in activities to promote patient accountability, including the integration 
of shared decision making (SDM) at the practice level, exploration of patient 
incentives and benefit design, and partnerships to promote improved population 
health. 

7. Participating in a statewide, multi-payer evaluation of the Maine Innovations 
Model. 

 
Once again, it is my pleasure to provide this letter of support and commend you on the 
efforts to tackle payment reform and delivery transformation in an effort to lower costs, 
improve the quality of care, and patient satisfaction. We are pleased to partner together 
with you and others on this important work. 
 
Best regards, 
 

 
 
Angela Cole Westhoff 
Executive Director 
Phone: 207-623-1101 ext. 2 
Email: awesthoff@mainedo.org 
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September 21, 2012 
 
Mary Mayhew, Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
Dear Commissioner Mayhew: 
 
On behalf of Mercy Health System of Maine, I am writing this letter in support of Maine’s appli-
cation for funding under CFDA 93.624 - State Innovation Models: Funding for Model Design and 
Model Testing Assistance.  The purpose of Maine’s proposal – Testing the Maine Innovation 
Model – is to align healthcare payment and delivery system reform in the state across MaineCare 
(Maine’s Medicaid program), Medicare, and commercial payers to achieve and sustain lower 
costs, while improving quality of care and patient satisfaction.  These goals will be accomplished 
through public/ private collaboration of providers, purchasers and payers to leverage and con-
nect important work that is already gaining traction statewide.  The Maine Innovation Model 
brings the State’s investment to the next level by: (1) supporting and strengthening enhanced 
primary care; (2) supporting and strengthening alignments between primary care and public 
health, behavioral health, and long-term care; (3) supporting the development of new workforce 
models for the transformed system; and (4) supporting the formation of multi-payer ACOs that 
commit to value and performance based payment reform and public reporting of common quali-
ty benchmarks.  As this project develops, it is important to recognize that the health improve-
ment and cost reduction opportunities in the commercial and Medicaid populations are quite 
different and that specialized providers unique to the Medicaid population must be engaged. 
 

Mercy is a comprehensive provider network which administers physical and behavioral health 
care services that served 15,520 MaineCare members in 2011.  Mercy is a member of Catholic 
Health East, a multi-institutional Catholic health system serving communities through regional 
healthcare systems in 11 eastern states from Maine to Florida.  

 
Mercy has recently been selected by Cigna as a “Collaborative Accountable Care” Partner.  Mercy 
has the distinction of being the only Hospital system in Southern Maine to have been selected.  
We will be working with Cigna to implement consistent population health activities that com-
plement our Accountable Care Community. Mercy is working with another major payor to be-
come a national ACO pilot. 
 
“Maine Quality Counts!” has recently chosen three of our Primary Care Practices:  Gorham Primary 
Care, Fore River Family Practice and Yarmouth Primary Care to participate in their second round of 
Patient Centered Medical Home (PCMH) pilots.  In addition, we recently applied for and received 
NCQA recognition for these practices as well as Windham Primary Care.  Specifically, Mercy Primary 
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Care is working with the State and others to change the way we deliver health care through com-
prehensive population health management teams.  This includes partnering with interdisciplinary 
providers to ensure that our patients receive the high quality care they need, when they need it, 
and in the most appropriate and cost efficient manner.  These efforts align well with the State’s ef-
forts to maximize preventative health and wellness, efficiently manage chronic disease, and reduce 
overall healthcare spending. 
 
These programs will allow us to partner with both public and private payers to begin to test shared 
risk and Per Member per Month (PMPM) fee structures to help transition from our current fee for 
service model while achieving the triple aim of better health and better healthcare at lower cost.  
 
Sincerely yours, 
 

 
 
Eileen F. Skinner, MHA FACHE 
President and CEO 
Mercy Health System of Maine 
skinnere@mercyme.com 
207.879.3433 
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       Brunswick, Maine 04011 
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September 21, 2012 
 
 
Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
 
Letter of Support and Commitment 
For Provider Organizations and Primary Care Practices 
 
Dear Commissioner Mayhew: 
 
On behalf of Mid Coast Hospital, I am writing this letter in support of Maine’s application for funding 
under CFDA 93.624 - State Innovation Models: Funding for Model Design and Model Testing 
Assistance.  The purpose of Maine’s proposal – Testing the Maine Innovation Model – is to align 
healthcare payment and delivery system reform in the state across MaineCare (Maine’s Medicaid 
program), Medicare, and commercial payers to achieve and sustain lower costs, while improving 
quality of care and patient satisfaction.   
 
These “Triple Aim” goals; improving the health of the population, improving and coordinating 
healthcare, while lowering the cost of healthcare,  will be accomplished through public/ private 
collaboration of providers, purchasers and payers to leverage and connect important work that is 
already gaining traction statewide.  The Maine Innovation Model (the Model) brings the State’s 
investment to the next level by: (1) supporting and strengthening enhanced primary care; (2) supporting 
and strengthening alignments between primary care and public health, behavioral health, and long-
term care; (3) supporting the development of new workforce models for the transformed system; and 
(4) supporting the formation of multi-payer ACOs that commit to value and performance based 
payment reform and public reporting of common quality benchmarks. 
 
Mid Coast Hospital is an independent, community-owned, nonprofit 92 bed hospital accredited by the 
Joint Commission and designated as a Magnet organization by the American Nurses Credentialing 
Center, providing a variety of healthcare services in the Bath-Brunswick-Topsham area of coastal 
Maine. The hospital is governed by a community board of directors.   
 
We currently participate in statewide healthcare transformation in several ways.  The primary care 
practices of Mid Coast Hospital, Mid Coast Medical Group in Bath, Primary Care and Walk in Clinic in 
Brunswick, and Mid Coast Medical Group in Topsham, are actively engaged in transforming healthcare 
delivery toward a patient-centered medical home model.  Because primary care services at Mid Coast 
are part of an integrated delivery system of ambulatory and specialty services, acute care, home care 
and long term care services, there are opportunities for care coordination and efficient use of resources 
that are critical to any care delivery model and payment reform strategies. 
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Mid Coast Hospital currently has two primary care practices (Mid Coast Medical Group Bath and the 
Primary Care and Walk-in Clinic in Brunswick) that have been selected to participate in the CMS multi-
payer PCMH expansion pilot.  Our third primary care practice, Mid Coast Medical Group in Topsham, 
was selected as one of 10 practices in Maine to be part of the Patient Centered Medical Home 
Learning Collaborative sponsored by MaineHealth.  As part of these projects, each practice is 
committed to becoming recognized by the National Committee for Quality Assurance (NCQA) as a 
patient centered medical home site in the next two years.   
 
Mid Coast Hospital is a charter member of the Maine Health Management Coalition (MHMC) and have 
representation at the PTE, ACI and Cost Workgroups.  
 
In 2011, Mid Coast developed a clear pathway, our “2020 Vision” for the transformation of healthcare in 
our community, which outlines the priorities of prevention and wellness, excellent patient experience, 
integrated and accountable care, continuous improvement to achieve superior outcomes and meeting 
community needs.  The Maine Innovation Model has potential to help us to achieve this vision. 
 
As a provider this letter also represents our commitment to support Testing the Maine Innovation 
Model by participating in the following manner:   
 

1. Engaging primary care practices in the enhanced primary care model endorsed by the project, 
either through participation in a recognized patient centered medical home/ health home pilot 
or through commitment to achieve Advanced Primary Care designations through Pathways to 
Excellence.  
 

2. Committing to publicly reporting on a common set of measures, including total cost of care and 
patient experience.  Additional measures will be determined through the Pathways to 
Excellence multi-stakeholder process.  

 
3. Committing to the MHDO All Payer Database as a common claims data source and to a single 

source of analysis for the purposes of statewide public reporting on the measures determined 
in #2, and comparative statewide variation analysis necessary to gauge progress on and 
advance payment and delivery system reform. 
 

4. Engaging in alternative reimbursement models which tie payment to accountability for cost and 
quality outcomes, moving toward greater accountability over time.  
 

5. Participating in the learning collaborative(s) on medical home practice transformation and 
Accountable Care Organizations. 
 

6. Engaging in activities to promote patient accountability, including the integration of shared 
decision making (SDM) at the practice level, exploration of patient incentives and benefit 
design, and partnerships to promote improved population health. 
 

7. Participating in a statewide, multi-payer evaluation of the Maine Innovations Model. 
 
Sincerely 
 
 
 
Lois N. Skillings, President / CEO 
lskilliings@midcoasthealth.com 
(207) 373-6027 
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September 19, 2012

Mary May hew
Commissioner
Maine Department of Health and Human Services
221 State Street
Augusta, Maine 04333-0040

Letter of Support & Commitment
For Behavioral Health Provider Organizations

Dear Commissioner Mayhew:

On behalf of Kennebec Behavioral Health, I am writing this letter in
support of Maine's application for funding under CFDA 93.624 -
State Innovation Models: Funding for Model Design and Model Testing
Assistance. The purpose of Maine's proposal - Testing the Maine
Innovation Model - is to align healthcare payment and delivery system
reform in the state across MaineCare (Maine's Medicaid program),
Medicare, and commercial payers to achieve and sustain lower costs,
while improving quality of care and patient satisfaction. These goals
(i.e. the Triple Aim goals) will be accomplished through public/
private collaboration of providers, purchasers and payers to leverage
and connect important work that is already gaining traction
statewide. The Maine Innovation Model (the Model) brings the State's
investment to the next level by: (1) supporting and strengthening
enhanced primary care; (2) supporting and strengthening alignments
between primary care and public health, behavioral health, and
long-term care; (3) supporting the development of new workforce
models for the transformed system; and (4) supporting the formation
of multi-payer ACOs that commit to value and performance based
payment reform and public reporting of common quality benchmarks.

Currently, Kennebec Behavioral Health provides services for
approximately 14,000 persons annually in our programs. Our
service area primarily covers seven Maine counties. Approximately,
80% of our clients are MaineCare members.



As a Behavioral Health provider, this letter also represents our commitment
to support Testing the Maine Innovation Model by participating in the following
manner:

1. Supporting and engaging in the behavioral health integration movement
of the enhanced primary care model and MaineCare's Health Homes
Initiative (the patient centered medical home with integration of physical
and behavioral health, and community care teams for high risk/ high
cost patients), with the expectation that participating behavioral health
providers will apply to become Health Homes to serve individuals with
serious mental illness.

2. Implementing Health Information Technology to promote care
coordination and integration with physical health.

3. Participating in the Behavioral Health Cost Work Group (a sub group of
the ongoing Health Care Cost Work Group initiative of Maine Health
Management Coalition)

4. Committing to reporting on a common set of Behavioral Health
measures, which will be publicly reported. These measures will be
developed in cooperation with Pathways to Excellence (Maine Health
Management Coalition).

5. Participating in the Behavioral Health learning collaborative to be
developed as part of the continuous quality improvement efforts of the
Innovation Model.

Sincerely,

Thomas J. McAdam
Chief Executive Officer
tmcadam@kbhmaine. org
207-873-2136

TJM/jg























a 
Martha Temple 
President, New England Region 
151 Farmington Ave, RWAB 
Hartford, CT  06156 
860-273-3565 

September 21, 2012 

 

Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 

 

Re: CMMI State Innovation Models Initiative  

Dear Commissioner Mayhew: 

On behalf of Aetna, I am writing in support of Maine’s application for funding under CFDA 93.624 - State Innovation 
Models: Funding for Model Design and Model Testing Assistance.  Maine’s proposal – Testing the Maine Innovation 
Model – seeks to align healthcare payment and delivery system reform in the state across MaineCare (Maine’s 
Medicaid program), Medicare, and commercial payers to achieve and sustain lower costs, while improving quality of 
care and patient satisfaction.  These goals will be accomplished through public/ private collaboration of providers, 
purchasers and payers to leverage and connect important work that is already gaining traction statewide.   

Aetna is one of the nation's leading diversified health care benefits companies, serving approximately 36.7 million 
people including nearly 146,000  Maine residents with information and resources to help them make better informed 
decisions about their health care.   Our provider network in Maine includes about 1,488 primary care physicians, 
2,492 specialists and 39 acute care hospitals.   

Aetna currently participates in Maine's statewide healthcare transformation in several ways.  As the administrator 
of Maine’s state employees' health plan, we have committed to the development and implementation of three to five 
accountable care organizations.  Aetna is an active participant in the multi-payer patient centered medical home 
pilot, which will expand to 76 practices in 2013.  We also serve as board members of the Maine Health Management 
Coalition and as members of various MHMC committees. 

Aetna supports reforms and innovations aimed at improving the health care system throughout the country.  As part 
of our support for the State of Maine’s application – “Testing the Maine Innovation Model – Aetna will: 

      work with the Maine Health Management Coalition and other stakeholders in the state towards a goal of 
achieving better alignment on payment and contracting strategies that reward value over volume and greater 
consistency on quality and other performance measures.  

      designate a senior level person with responsibility to represent Aetna in the project governance of these 
discussions and to provide technical insights and support. 

 

Sincerely 

 

Martha Temple 

 

 



Daniel P. Corcoran 

President & GM 

2 Gannett Dr., South Portland, ME 04106 

 

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Maine, Inc. Independent licensee of the Blue Cross and Blue Shield Association. ®ANTHEM is a registered trademark of 
Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.  . 
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September 21, 2012 

 
Mary Mayhew, Commissioner 
Maine Department of Health and Human Services 
221 State Street 
40 State House Station 
Augusta, Maine 04333-0040 
 
Re: Letter of Support—“Testing the Maine Innovation Model”  
 
Dear Commissioner Mayhew: 
 
On behalf of Anthem Blue Cross and Blue Shield, I am pleased to submit this letter 
in support of Maine’s application for funding under CFDA 93.624, “State Innovation 
Models: Funding for Model Design and Model Testing Assistance .”   
 
Anthem understands that the purpose of Maine’s proposal, Testing the Maine 
Innovation Model, is to align healthcare payment and delivery system reform in the 
state across MaineCare (Maine’s Medicaid program), Medicare, and commercial 
payers to achieve and sustain lower costs, while improving quality of care and patient 
satisfaction.  These goals (i.e. the Triple Aim goals) will be accomplished through 
public/ private collaboration of providers, purchasers and payers to leverage and 
connect important work that is already gaining traction statewide.  The Maine 
Innovation Model (the Model) seeks to bring the State’s investment to the next level 
by: (1) supporting and strengthening enhanced primary care; (2) supporting and 
strengthening alignments between primary care and public health, behavioral health, 
and long-term care; (3) supporting the development of new workforce models for the 
transformed system; and (4) supporting the formation of multi -payer ACOs that 
commit to value and performance based payment reform and public reporting of 
common quality benchmarks.  
 
Anthem Health Plans of Maine, Inc., d/b/a Anthem Blue Cross and Blue Shield, 
(“Anthem”) is a domestic insurer organized and existing under the laws of the State 
of Maine, and regulated by the Maine Bureau of Insurance.  Anthem is located in 
South Portland and employs over 800 associates in Maine, making us not only the 
largest health insurer in Maine but also one of the 50 largest pr ivate employers in the 
State of Maine.  Anthem insures or administers benefits for nearly 400,000 Main ers, 
and processes nearly 6 million health care claims each year totaling over $1.2 billion.   
 
Anthem is seeking to drive healthcare transformation in a number of ways.  In Maine, 
we supported not only the initial establishment of the Patient Centered Medical Home 
pilot, but the recent expansion of that pilot as well.  We also participate in a number 
of efforts including the MHMC, Quality Counts, and Pathways to Excellence.  



 

Anthem continues to explore payment reform and innovation, including the 
development of accountable care organizations, patient centered primary care, 
behavioral health integration, and tiered networks.  
 
By submitting this letter, we are demonstrating our support for this effort and that we 
will endeavor to support Testing the Maine Innovation Model in the following 
manner:   
 

 Participating in project governance – i.e. in the overarching Project Advisory 
Committee; 

 Exploring value-based benefit designs that meet the needs of our customers 
and members; 

 Offering alternative risk-based reimbursement models which may include shared 
savings, pay for performance and global/capitated payment designed to meet the 
needs of our customers, members, and provider partners; 

 Aligning reimbursement with nationally recognized measures; and 
 Continuing to work with our plan sponsors and provider partners to address their 

data needs. 
 
We look forward to working with you as you implement this project.  Should you 
have any questions or need anything further, please do not hesitate to contact Kristine 
Ossenfort, Director of Government Relations (e-mail: 
Kristine.Ossenfort@Anthem.com, tel: 207-822-7260). 

 
Sincerely, 
 
 
 
Daniel P. Corcoran 
President and General 
Manager 

 
 
 

mailto:Kristine.Ossenfort@Anthem.com
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September 17, 2012 
 
Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
Re: Letter of Support & Commitment 
 
Dear Commissioner Mayhew: 
 
On behalf of Maine Community Health Options (MCHO), I am writing this letter in support of Maine’s 
application for funding under CFDA 93.624 - State Innovation Models: Funding for Model Design and 

Model Testing Assistance.  The purpose of Maine’s proposal – Testing the Maine Innovation Model – is to 
align healthcare payment and delivery system reform in the state across MaineCare (Maine’s Medicaid 
program), Medicare, and commercial payers to achieve and sustain lower costs, while improving quality of 
care and patient satisfaction.  These goals (i.e. the Triple Aim goals) will be accomplished through public/ 
private collaboration of providers, purchasers and payers to leverage and connect important work that is 
already gaining traction statewide.  The Maine Innovation Model (the Model) brings the State’s investment 
to the next level by: (1) supporting and strengthening enhanced primary care; (2) supporting and strength-
ening alignments between primary care and public health, behavioral health, and long-term care; (3) sup-
porting the development of new workforce models for the transformed system; and (4) supporting the for-
mation of multi-payer ACOs that commit to value and performance based payment reform and public re-
porting of common quality benchmarks.  
 
MCHO is a non-profit health insurance issuer in development in the state of Maine. A Consumer Operated 
and Oriented Plan (CO-OP) as defined under section 1322 of the Affordable Care Act, MCHO is focused 
on the Triple Aim as stated above.  The Maine Primary Care Association and the primary care safety net of 
FQHCs conceived of the development of this CO-OP to address the widespread needs in Maine for greater 
access to affordable coverage and high quality care at lower costs.  Not only is this a business imperative 
for this state but also a necessary action to spur economic development and business vitality.  CO-OP for-
mation is also driven by the need for payment reform that supports the transformation of health care deliv-
ery that is both fully integrated with behavioral and oral health and patient-centered through its inclusion of 
members in its development and operations.  MCHO forecasts a subscriber base of just over 15,000 by the 
end of its first year of operations and approaching 50,000 in its fifth year.   

We currently are modeling our benefits designs which are expected to support statewide healthcare trans-
formation in a number of ways.  Through a partnership with providers, we expect to not only participate in 
the multi-payer PCMH pilot, but also pay more substantially for care management that is provided at the 
local and regional level.  In support of this effort, MCHO will partner with providers to effectively pair 
clinical and claims level data.  MCHO will also advance behavioral health and oral health integration and 
foster wellness programs within its benefit structure.  MCHO is already a member of the Maine Health 
Management Coalition and is working to put valued based insurance design principles into action.  MCHO 
participates in the VBID workgroup.   
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As a health plan, this letter also represents our commitment to support Testing the Maine Innovation Mod-

el by participating in the following manner:   
 

 Participate in project governance – i.e. in the overarching Project Advisory Committee 
 Offer value based benefit design products aligned with Maine Health Management Coalition 

(MHMC) member priorities 
 Offer alternative risk-based reimbursement models which may include shared savings, pay for per-

formance and/or global/capitated payment 
 Align reimbursement with common measures endorsed by MHMC  
 Submit data to MHMC in a standardized format as needed by MHMC.  

 
Sincerely, 

_______ 
Kevin Lewis  

Chief Executive Officer 

klewis@maineoptions.org 

207-754-9516 (mobile) 

www.maineoptions.org 





















 
 
 
 
 
 
 
 
 
 
 
 
 

 
September 21, 2012 

 

 
 Mary Mayhew 

Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
 

 

Dear Commissioner Mayhew: 

I am writing this letter in support of Maine’s application for funding 
under CFDA 93.624 - State Innovation Models: Funding for Model 
Design and Model Testing Assistance on behalf of the American Lung 
Association of the Northeast.  The purpose of Maine’s proposal – 
Testing the Maine Innovation Model – is to align healthcare payment 
and delivery system reform in the state across MaineCare (Maine’s 
Medicaid program), Medicare, and commercial payers to achieve and 
sustain lower costs, while improving quality of care and patient 
satisfaction.  These goals (i.e. the Triple Aim goals) will be 
accomplished through public/ private collaboration of providers, 
purchasers and payers to leverage and connect important work that is 
already gaining traction statewide.  The Maine Innovation Model (the 
Model) brings the State’s investment to the next level by: (1) 
supporting and strengthening enhanced primary care; (2) supporting 
and strengthening alignments between primary care and public 
health, behavioral health, and long-term care; (3) supporting the 
development of new workforce models for the transformed system; 
and (4) supporting the formation of multi-payer ACOs that commit to 
value and performance based payment reform and public reporting of 
common quality benchmarks. 

 

 
 



 

 
 
 
 
 
 
The American Lung Association of the Northeast 
September 21, 2012 
Page 2 of 2 
 
 
 
 
While the American Lung Association is not a health care provider 
organization or a payor, we do have a stake in the results of this proposal   
There are over 200,000 people living with lung disease in Maine.  Like any 
chronic disease the ongoing management of lung disease is often a 
challenge for both the patient and the provider. The focus of this project on 
enhancing primary care and its connection to public health has great 
potential for people with lung disease.  Just as one example, improving the 
flu immunization rate for those patients with asthma and COPD could have 
substantial health status and cost saving results. 
 
We urge you to act favorably on this exciting and important proposal. 
 
 
Sincerely 
 

 
 
Edward Miller 
Senior Vice President, Public Policy 
American Lung Association of the Northeast 
Augusta Maine office  
207.624.0308  
emiller@lungne.org 
 

 





Bates
September 21,2012

MaryMayhew
Commissioner
Maine Department of Health and Human Services
221 State Street
Augusta, Maine 04333-0040

Re: Letterof Support& Commitment

Dear Commissioner Mayhew:

On behalf of Bates College, I am writing this letter in support of Maine's application for funding under
CFDA 93-624 - State Innovation Models: Fundingfor Model Design and Model Testing Assistance. The
purpose of Maine's proposal * Testing the Maine Innovation Model - is to align healthcare payment and
delivery system reform in the state across MaineCare (Maine's Medicaid program), Medicare, and
commercial payers to achieve and sustain lower costs, while improving quality of care and patient
satisfaction. These goals (i.e. the Triple Aim goals) will be accomplished through public/ private
collaboration ofproviders, purchasers and payers to leverage and connect important work that is already
gaining traction statewide. The Maine Imovation Model (the Model) brings the State's investrnent to the
next level by: (1) supporting and shengthening enhanced primary cme; (2) supporting and strengthening
alignments between primary care and public health, behavioral health, and long-term care; (3) supporting
the development of new workforce models for the transformed system; and (a) supporting the formation of
multi-payer ACOs that commit to value and performance based payment reform and public reporting of
common qualrty benchmarks.

Bates College was established in 1855 and has $o!vn to be the third largest employer in the
Lewistor/Aubum area employing 750 benefit eligible employees. We have over I100 members in our
medical plan and have been fully insured through out our history.

We currently participate in statewide healthcare transformation in a number of ways. Bates College has

been a member in the Maine Health Management Coalition (MHMC) since 2002 also participating as a

data member since that time. The College has supported my being on the MHMC Executive Committee
and Foundation Board since 2008 and I am currently a member of the Value Based Insurance Design
Workgroup.

As a fully-insured plan sponsor this letter also represents our commitment to support Testing the Maine
Innovation Model by participating in the following manner:

r Participate in project goveflrance - i.e. in the overarching Project Advisory Committee
r Ask my carrierto offer value based benefit design products aligned with Maine Health

Management Coalition (MHMC) member priorities
o Ask my carrierto offer alternative risk-based reimbursement models which may include shared

savings, pay for performance and globaUcapitated payment as requested by their clients and
provider parhrers



. Promot€ employee education and €Nrgagement efforts to encourage appropriate rfilization and use
of performance information;

r Promote alignment of prchasing efforts that support delivery system rdestgn and high value care
through the Maine Health Management Coalition;

. Ask my carrier to alignreimbursement with common measur€s endorsed by MHMC membefs

Sincerely

firfr,^-
KenEmerson
Associate Director of Human Resotrces
Bates College
215 College Stneet

Lewistotu ME 04240
kemerson@bates.edu

847\786-8271
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Augusta, Maine 04333-0040 
 
Letter of Support and Comm
Practices 
 
Dear Commissioner Mayhew: 
 
O
support of Maine’s application 
F
Testing the Maine Innovation Model – is to align healthcare payment and delivery system
reform in the state across MaineCare (Maine’s Medicaid program), Medicare, and 
commercial payers to achieve and sustain lower costs, while improving quality of care 
and patient satisfaction.  These goals (i.e. the Triple Aim goals) will be accomplished 
through public/ private collaboration of providers, purchasers and payers to leverage 
and connect important work that is already gaining traction statewide.  The Maine 
Innovation Model (the Model) brings the State’s investment to the next level by: (1) 
supporting and strengthening enhanced primary care; (2) supporting and strengthening
alignments between primary care and public health, behavioral health, and long-ter
care; (3) supporting the development of new workforce models for the transformed 
system; and (4) supporting the formation of multi-payer ACOs that commit to value 
and performance based payment reform and public reporting of common quality 
benchmarks. 
 
CHCS is a national nonprofit health policy resource center dedicated to improving
health care qu
and disabilities, and frail elders. CHCS works directly with state and federal agencies, 
health plans, providers, and consumer groups to develop innovative programs that 
better serve people with complex and high-cost health care needs. CHCS supports 
Maine’s proposal to create multi-payer Accountable Care Organizations, building upon
its existing multi-payer medical homes, MaineCare health homes, and other initiative
 
 CHCS has enjoyed working directly with MaineCare on a number of health 
transformation projects, including the Medicaid Accountable Care Organization 
L
Aligning Forces for Quality initiative, and the CMS Value-Based Purchasing Learning 
Collaborative. We believe that Maine’s model not only creates strong vehicles for



 
 
 
 
Mary Mayhew, Commissioner 
September 20, 2012 
Page 2 of 2 
 
 
 
payer alignment and transformation, but is well-aligned with the goals of the State 
Innovation Model and the Triple Aim. We recommend its selection for funding under 
this groundbreaking innovation initiative. 
 
Sincerely, 

 
Stephen A. Somers, PhD 
President and CEO 
Center for Health Care Strategies, Inc. 
 
 
 
 
 















 

 

Maine Association of  
Area Agencies on Aging 

P.O. Box 5415 
Augusta, ME  04332 

 

 

Jessica L. Maurer, Executive Director 
207-626-0972 (Phone) ∙ 207-592-9972 (Cell) ∙ 207-622-7857 (Fax) 

www.Maine4A.org   

September 18, 2012 
 

Mary Mayhew, Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 

RE: Letter of Support & Commitment for Provider Organizations and Primary Care 

Practices 
 
Dear Commissioner Mayhew: 
 

On behalf of the Maine Association of Area Agencies on Aging (M4A), I am writing this 
letter in support of Maine’s application for funding under CFDA 93.624 - State Innovation 

Models: Funding for Model Design and Model Testing Assistance.  The purpose of Maine’s 
proposal – Testing the Maine Innovation Model – is to align healthcare payment and delivery 
system reform in the state across MaineCare (Maine’s Medicaid program), Medicare, and 
commercial payers to achieve and sustain lower costs, while improving quality of care and 
patient satisfaction.  These goals (i.e. the Triple Aim goals) will be accomplished through public/ 
private collaboration of providers, purchasers and payers to leverage and connect important work 
that is already gaining traction statewide.  The Maine Innovation Model (the Model) brings the 
State’s investment to the next level by: (1) supporting and strengthening enhanced primary care; 
(2) supporting and strengthening alignments between primary care and public health, behavioral 
health, and long-term care; (3) supporting the development of new workforce models for the 
transformed system; and (4) supporting the formation of multi-payer ACOs that commit to value 
and performance based payment reform and public reporting of common quality benchmarks. 
 
 M4A represents Maine’s five Area Agencies on Aging, Maine’s trusted source for 
answers on aging and advocacy and support for healthy, independent living.  We are the very 
start of the long term care system and have been working for more than three decades to keep 
elders living healthy in their homes and communities.   
 

We fully support the Triple Aim goals and are committed to assisting Maine’s healthcare 
redesign leaders in addressing the health behaviors and socio-economic factors that contribute to 
the cost of care.  To this end, we have been working collaboratively with Maine’s Patient Center 
Medical Home Pilot, Aligning Forces for Quality, the Maine Health Management Coalition and 
Maine’s new Accountable Care Organizations to help achieve the Triple Aim goals in Maine.   



 

 

Maine Association of  
Area Agencies on Aging 

P.O. Box 5415 
Augusta, ME  04332 

 

 

Jessica L. Maurer, Executive Director 
207-626-0972 (Phone) ∙ 207-592-9972 (Cell) ∙ 207-622-7857 (Fax) 

www.Maine4A.org   

We know that in order to improve quality of care and patient health and decrease cost, we 
must adequately address the supports and services that are needed to keep people healthy and to 
help them self-manage their chronic conditions.  Payment reform is a critical component to 
healthcare delivery reform and we fully support this application which will help to align these 
efforts.   
 

Sincerely, 

       
Jessica L. Maurer, Esq. 
Executive Director 







 

Maine Health Management Coalition/Foundation    2 Union Street, Suite 301, Portland, ME 04101  

P: 207.899.1971   F: 207.899.3207    www.mehmc.org    www.getbettermaine.org 

 

 

September 23, 2012 

 

Mary Mayhew 

Commissioner 

Maine Department of Health and Human Services 

221 State Street 

Augusta, Maine 04333-0040 

 

Dear Commissioner Mayhew: 

 

On behalf of  the Maine Health Management Coalition and Maine Health Management Coalition 

Foundation, I am writing this letter in support of, and commitment to,  Maine’s application for  

funding under CFDA 93.624 - State Innovation Models: Funding for Model Design and Model Testing 

Assistance.  The purpose of Maine’s proposal – Testing the Maine Innovation Model – is to align health-

care payment and delivery system reform in the state across MaineCare (Maine’s Medicaid program), 

Medicare, and commercial payers to achieve and sustain lower costs, while improving quality of care and 

patient satisfaction.  These goals (i.e. the Triple Aim goals) will be accomplished through public/ private 

collaboration of providers, purchasers and payers to leverage and connect important work that is already 

gaining traction statewide.  The Maine Innovation Model (the Model) brings the State’s investment to the 

next level by: (1) supporting and strengthening enhanced primary care; (2) supporting and strengthening 

alignments between primary care and public health, behavioral health, and long-term care; (3) supporting 

the development of new workforce models for the transformed system; and (4) supporting the formation 

of multi-payer ACOs that commit to value and performance based payment reform and public reporting 

of common quality benchmarks.  

 

Maine Health Management Coalition (MHMC) will be a principle contracted Innovation Model imple-

mentation partner. MHMC is a multi-stakeholder purchaser led collaborative representing employers, 

providers, payers, and consumers. Our membership numbers over 60 employers, representing ~200,000 

employees and dependents, or around a third of all commercially-insured individuals in Maine. Maine-

Care, the State’s public payer, is a member agency. Our organization leads or collaborates in a number of 

initiatives driving healthcare improvement and payment reform, among them (but not limited to them) - 

the Maine Aligning Forces for Quality (AF4Q) initiative, and the PCMH Pilot. Payment reform initiatives 

include data and other support for emerging multi-stakeholder primary care ACOs, development of Value 

Based Insurance Design (VBID), and development of consumer engagement programs.  

 

Maine Health Management Coalition was founded in 1993 on the idea of improving the value of health-

care services for Maine businesses and patients to improve care quality and reduce costs. While Maine 

has been very successful in achieving very high quality care, our insurance premiums for both individuals 

and families remain among the highest in the country, challenging the notion that quality improvement 

alone will reduce the cost of healthcare. In 2012, MHMC convened the multi-stakeholder Health Care 

Cost Work Group to work collaboratively across all sectors to identify a priority set of actions that, if 

fully implemented, would result in a significant reduction in the total cost of care across Maine. These 

priority actions/strategies will eventually be brought to stakeholders statewide – citizens, businesses, phy-

sicians, hospitals, government leaders, etc. – who will be encouraged to support efforts to address them. 

This initiative will continue as part of the Innovation Model. 

   

MHMC also serves as convener of an annual summit of healthcare industry CEOs and other leaders 



 

Maine Health Management Coalition/Foundation    2 Union Street, Suite 301, Portland, ME 04101  

P: 207.899.1971   F: 207.899.3207    www.mehmc.org    www.getbettermaine.org 

around issues of delivery transformation and payment reform. Consensus has grown across Maine stake-

holders that moving away from fee-for-service to more flexible, global payments that enable physicians to 

determine best use of resources while working within a ‘budget’ will create the best financial model for 

improved care at reduced costs. Many Maine provider groups have indicated they will be moving in this 

direction and many Maine purchasers have indicated a preference of a payment method that transfers 

some risk to providers while enabling physicians to direct resources within these budgets. Some of the 

more advanced provider practices moving to shared risk arrangements are increasingly concerned with 

the pace of change, being unable to sustain transformed care in a fee for service environment. In Septem-

ber, 2012, General consensus was reached at the MHMC Executive Summit that all parties would transi-

tion to global payments to support primary care based integrated systems of care.  

 

Outline of Our Commitment - As the principle contracted partner for Testing the Maine Innovation 

Model, MHMC and MHMC-F commit to being responsible for implementation of the following compo-

nents of the project:  

1. Data Analytics;  

2. Public Reporting of Quality Measures Developed Through the Pathways to Excellence Process;  

3. Accountable Care Organization Learning Collaborative Support Through the Accountable Care 

Implementation Group  

4. Continuing Work and Learning Support Around the Development of Value Based Insurance De-

sign; 

5. Continuing the Work of the Health Care Cost Work Group, and;  

6. Development of the Behavioral Health Cost Work Group.     

 

 

Sincerely, 

 

 

Elizabeth Mitchell 

President & CEO 

Maine Health Management Coalition  

Maine Health Management Coalition Foundation  

 

 



 

 
September 17, 2012 

 

Mary Mayhew 

Commissioner 

Maine Department of Health and Human Services 

221 State Street 

Augusta, Maine 04333-0040 

 

Dear Commissioner Mayhew, 

 

I am submitting this letter on behalf of Maine Quality Counts in support of Maine’s application 

for funding under CFDA 93.624 - State Innovation Models: Funding for Model Design and 

Model Testing Assistance.  We understand that the goal of Maine’s proposal, Testing the Maine 

Innovation Model, is to align the delivery and payment of MaineCare services with the efforts of 

other public and commercial payers to achieve the goals of the “Triple Aim” – i.e. to improve 

patient experience of care, improve population health, and lower health care costs.  Given the 

collaborative relationships, commitment to change, and the numerous related and concurrent 

transformation activities already underway in the state, we believe that Maine is uniquely 

positioned to succeed with initiative, and applaud the state’s efforts to leverage and expand these 

efforts through their vision and leadership.  

 

Maine Quality Counts (QC) is a regional health improvement collaborative committed to 

transforming health and health care in Maine by leading, collaborating, and aligning 

improvement efforts.  QC leads and provides support for several important statewide 

improvement programs in Maine, including the Aligning Forces for Quality initiative and the 

Maine Patient Centered Medical Home (PCMH) Pilot.  Our Member organizations include a 

wide range of stakeholders including physicians, hospitals, employers, insurers, consumers, 

policy makers, government and other parties working together to drive transformation of the 

health care system.   

 

Maine Quality Counts has extensive experience in supporting quality improvement initiatives 

with providers, and, along with the state, serves as one of three conveners of the Maine PCMH 

Pilot, which participates in the CMS Multi-Payer Advanced Primary Care Practice (MAPCP) 

demonstration and provides support for changing practice delivery and payment systems for 26 

(soon to be 76) primary care practices across the state.  QC provides quality improvement 

support to Pilot practices through a range of efforts, including hosting a structured learning 

collaborative, supporting monthly practice calls, and providing one-on-one practice quality 

improvement coaching for practices on the key aspects of practice transformation towards a 

more patient centered model of care.  QC has also supported the development of the Community 

Care Team model to partner with primary care practices to provide additional care management 

support for the most high-cost, high-needs patients of each community. 

 

We have also worked closely with the state and the MaineCare program on a number of 

initiatives, including working to align the PCMH Pilot with the state’s plan for implementing a 

Health Homes initiative in accordance with Section 2703 of the Affordable Care Act.  Through 

the Health Homes initiative, we anticipate extending quality improvement support for PCMH 



 

transformation to more than 50 additional primary care practices in the state, providing an 

excellent opportunity to improve the adult quality measures of focus in this proposal.   

 

As a key stakeholder in the SIM proposal, we also commit to support Maine’s effort, Testing the 

Maine Innovation Model, by participating in the following manner:   

 

1. Supporting expansion of the enhanced primary care model as outlined in this proposal 

(i.e. the PCMH model with integration of physical and behavioral health, and Community 

Care Teams to serve the most high risk/ high cost patients) 

2. Promoting reporting by PCMH practices on a common set of measures, which will be 

publicly reported, and used for data feedback to practices to help drive their internal 

improvement efforts 

3. Promoting efforts to measure and reporting patient experience of care and functional 

status, using the CG-CAHPS survey and PROMIS tools 

4. Promoting integrated shared decision making within PCMH practices 

5. Supporting quality improvement efforts for PCMH practices, CCTs, and ACO leaders by 

sponsoring a learning collaborative(s) for the Maine Healthcare Transformation Institute 

 

We are confident that the state of Maine and its collaborating partners have the vision, 

experience, and relationships needed to successfully implement this initiative, and their bold 

vision for transforming the health care system in the state.  I am pleased to extend our strong 

support for this proposal and for the important opportunity it offers to improve health and health 

care for the people of Maine.  

Best regards, 

 
Lisa M. Letourneau, MD, MPH 

Executive Director 



 
 
 
 
 
 
 
 

A member of the University of Maine System 

Muskie School of Public Service 
 

P.O. Box 9300, Portland, Maine 04104-9300 

(207) 780-4430, FAX (207) 780-4549, TTY (207) 780-5646 

www.muskie.usm.maine.edu 

 

 

September 21, 2012 
 
Mary Mayhew 
Commissioner 
Maine Department of Health and Human Services 
221 State Street 
Augusta, Maine 04333-0040 
 
Dear Commissioner Mayhew: 
 
On behalf of the Muskie School of Public Service at the University of Southern Maine I 
am pleased to support Maine’s application for funding under CFDA 93.624 - State 
Innovation Models: Funding for Model Design and Model Testing Assistance.  The 
proposed projectl – Testing the Maine Innovation Model – will align healthcare payment 
and delivery system reform in the state across MaineCare (Maine’s Medicaid program), 
Medicare, and commercial payers to achieve and sustain lower costs, while improving 
quality of care and patient satisfaction.  These goals (i.e. the Triple Aim goals) will be 
accomplished through public/private collaboration of providers, purchasers and payers 
to leverage and connect important work that is already gaining statewide traction. The 
Maine Innovation Model (the Model) brings the State’s investment to the next level by: 
(1) supporting and strengthening enhanced primary care; (2) supporting and 
strengthening alignments between primary care and public health, behavioral health, 
and long-term care; (3) supporting the development of new workforce models for the 
transformed system; and (4) supporting the formation of multi-payer ACOs that commit 
to value and performance based payment reform and public reporting of common 
quality benchmarks. 
 
The Muskie School’s academic and research programs share a common mission of 
educating leaders, informing policy and practice, and strengthening civic life. The School 
houses three academic programs, including public health, as well as nationally 
recognized research programs in health, social policy, the economy, and the 
environment. The School has a multi-disciplinary faculty and staff with extensive 
experience working closely with states providing policy, data, research/evaluation and 
other assistance in support of policy and program development and implementation.  
 
Since 1983 the School has collaborated with the state’s Medicaid, public health, and 
other human service programs on payment and delivery system innovation, quality  
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improvement, and other initiatives.  We are currently funded by the Department, other  
purchasers and payers, and funders to evaluate Maine’s multi-payer Patient Centered 
Medical Home Pilot the cornerstone of delivery system and payment reform efforts in 
the state.  The School is also working with DHHS and the Office of Maine Care Services in 
the design of the Value Based Purchasing Initiatives, including the Health Homes and 
Accountable Communities initiatives. We’ve also worked closely with DHHS partners to 
engage MaineCare members in the early planning phases of the Value Based Purchasing 
Initiatives ensuring that the members’ perspective was represented in major design 
considerations. 
 
We are also partners with DHHS in the development of a competency-based curriculum 
for the direct service workforce serving consumers across Maine’s long term services 
and supports system. This work builds on a 16-year history of developing and 
administering the Maine’s certification program for mental health professionals.  
Additionally, Muskie staff worked closely with the Office of Quality Improvement on a 3- 
year project to integrate physical health knowledge and practices into the mental health 
systems of care. 
 
In short, the Muskie School has partnered closely with Maine’s DHHS in model design, 
research, planning and technical assistance for this ambitious transformation initiative. 
This initiative would bolster the early efforts to implement a full model across payers for 
the benefit of all Maine citizens and we are delighted to offer our support in these 
efforts. 
 
Sincerely, 

 
Andrew F. Coburn, Ph.D, Professor and  
Director, Population Health and Health Policy  
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Maine Patient Centered Medical Home Pilot 

Memorandum of Agreement for Participation 

Maine PCMH Pilot Expansion & MAPCP Demonstration  
 

Introduction: In 2009, The Dirigo Health Agency’s Maine Quality Forum, Quality Counts, and 

the Maine Health Management Coalition convened a multi-stakeholder effort to implement and 

evaluate the Maine Patient Centered Medical Home (PCMH) Pilot as the first step in achieving 

statewide implementation of the PCMH model.  The Pilot was launched in January 2010 with 26 

practices from across the state, initially planned as a 3-year effort to implement the PCMH model 

in a set of primary care practices.  In November 2010, Maine was selected as one of eight sites to 

participate in the Medicare Multipayer Advanced Primary Care Practice (MAPCP) 

demonstration project, bringing in Medicare as a payer in the Pilot.   
 

As a requirement of participation in the MAPCP demonstration, the original timeline of the 

Maine PCMH Pilot has been extended to match the MAPCP timeline (i.e. January 1, 2012 

through December 31, 2014), and the participating commercial payers and Medicaid have agreed 

to extend their participation through this time. In addition, the Pilot is being expanded to include 

20 new adult primary care practices in January 2013. 

 

Practices applying for participation in the Maine PCMH Pilot expansion are asked to commit to 

full participation in the Pilot and the MAPCP demonstration.  This Memorandum of Agreement 

serves as a formal agreement to meet the expectations of participation in the Pilot and MAPCP 

demo through this time period. 
 

Mission: The Maine Patient Centered Medical Home (PCMH) Pilot will develop and implement 

patient centered delivery system and payment models that will provide and support effective, 

efficient, and accessible health care. 
 

Vision: The Patient Centered Medical Home model will provide effective, efficient, and 

accessible health care supported by appropriate payment, and will deliver sustainable value to 

patients, providers, purchasers, and payers.   

Benefits of Participation  

The Maine PCMH Pilot offers an opportunity for primary care practices to make significant 

improvements in their systems of care for all patients in their practice, and to test a new payment 

model that recognizes the value of the PCMH model.  Participants in the Pilot receive the 

following benefits: 

� Recognition as a practice committed to improving primary care and a leader in transforming 

care to the PCMH model 

� Opportunity to participate in an alternative payment model for primary care services, 

including PCMH payments from commercial payers and Medicaid. 

� Support for transforming practice to the PCMH model through the PCMH Learning 

Collaborative, project staff and consultants, and collaborative learning with other practices 

participating in the Pilot 

� Category I CME credits for attendance at PCMH Collaborative Learning Sessions 

� Patient and provider tools to improve care 

� Assistance in managing complex, high-needs patients from a partnering Community Care 

Team  
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Expectations of Participating Practices – Primary care practice sites selected for participation 

in the Maine PCMH Pilot and MAPCP demonstration are asked to commit to the following: 

1. Support the Mission, Vision, and Guiding Principles of the Maine PCMH Pilot (see 

Appendix A), and commit to preserving access to primary care services. 

2. Participate in the full duration of the Pilot and MAPCP demonstration, including a 3-month 

post-Pilot practice reassessment as part of the overall Pilot evaluation. Participation of Pilot 

practice sites means active participation of all healthcare professionals and staff in the 

practice site, and agreement to continually assess and improve care processes and structures 

within the practice, working in partnership with Pilot staff. 

3. Fully implement the PCMH model as defined by the Maine Pilot, including fully 

implementing and maintaining all PCMH Pilot “Core Expectations” (see Appendix B). 

Practices newly entering the Pilot will be required to participate in an on-site assessment to 

evaluate the status of their Core Expectation implementation prior to entering the Pilot, with 

the practice assuming the costs of this assessment.   

4. Maintain Patient Centered Medical Home recognition using the National Committee for 

Quality Assurance Patient Centered Medical Home 2011 Standards (NCQA PCMH 2011), 

maintaining or improving practice’s current NCQA PCMH recognition level.   

5. Submit updated provider information (provider names, tax ID numbers) to Pilot staff on a 

quarterly basis, or as otherwise requested, to support the process of attributing patients to the 

practice which is required for payers to make appropriate payments to practices. 

6. Explicitly identify and use the PCMH payments from participating payers specifically to 

implement the PCMH model and improve systems of care within the practice. 

7. Maintain a “Leadership Team” within the practice to serve as champions for PCMH 

improvement efforts and to attend PCMH Learning Collaborative Learning Sessions.  The 

Leadership Team at your practice must include (at a minimum) a lead primary care physician 

or nurse practitioner, practice administrator, and a clinical support staff.   

8. Participate in the PCMH Learning Collaborative, including consistent attendance by all 

members of the practice Leadership Team at 1-day Learning Sessions three times per year for 

the duration of the Pilot and MAPCP demonstration. A minimum of three Leadership Team 

members are required to attend all PCMH Learning Sessions, and practices may be required 

to pay a fee for attendance to help defray costs.  

9. Participate actively in collaborative learning with other Pilot practices through sharing 

learning with other teams in Learning Sessions and participation of at least one Leadership 

Team member in monthly Leadership Team conference calls. Pilot practices are required to 

participate as a faculty/guest presenter in at least one PCMH team call or Learning Session 

per year. 

10. Work with a PCMH Pilot-recognized Community Care Team to coordinate care and 

collaboratively manage the most high-needs, high-cost patients in the practice. 

11. Fully participate in the Pilot and MAPCP evaluations, including the following: 

• Submit required authorizations for release of claims data to PCMH Pilot staff and 

evaluation team for analysis of cost and quality measures, both at baseline and over the 

course of the Pilot. 
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• Track full set of Pilot clinical quality measures using the practice’s electronic medical 

record or registry, and report the full set of these clinical outcomes at baseline and quarterly 

to PCMH Pilot. 

• Complete additional tools assessing practice culture as determined by the Pilot evaluation 

team – e.g. Practice Staff Questionnaire, Microsystems Assessment Tool.  

• Participate in surveys and interviews with evaluation team, to be completed within three 

months of completion of the Pilot. 

 

By signing below, I acknowledge my understanding of the goals and expectations of the 

Maine PCMH Pilot and MAPCP demonstration, and commit to full participation in the 

Pilot and MAPCP demonstration as defined by agreement to fulfill the expectations 

outlined above.  I further understand that PCMH Pilot staff will periodically communicate 

our practice’s adherence to these expectations to the participating Pilot payers, and that 

these payers may choose to discontinue PCMH payments if we do not fully adhere to these 

expectations. 

 

Practice name: ______________________________________________________ 

Practice Address (site): _______________________________________________ 

 

� Physician or Nurse Practitioner Leader: 

Signed:  _____________________________________  Date: ______________ 

(Name): ______________________________________ 

 

� Practice Manager or lead Administrator: 

Signed:  _____________________________________  Date: ______________ 

(Name): ______________________________________ 

 

 

� Practice Senior Leader (Practices that are owned by a parent organization, hospital, or 

health system must obtain signature of the CEO/President of the parent organization that is 

responsible for operations of the practice): 

Signed:  _____________________________________  Date: ______________ 

(Name): ______________________________________ 

 

 

Please print and return completed MOA (Pgs 1-3) to Maine Quality Counts by May 4, 2012 

 PO Box 190, Manchester, ME  04351-0190, or FAX 622.3332 
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Maine Patient Centered Medical Home Pilot 

Memorandum of Agreement for Participation 

Appendix A:  

Mission & Vision, Guiding Principles of the Maine PCMH Pilot 

Mission: The Maine Patient Centered Medical Home (PCMH) Pilot will develop and implement patient 

centered delivery system and payment models that will provide and support effective, efficient, and 

accessible health care. 

Vision: The Patient Centered Medical Home model will provide effective, efficient, and accessible health 

care supported by appropriate payment, and will deliver sustainable value to patients, providers, 

purchasers, and payers.   

Definitions of Success - The Patient Centered Medical Home will: 

� Improve the health, well-being, and experience of care for all patients and families by… 

• Transforming the experience of care for all patients in the practice, and strengthening the caring 

relationship between patients and their healthcare provider 

• Providing quality care that is safe, timely, effective, equitable, efficient, and patient-centered 

• Providing care that recognizes and integrates all of the patient’s healthcare needs, including integrating 

behavioral and physical health needs 

• Educating and empowering patients to work in partnership with the practice team to achieve optimal 

health and promote preventive care 

• Giving patients more opportunities to be active and engaged in improving their care and their health 

(e.g. e-visits, group visits, community supports) without creating barriers to needed care  

• Connecting patients and families with community resources that support improved care and healthy 

behaviors, and are linked to Maine’s emerging public health infrastructure (e.g. HMPs) 

� Sustain & revitalize primary care by… 

• Encouraging primary care practices to take responsibility for the health needs of the entire population of 

patients in the practice who have agreed to partner with the practice team to receive care. 

• Enabling primary care providers to serve as leaders of practice change and advocates for their patients 

in a system of patient-centered care (i.e. not “gatekeepers”) 

• Improving the efficiency of the practice and the satisfaction of the entire practice team 

• Providing a sustainable payment model that appropriately recognizes the value of primary care, 

supports the infrastructure and systems needed to deliver high quality care, rewards cost effective care, 

positive patient experiences and desired outcomes, and can be expanded statewide 

• Redefining the job of primary care and demonstrating how primary care can be an attractive form of 

practice that encourages medical students to choose training in primary care 

• Highlighting pilot practices as “best practice showcases” to help other practices learn how to transform 

to the medical home model and to promote spread of the model statewide  

� Promote an efficient integrated system of care by… 
• Creating a system that enables people to be healthier and more productive. 
• Working with payers and purchasers to develop benefit designs and payment methodologies that 

support the mutual goals of the medical home 
• Bringing community stakeholders (e.g. primary care, specialists, hospitals) together to work towards 

shared goals and community benefit  

• Reducing overall costs of care (or at a minimum slowing the rate of healthcare cost increases) by 

reducing inappropriate utilization (e.g. avoidable Emergency Department use & hospitalizations) and 

decreasing unwarranted variations in care  

• Measuring outcomes that demonstrate the value (ROI) of the new model, broadly defined in terms of 

quality, experience of care, and costs/resource use 
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Maine Patient Centered Medical Home Pilot 

Memorandum of Agreement for Participation 

Appendix A:  

Mission & Vision, Guiding Principles of the Maine PCMH Pilot 

Guiding Principles for Maine Patient Centered Medical Home 

 

The stakeholders of the Maine Multi-Payer Pilot of the Patient Centered Medical Home (PCMH) 

model endorse the “Joint Principles of the Patient-Centered Medical Home” as outlined by the 

American Academy of Family Physicians (AAFP), American College of Physicians (ACP), 

American College of Pediatrics (AAP), and American Osteopathic Association (AOA) in defining 

the medical home model – see attached.
1
 

 

In addition to the AAFP-ACP-AAP-AOA Joint Principles, the stakeholders of the Maine Multi-

Payer PCMH Pilot also identify the following additional principles that define implementation of 

the PCMH model in Maine: 

• Given the unique geographic and demographic characteristics of the state and the need to take an 

inclusive approach to primary care practice, we envision a patient-centered medical home model that 

is delivered by practice teams that may be broad and varied in their composition but are held to a 

common set of expectations and consistent standard of care. 

• We recognize that nurse practitioners and physician assistants are an integral part of the primary care 

system, and are important members of the primary care practice team. 

• We consider references in the AAFP-ACP-AAP-AOA Joint Principles to “the personal physician” to 

be too narrow, and use the broader definition of the “personal primary care provider”.  Similarly, we 

more broadly define references to the “Physician directed medical practice” to include “primary care 

practice”. 

• We expand the description of “whole person orientation” in the Joint Principles to include a 

responsibility of the primary care team to recognize and integrate the patient’s entire healthcare 

needs, including integration of behavioral and physical health needs. 

• We recognize that payment for the medical home must appropriately recognize the added value 

provided to patients, but also must be balanced by savings from improved efficiencies and decreased 

costs achieved by reducing inappropriate utilization (e.g. avoidable Emergency Department use and 

hospitalizations, diagnostic testing not supported by evidence based guidelines) and decreasing 

unwarranted variations in care. 

 

We further recognize that some stakeholders believe the definition of the Patient-Centered Medical Home 

as defined by the Joint Principles, and as further defined by the NCQA Physician-Practice Connection-

PCMH (PPC-PCMH) standards, are limited, and/or in need of further refinement.  As with any relatively 

new process, we are committed to continually reviewing the Joint Principles and standards, and consider 

them subject to potential future revision.  Today, however, we recognize that they stand as the current 

national consensus definitions of a Patient-Centered Medical Home and endorse them as the core 

principles for the PCMH model when considered together with those noted above. 

 

 

 

 

                                                           
1
 Joint Principles of the Patient Centered Medical Home, AAFP, AAP, ACP, AOA – March 2007 
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American Academy of Family Physicians (AAFP) 

American Academy of Pediatrics (AAP) 

American College of Physicians (ACP) 

American Osteopathic Association (AOA) 

 

Joint Principles of the Patient-Centered Medical Home 

March 2007 

 

Introduction 

 

The Patient-Centered Medical Home (PC-MH) is an approach to providing comprehensive primary 

care for children, youth, and adults.  The PC-MH is a health care setting that facilitates 

partnerships between individual patients, and their personal physicians, and when appropriate, the 

patient’s family. 

 

The AAP, AAFP, ACP and AOA, representing approximately 333,000 physicians, have developed 

the following joint principles to describe the characteristics of the PC-MH. 

 

Principles 

 

Personal physician - each patient has an ongoing relationship with a personal physician trained to 

provide first contact, continuous and comprehensive care. 

 

Physician directed medical practice – the personal physician leads a team of individuals at the 

practice level who collectively take responsibility for the ongoing care of patients. 

 

Whole person orientation – the personal physician is responsible for providing for all the 

patient’s medical needs or taking responsibility for appropriately arranging care with other 

qualified professionals.  This includes care for all stages of life; acute care; chronic care; 

preventive services; end of life care. 

 

Care is coordinated and/or integrated across all domains of the health care system (e.g. 

subspecialty care, hospitals, home health agencies, nursing homes) and the patient’s community 

(e.g. family, public and private community-based services).  Care is facilitated by registries, 

information technology, health information exchange and other means to assure that patients get 

the indicated care when and where they need and want it in a culturally and linguistically 

appropriate manner. 

 

 Quality and safety are hallmarks of the medical home: 

 

○ Practice advocates for their patients to support the attainment of optimal, 

patient-centered outcomes that are defined by a care planning process driven by 

a compassionate, robust partnership between physicians, patients, and the 

patient’s family 

o Evidence-based medicine and clinical decision-support tools guide decision 

making 

o Physicians in the practice accept accountability for continuous quality 

improvement through voluntary engagement in performance measurement and 

improvement.  

o Patients actively participate in decision-making and feedback is sought to 

ensure patients’ expectations are being met 
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o Information technology is utilized appropriately to support optimal patient 

care, performance measurement, patient education, and enhanced 

communication 

o Practices go through a voluntary recognition process by an appropriate non-

governmental entity to demonstrate that they have the capabilities to provide 

patient centered services consistent with the medical home model.  

o Patients and families participate in quality improvement activities at the 

practice level 

 

Enhanced access to care through systems such as open scheduling, expanded hours and new 

options for communication between patients, their personal physician, and office staff. 

 

Payment appropriately recognizes the added value provided to patients who have a patient-

centered medical home.  The payment structure should be based on the following framework: 

 

• It should reflect the value of physician and non-physician staff work that falls 

outside of the face-to-face visit associated with patient-centered care 

management.   

• It should pay for services associated with coordination of care both within a 

given practice and between consultants, ancillary providers, and community 

resources.  

• It should support adoption and use of health information technology for quality 

improvement;  

• It should support provision of enhanced communication access such as secure e-

mail and telephone consultation;  

• It should recognize the value of physician work associated with remote 

monitoring of clinical data using technology.  

• It should allow for separate fee-for-service payments for face-to-face visits. 

(Payments for care management services that fall outside of the face-to-face visit, 

as described above, should not result in a reduction in the payments for face-to-

face visits). 

• It should recognize case mix differences in the patient population being treated 

within the practice. 

• It should allow physicians to share in savings from reduced hospitalizations 

associated with physician-guided care management in the office setting. 

•  It should allow for additional payments for achieving measurable and continuous 

quality improvements. 
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Maine Patient Centered Medical Home Pilot  
 

Memorandum of Agreement for Participation 

APPENDIX B – Maine PCMH Pilot Core Expectations 
 

Introduction: The Maine Patient Centered Medical Home (PCMH) Pilot is a multi-stakeholder 

effort convened by the Dirigo Health Agency’s Maine Quality Forum, Maine Quality Counts, and 

the Maine Health Management Coalition to implement and evaluate the PCMH model as the first 

step in achieving its statewide implementation.  Practices participating in the Pilot confirm their 

commitment through a written “Memorandum of Agreement”, which outlines the anticipated 

benefits and expectations for primary care practice sites participating in the Pilot, and includes a 

set of “Core Expectations”, listed below. Pilot practices commit to achieving and maintaining 

these Core Expectations during the course of the Pilot.  (NB: Expectation #10, HIT, was added 

July 09).   
 

1. Demonstrated leadership  

• The practice can identify at least one primary care physician or nurse practitioner as a 
leader within the practice who visibly champions a commitment to improve care and 
implement the PCMH model.  The primary care leader(s) takes an active role in working 
with other providers and staff in the practice to build a team-based approach to care, 
continually examine processes and structures to improve care, and review data on the 
performance of the practice. The primary care leader also participates as a member of 
the practice Leadership Team and participates in all aspects of the PCMH Learning 
Collaborative. 

 

2. Team-based approach to care 

• The practice uses a team-based approach to care delivery that includes expanding the 
roles of non-physician providers (e.g. nurse practitioners, physician assistants, nurses, 
medical assistants) to improve clinical workflows.  

• The practice has committed redesigning primary care practice in a way that utilizes non-
physician staff  to improve access and efficiency of the practice team in specific ways, 
such as through greater use of planned visits, integrating care management into clinical 
practice, delegating some types of patient testing or exams (e.g., ordering of routine 
screening tests, diabetic foot exams) to non-physicians; expanding patient education; 
and providing greater data support to physicians to enhance the quality and cost-
effectiveness of their clinical work. 

• Members of the practice team identify themselves as part of the practice team, and can 
identify their specific role and responsibilities within the team.  

 

3. Population risk stratification and management 

• The practice has adopted a process for proactively identifying and stratifying patients 
across their population who are at risk for adverse outcomes, and direct resources or 
care processes to help reduce those risks. 

• “Adverse outcomes” is intended to mean adverse clinical outcomes and/or avoidable use 
of healthcare services such as hospital admissions, emergency department visits, or 
non-evidence based use of diagnostic testing or procedures. 
 

4. Practice-integrated care management 

• The practice has a clear process for providing care management services, and has 
identified specific individuals to work closely with the practice team to provide care 
management for patients at high risk for experiencing adverse outcomes, including 
patients with chronic illness who are complex or fail to meet multiple treatment goals; 
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patients identified at risk for avoidable hospitalization or emergency department use; and 
patients at risk for developing avoidable conditions or complications of illness. 

• Care management staff have clear roles and responsibilities, are integrated into the 
practice team, and receive explicit training to provide care management services. 

• Care management staff have defined methods for tracking outcomes for patients 
receiving care management services. 
 

5. Enhanced access to care 

• The practice commits to preserving access to their population of patients. 

• The practice has a system in place that ensures patients have same-day access to their 
healthcare provider using some form of care that meets their needs – e.g. open-access 
scheduling for same-day appointments, telephonic support, and/or secure messaging. 

• Time to 3rd next available appointment is consistently tracked and measured at zero. 
 

6. Behavioral-physical health integration 

• With the assistance of PCMH Pilot staff and consultants, practice participates in a 
baseline assessment of their current behavioral-physical health integration capacity 

• Using results from this baseline assessment, practice has taken steps to make one or 
more specific improvements to integrate behavioral and physical health care– e.g. 

○ Implement a system to routinely conduct a standard assessment for depression (e.g. 
PHQ-9) in patients with chronic illness 

○ Incorporate a behavioralist into the practice to assist with chronic condition management 

○ Co-locate behavioral health services within in the practice 
 

7. Inclusion of patients & families in implementation of PCMH model 

• With the assistance of PCMH Pilot staff and consultants, practice has identified at least 
two patients or family members to be part of the practice Leadership Team 

• Practice is using one or more mechanisms for routinely soliciting input from patients and 
families on how well the practice is meeting their needs 
 

8. Connection to community – local Healthy Maine Partnership 

• With assistance from PCMH Pilot staff, practice connects with their local Healthy Maine 
Partnership (HMP) to better understand community resources available to their patients 
o Practice can identify their local Healthy Maine Partnership  
o Practice leadership meets at least once with HMP staff 

 

9. Commitment to reducing unnecessary healthcare spending, reducing waste, and 
improving cost-effective use of healthcare services 

• The practice makes a clear and firm commitment to reduce wasteful spending of 
healthcare resources and improving the cost-effective use of healthcare services by 
targeting at least 1-3 specific waste reduction initiatives – i.e. practice commits specific 
resources or processes in the practice towards… (e.g.) 
o Reducing avoidable hospitalizations 
o Reducing avoidable emergency department visits 
o Reducing non-evidence-based use of expensive imaging – e.g. MRI for low back pain 

or headache 
o Working with specialists to develop new models of specialty consultation that improve 

patient experience and quality of care, while reducing unnecessary use of services 
o Directing referrals to specialists who consistently demonstrate high quality and cost 

efficient use of resources 
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10. Integration of health information technology (HIT):   

• Practice is working towards use of integrated HIT (e.g. registry, electronic medical 
record, personal health records, health information exchange, provider-patient secure 
messaging) to support improved communication with and for patients, and to assure 
patients get care when and where they need and want it in a culturally and linguistically 
appropriate manner.  
 
 
 

 

Please print and return completed MOA (Pgs 1-3) to Maine Quality Counts by December 15, 2011  

 PO Box 190, Manchester, ME  04351-0190, or FAX 622.3332 
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DEMONSTRATION AGREEMENT 
 

 

DEMONSTRATION: Multi-payer Advanced Primary Care Practice (MAPCP) 

Demonstration  

 

State: Maine  

 

Preamble 

 

The Multi-payer Advanced Primary Care Practice (MAPCP) Demonstration is a three year 

demonstration to promote the principles of the advanced primary care (APC) practice, which is 

often referred to as the patient-centered medical home.  Advanced primary care practices, or 

“medical homes,” utilize a team approach to care, with the patient at the center. APC practices 

emphasize prevention, health information technology, care coordination and shared decision 

making among patients and their providers.  The goal is to improve the quality and coordination 

of health care services. For the purposes of this demonstration, an APC practice may be a solo 

practitioner, a group practice, or a federally qualified health center (FQHC).  APC practices may 

be led by doctors or nurse practitioners. 

 

Under this demonstration, CMS will join with Medicaid and commercial insurers to participate 

in State multi-payer medical home initiatives. Thus, each state program will vary both in design 

and payment requirements.  The demonstration program will pay a monthly care management fee 

for beneficiaries receiving primary care from APC practices. The care management fee is intended to 

cover care coordination, improved access, patient education and other services to support chronically 

ill patients. Additionally, each participating State will have mechanisms to offer APC practices 

community support and linkages to State health promotion and disease prevention initiatives.  

 

The authority to conduct this demonstration is provided in section 402 of Public Law 90-248, as 

amended (42 U.S.C. 1395b-1).  Specifically, under 402(a) (1) (B), the Secretary is authorized to 

develop and engage in demonstrations 

  

"…to determine whether payments for services other than those for which 

payment may be made under such programs…would in the judgment of the 

Secretary, result in more economical provision and more effective utilization 

of services for which payment may be made under such program…”  

 
 

Under the demonstration, beneficiaries will continue to receive all reasonable and necessary 

covered items and services provided for in Title XVIII and providers will continue to be eligible 

for payment for services covered under the Medicare fee-for-service program as they would in 

the absence of the demonstration.  However, in addition, providers and other specified 

community entities will be eligible for medical home payments as specified in Attachment 2 to 

this agreement. 
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The Center for Medicare and Medicaid Innovation (hereinafter “CMMI”) in the Centers for 

Medicare & Medicaid Services (hereinafter “CMS”) awards this demonstration agreement to the 

state of  Maine (hereinafter referred to as the  “State” or “state”) to conduct the Multi-payer 

Advanced Primary Care Practice (MAPCP) Demonstration  (hereinafter “Demonstration” or 

“demonstration”) and serve Medicare beneficiaries according to special terms and conditions 

agreed upon by both CMS and the state as set forth in this Demonstration Agreement. 

.  

This agreement between CMS and the State is not subject to the Federal Acquisition 

Regulations.  

 

Special Terms and Conditions 

 

1. MAPCP Demonstration: The state agrees to implement the demonstration as specified in 

their original proposal including any subsequent changes as mutually agreed to by CMS and 

the State. Any requests for modification to the demonstration must be agreed to in writing 

and approved by the CMS Project Officer prior to implementation and will be by mutual 

agreement of CMS and the State. Any modifications shall be incorporated into this 

Demonstration Agreement by reference upon written CMS approval. 

2. Award Period: This is a three year demonstration commencing with the first month for 

which payments are made under the demonstration. It is expected that the demonstration will 

be operational in mid-2011, but the exact date may vary based on the operational readiness of 

either CMS or the State. Significant delays from this schedule will be based on mutual 

negotiation and agreement by both parties. 

3. Practice and Provider Monitoring – The State agrees to establish and maintain an ongoing 

system to monitor and ensure that practices, providers, and, as applicable, community based 

health teams or other entities participating in the demonstration meet all of the requirements 

and expectations of participation. This may include, but is not limited to, providing and/or 

coordinating the provision of  medical home services to all eligible patients, submitting of 

any required data, meeting benchmark certification standards, if required, and participating in 

demonstration related activities. Practices, providers and/or community health teams that fail 

to meet expectations shall be so notified and, if they continue to not meet expectations, shall 

be terminated from the demonstration. The State shall notify CMS of any such terminations 

within 5 business days. 

4. Practice and Provider Information:  The State agrees to provide CMS information on APC 

practices, individual providers, community care organizations, and any other entity 

participating in this demonstration through agreements with the State. The information shall 

include, but not be limited to, Medicare identification numbers (e.g. PINs, NPIs) and the 

effective start and termination dates for participating practices, providers, and community 
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organizations as necessary to conduct demonstration activities including beneficiary 

assignment and accurate and timely payment and reconciliation. A description of the 

algorithms to be used in assigning beneficiaries to practices is provided in Attachment 1. A 

list of the information to be provided by the State is provided in Attachment 3.  

a. The State shall assume responsibility for the accuracy and completeness of all data 

submitted as part of this demonstration. This includes, but is not limited to, data used 

to assign beneficiaries to practices and calculate medical home payments and any 

information provided to CMS and/or its contractors.  The State attests that all 

information provided to CMS is complete, accurate, timely and truthful based on its 

best knowledge.   

b. Should a practice or other participating organizational entity withdraw or be 

terminated by the State from the demonstration such that it is no longer eligible for 

payment, the State agrees to notify CMS in writing within 5 days of any such action 

in order to minimize disruption to the demonstration operations and the need to 

retract or otherwise retroactively adjust payments. 

c. The State and its participating practices or organizations agree to cooperate and 

provide data requested by CMS and/or its contractors in order to conduct the 

operations of this demonstration.  

5.  Payment – Under this demonstration, CMS will pay a monthly care management fee for 

beneficiaries receiving primary care from participating APC practices. The care management fee 

is intended to cover the costs of transforming the practice into a “medical home” including care 

coordination, improved access, patient education and other services to support improved patient 

care. In addition to the fee to the APC practice, CMS may, pay a monthly fee to community 

health teams or similar organizations. The payment codes to be used and amounts of such 

payments under this State‟s Demonstration Agreement are provided in Attachment 2. 

6. Evaluation-   As part of its proposal, the State has agreed to conduct its own evaluation plan 

to monitor performance and provide feedback to participating payers, providers, and 

communities. In addition, CMS will be contracting with an independent organization to 

conduct its own independent evaluation of the demonstration in all of the participating states. 

The State and its partners, including all participating APCs, agree to cooperate with and 

provide data requested by the CMS independent evaluation contractor, including submission 

of cost and other program data and participation in site visits.  

7. Other Demonstrations or Programs - The State and its participating APC practices and 

community organizations agree not to participate in more than one Medicare demonstration 

or program that covers the period between the start and end dates of the MAPCP 

demonstration should CMS determine such participation conflicts with the MAPCP 
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demonstration, would result in duplicate payment to one or more providers for services to the 

same beneficiary, and/or would impact the evaluation of one or both demonstrations.  CMS 

reserves the right to exclude from participation in another CMS demonstration any State or 

participating practice/community organization that voluntarily withdraws from the MAPCP 

demonstration. 

8. Data –  The State and its partnering organizations (participating practices, providers, 

community organizations, third party administrative entities, etc.) shall maintain the 

confidentiality and security of all project-related information that identifies individual 

beneficiaries, APC practices and/or providers in accordance with  the Health Insurance 

Portability & Accountability Act of 1996 (HIPAA) Privacy Rule and other applicable 

HIPAA Provisions.  

a. In order to allow CMS to share personally identifiable patient and provider data with 

the state, participating APCs, and any other partners, for the purposes of facilitating 

care coordination and the administration or evaluation of the demonstration, the state 

agrees to establish business associate agreements, as necessary, to be in compliance 

with the Health Insurance Portability & Accountability Act of 1996 (HIPAA) Privacy 

Rule and other applicable HIPAA Provisions.  

b. CMS agrees to work with all states participating in this demonstration to provide 

Medicare claims and enrollment data needed to support each state‟s demonstration 

project in a uniform format and frequency.  

c. The State and any of its partners that have access to personally identifiable data shall 

sign a CMS Data Use Agreement prior to receiving any data files from CMS. The 

data provided by CMS shall only be used for the purposes explicitly stated in the Data 

Use Agreement.  

d. Any data about the demonstration that is made public shall be anonymous or at the 

aggregate level and will not include any individually identifiable data as defined by 

HIPAA or any other CMS or federal memorandum, policies, statutes or regulations. 

e. All of the data collected by CMS during the course of this demonstration shall be 

confidential and will be used solely for the purpose of implementing or evaluating the 

demonstration. No individually identifiable (by beneficiary, APC practice or 

individual physician or other provider of service) data shall be made public.  

9. Ownership of Work Products – All documents, survey instruments, data files, and any 

other information and products related to this demonstration created by CMS or its 

contractors shall be the sole property of CMS. If the State wishes to use any of the 

information or products created during the course of this project for purposes other than the 
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administration of this demonstration, it shall obtain the written permission of CMS. This 

shall not preclude the states from using data by CMS to provide monitoring or other feedback 

information to participating practices. 

Likewise, all documents, survey instruments, data files, and any other information created by 

the State and/or any contracting entities working on its behalf to implement this 

demonstration will remain the property of the State and/or its contractors. 

10. Budget Neutrality – During the course of the demonstration, CMS will monitor 

expenditures for claims and demonstration payments against projections to ensure that the 

State‟s project will be budget neutral over the course of the three years. CMS reserves the 

right, at its discretion, to negotiate with the State adjustments in payments or terminate the 

demonstration to ensure budget neutrality, as deemed necessary. 

11. Voluntary Participation- Participation in this demonstration is voluntary. However, it is 

expected that the State intends to participate for the full duration of the demonstration.  

a. If the State decides to withdraw from the demonstration and terminate this 

Demonstration Agreement prior to the end of the three year demonstration period, it 

must notify CMS in writing 90 calendar days before the planned date of withdrawal 

and termination. The State must also notify all participating practices and other 

organizations in writing within 60 calendar days before the planned date of 

withdrawal and termination. 

b. Should the State decide to terminate its participation in the demonstration before the 

end of the three years, neither the State nor any organization participating in the 

State‟s project will be eligible for any demonstration payments for periods after the 

termination of this agreement. Nor will any providers or any other entities 

participating in this demonstration through agreements with the state be eligible for 

demonstration payments for periods after the termination date of this agreement. 

12. Termination by CMS-  CMS reserves the right to terminate the demonstration in whole or 

in part, at any time prior to end of the three year demonstration if it determines that 

continuing the project is no longer in the public interest or for any reason determined by 

CMS. CMS will promptly notify the State in writing 90 calendar days in advance of such 

termination, together with the effective date. The State must notify practices and other 

participating organizations 60 calendar days before the planned date of termination.  

13. Changes - Changes in the terms and conditions of this agreement may be made only by 

written agreement of the parties. 
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14. Notices-  Any notice required to be given by CMS to the State or by the State to CMS  

hereunder shall be in writing sent certified mail, return, receipt, requested and mailed to:  

If to CMS:  Jody Blatt 

Project Officer 

Centers for Medicare & Medicaid Services 

7500 Security Blvd 

Baltimore, MD  21244 

 

If to the State: (insert name & address) 

   

 

 

15.  Acceptance of Demonstration Agreement- A representative of the State who can legally 

sign contracts and bind the State shall sign this Demonstration Agreement below indicating 

acceptance of all provisions contained within this demonstration agreement.  

 

FOR CMS: 

 

________________________________________________ 

[Print Name and Title]     

Centers for Medicare & Medicaid Services 

 

         __________   

[Signature]             Date 

 

 

FOR THE STATE: 

 

          

[Print Name and Title]    

         __________  

[Signature]              Date 
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DEMONSTRATION AGREEMENT ATTACHMENTS 
 

 

 

State: Maine 
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ATTACHMENT 1: Beneficiary Assignment Algorithm 

1. The look back period is the most recent 24 months for which claims are available. 

 

2. Identify all Medicare beneficiaries who meet the following criteria as of the last day in the 

look back period: 

 Reside in Maine; 

 Have both Medicare Parts A & B; 

 Are covered under the traditional Medicare Fee-For-Service Program and are not enrolled 

in a Medicare Advantage or other Medicare health plan; and 

 Medicare is the primary payer; 

 

3. Select all claims for beneficiaries identified in step 2 with the following qualifying CPT 

Codes in the look back period (most recent 24 months) where the provider specialty is 

internal medicine, general medicine, geriatric medicine, family medicine, nurse practitioner, 

or physician assistant or where the provider is an FQHC. 

 

CPT-4 Code Description Summary 

Evaluation and Management - Office or Other Outpatient Services 
 New Patient:  99201-99205 

 Established Patient:  99211-99215 

Consultations - Office or Other Outpatient Consultations 
 New or Established Patient:  99241-99245 

Nursing Facility Services:  
 E&M New/Established patient:  99304-99306 

 Subsequent Nursing Facility Care:  99307-99310 

Domiciliary, Rest Home (e.g., Boarding Home), or Custodial Care Service: 
 Domiciliary or Rest Home Visit New Patient:  99324-99328 

 Domiciliary or Rest Home Visit Established Patient:  99334-99337 

Home Services 
 New Patient:  99341-99345 

 Established Patient:  99347-99350 

Prolonged Services – Prolonged Physician Service With Direct (Face-to-Face) Patient Contact 

 99354 and 99355 

Prolonged Services – Prolonged Physician Service Without Direct (Face-to-Face) Patient 

Contact 

 99358 and 99359 

 

Preventive Medicine Services 
 New Patient:  99381–99387 

 Established Patient:  99391–99397 
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CPT-4 Code Description Summary 

Medicare Covered Wellness Visits 

 G0402 - Initial Preventive Physical Exam (“Welcome to Medicare” visit) 

 G0438 – Annual wellness visit, first visit 

 G0439 – Annual wellness visit, subsequent visit 

Counseling Risk Factor Reduction and Behavior Change Intervention 
 New or Established Patient Preventive Medicine, Individual Counseling: 99401–99404 

 New or Established Patient Behavior Change Interventions, Individual: 99406-99409 

 New or Established Patient Preventive Medicine, Group Counseling: 99411–99412 

Other Preventive Medicine Services – Administration and Interpretation: 
 99420 

Other Preventive Medicine Services – Unlisted preventive: 
 99429 

Federally Qualified Health Center (FQHC) – Global Visit 

(billed as a revenue code on an institutional claim form) 
 0521 = Clinic visit by member to RHC/FQHC; 

 0522 = Home visit by RHC/FQHC practitioner 

 
4. Assign a beneficiary to the practice where s/he had the greatest number of qualifying claims.  A practice 

shall be identified by the NPIs of the individual providers associated with it. 

 

5. If a beneficiary has an equal number of qualifying visits to more than one practice, assign the beneficiary 

to the one with the most recent visit. 

 

6. This beneficiary assignment algorithm shall be run every 3 months with reports provided as designated in 

the CR to various entities within 15 business days of the end of the look back period and applicable to 

payments starting 30 days after the end of the look back period. 
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Attachment 2 – Payment Processing and Codes  

 

HCPCS 

Code 

Description Payable To Allowable 

Charge 

G9008 Physician Coordinated 

Care Oversight Services 

Medical Home practice $ 6.95 

G9152 MAPCP Demonstration –

Community Health 

Teams 

Community Based Entity S 2.95 
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Attachment 3 –Data to be Provided to CMS by the State 

 

I. For Participating Medical Homes, Community  Health Teams, and 

Providers 

1.  Practice name 

2. Practice ID (assigned by state) 

3. Region (if applicable) 

4.  Practice Address (street, city, state, zip) 

5. Practice Level Billing information for each Part B carrier/MAC billed, 

including: 

a. Carrier / MAC name 

b. Part B PIN (P-TAN) 

c. NPI (Group or Individual) 

d. Tax ID (and whether it is an SSN or EIN) 

6.  Indicator whether practice bills Medicare as an FQHC, RHC or CAH. 

7.  If practice is an FQHC/RHC/CAH, provide the following additional 

information: 

a. “Part A” provider number used for billing “global visit.” 

b. „Part B” provider number to be used for paying medical home 

fees. 

8. Demonstration effective and termination dates  

9. Contact Information (name, address, phone, email) 

 

For each individual provider within a practice, the information shall include the 

following fields: 

1.  Practice affiliated with. 

2.  Provider name. 

3.  Individual NPI 

4. Individual PIN (P-TAN) for all carriers billed 

5. Individual Tax ID, if applicable 

6. Date provider joined the practice 

7. Date provider left the practice 

8. Contact Information (name, address, phone, email) 

 

 

For those States where there will be payments to community organizations 

providing care coordination services, the information shall include: 

 

1.  Practices affiliated with the organization. 

2.  Organization name 

3.  Billing Information 

a. Carrier/MAC name 
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b. Organization‟s P-TAN (Individual PIN). 

c. NPI 

d. TIN (SSN or EIN) 

4.  Demonstration Participation Effective Date  

5.  Demonstration Participation Termination date 

6. Contact Information (name, address, phone, email) 

 

 

For those States where there will be payments to a state designated entity for 

oversight and management or other similar services, the information shall 

include: 

1.  Organization name. 

2. Billing Information 

a. Carrier/MAC name 

b. Organization‟s P-TAN (Individual PIN). 

c. NPI 

d. TIN (SSN or EIN) 

3. Demonstration Participation Effective Date  

4. Demonstration Participation Termination date 

5. Contact Information (name, address, phone, email) 

 

 

II. Billing Codes and Payment 

For each entity receiving Payment 

1. Procedure Code to be Used 

2. Payment Amount 

3. Payment Effective Date 

4. Payment Termination Date 

 

 



Section I. Performance Measurement of Quality, Cost, and Health Goals 

Refer to DRR Section I: Quality, Financial and Health Goals and Performance Measurement Plan 

Supporting Documentation Available: 

I1)  Hospital Ratings Methodology – March, 2013 

I2)  Stakeholder Engagement Plan (See SECTION A5 Documentation) 

I3)  Communications Matrix (See SECTION Q Documentation) 

See also Documentation SECTION D 
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Hospital Ratings Methodology 

Updated March 2013 
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Effective and Safe - MHMC publically reports the following composite measures (i.e. percent of patients that received all appropriate 

care).    

 

Reported under the “Effective” Category: 

• Heart failure care 

• Pneumonia 

 

  Reported under the “Safe” Category: 

• Preventing surgical infections composite measures 

  

MHMC uses a composite measure for each measurement area based on the measures below: 

 

MEASURE NAME 

Heart Failure Patients Given ACE Inhibitor or ARB for Left Ventricular Systolic 

Dysfunction (LVSD) 

Heart Failure Patients Given an Evaluation of Left Ventricular Systolic (LVS) Function 

Heart Failure Patients Given Discharge Instructions 

Heart Failure Patients Given Smoking Cessation Advice/Counseling * 

Pneumonia Patients Assessed and Given Pneumococcal Vaccination * 

Pneumonia Patients with Blood Culture Before First Antibiotic 

Pneumonia Patients Given Initial Antibiotic(s) within 6 Hours After Arrival * 

Pneumonia Patients Given Smoking Cessation Advice/Counseling * 

Pneumonia Patients Given the Most Appropriate Initial Antibiotic(s) 

Pneumonia Patients Assessed and Given Influenza Vaccination * 

Surgery patients who were given an antibiotic at the right time (within one hour before 
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surgery) to help prevent infection 

Surgery patients whose preventive antibiotics were stopped at the right time (within 24 hours 

after surgery) 

Surgery patients who were given the right kind of antibiotic to help prevent infection 

Cardiac surgery patients with controlled blood glucose 

Surgery patients with appropriate hair removal * 

Patients who got treatment at the right time (within 24 hours before or after their surgery) to 

help prevent blood clots after certain types of surgery 

Surgery patients whose doctors ordered treatments to prevent blood clots after certain types 

of surgeries 

   * Measure retired by CMS for discharges effective January 1, 2012  

 

MHMC will calculate the composite measure in the following way to address the retired measures: 

 

The composite measures are “all or nothing” indicator. If any of the individual measures composing the composite measure are 

not documented for that patient, do not count the patient in the numerator.  

Assume a point where we have 2 quarters of 2011 and 2 quarters of 2012 data.  The hospital’s score would be as follows: the 

numerator would be the # of patients who passed all the measures in use in that last 2 quarters of 2011 plus the # who passed 

all the (reduced) measures in use in the first 2 quarters of 2012 divided by the total # of patients.  

 

There will be no minimum case count for reporting - hospitals that treat any qualifying cases will be scored on those cases. 

There are 3 benchmarks: national average, state average, and best practice or top hospitals (90th percentile or above). The 

method for calculation of the national average and national best practice benchmarks was revised for the April 2013 website 

update as follows.  Prior to April 2013, only one quarter of the most recent national data was used for calculation of the 

average and best practices benchmarks but based on votes of the PTE Physicians Steering Committee meeting, the four most 

recent quarters of national data will be used.  However, national data is not available as timely as Maine hospital data so the 

national benchmarks although based on four quarters will be one quarter behind the Maine data.  For example, Maine data 
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posted to the GBM website April 2013 is for Q3 2011 - Q2 2012 while the national data used to calculate benchmarks is for  

Q2 2011 – Q1 2012. 

 

Based on Ratings are assigned as follows: 

 

Rating  Scoring 

Best  Equal to or above all 3 benchmarks 

Better  Equal to or above 2 of the 3 benchmarks  

Good  Equal to or above 1 benchmark 

Low Below all benchmarks   

 

Safe   

Medication Safety: Medication Safety is based on a survey developed by a Committee of Pharmacists and Nurses from MHMC 

member hospitals.  The survey addresses systems in place in hospitals that have been shown to reduce medication errors.  The 

maximum score is 100 points.  Please contact PTE Hospital project leader if you are interested in further details (e.g. algorithm, 

scoring criteria) 

Rating Scoring 

Best  >=70 

Better  >=55 to <70 

Good  >=45 to <55 

Low 0 to <45 
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Components of Medication Safety Survey -  

1. How prescriptions are double-checked - What systems are in place to help doctors, nurses, and pharmacists double-

check medicines before they’re given to patients? A good system helps ensure that patients get the right medicines in the 

right doses. It also checks to see if medicines can be used together without side effects. Many hospitals use computer 

systems that alert providers to possible problems before they happen. 

2. How medicines are given - What kind of record keeping system is in place to help nurses know what medicines each 

patient should get and when they should get it? Some hospitals use computer systems that give nurses complete and up-to-

the-minute information at the press of a button. This helps the nurse to prevent errors. 

3. How medicine is stored - How is medicine stored on nursing units? When medicines stored in a cabinet look alike and 

have similar names, it’s easy for a nurse to reach for the wrong one. Many hospitals now use medicine cabinets that are 

connected to a computer. When a nurse needs a medicine, the computer opens just the cabinet compartment with the right 

medicine. Often, the door to the compartment will open only after a pharmacist has double-checked the prescription. These 

systems help keep both the nurse and the pharmacist from making mistakes. 

4. Bar-coded medication administration (BCMA) - allows caregivers to utilize bar code scanning technology prior to 

administering medications, to confirm patient identity and medication information against data readily available via the 

Medication Administration Record. Immediate access to a patient’s current results and medication administration 

information greatly reduces preventable medication errors. The use of bar code scanning increases accuracy and efficiency 

of caregivers completing medication administration records, providing physicians faster and easier access to critical 

information to manage patient care. 

5. Professional Pharmacy Services This section focuses on systems that hospitals have in place for clinical review of critical 

areas of medication therapy such as appropriateness of dosing in patients with poor kidney function, appropriate selection 

of antibiotic and anticoagulant therapy. 
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Safe Practices: National Safe Practices is based on selected measures from the Hospital Quality Ratings produced by the Leapfrog 

Group. Hospitals complete a detailed survey annually with monthly updates available.  MHMC uses the following sections of the 

Leapfrog ratings: 

1. High risk procedures  

  -  Heart bypass surgery 

  -  Angioplasty 

  -  High risk deliveries 

  -  Normal deliveries 

  - Weight loss surgery 

  -  Aortic valve surgery 

  -  Abdominal aortic aneurism repair 

  -  Pancreatic resection 

  -  Esophageal resection 

2. Preventing medication errors 

3. Appropriate ICU Staffing 

4. Steps to avoid harm 

 

Leapfrog’s ratings are displayed as “bars” and a hospital receives 1 to 4 bars depending upon their performance in each 

measure. 

 1 bar = willing to report  

 2 bars = some progress in meeting standard 

 3 bars = substantial progress in meeting standard 

 4 bars = fully meets standard 

MHMC assigns a point value to the bars as follows: 

0 bars = 0 points 

1 bar  =  1 point 

2 bars = 2 points 

3 bars = 3 points 

4 bars = 4 points  
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MHMC only uses the quality of care ratings that are designated by Leapfrog (e.g. heart angioplasty, heart bypass) and not the 

cost of care ratings for those procedures where Leapfrog incorporates both cost and quality. 

The scoring is a two-step process. The first calculation is the Leapfrog High Risk Rating score:  Numerator - Sum of the scores 

for each High Risk Procedure reported.  Denominator - # of High Risk measures reported.  Secondly, the total Leapfrog score 

is calculated:  Numerator – The sum of the scores for: high risk procedures + prevent medication errors + appropriate ICU 

staffing + steps to avoid harm.   Denominator - total # of categories reported (high risk procedures, steps to avoid harm, 

prevent medication errors, appropriate ICU staffing). 

Note:  MHMC designates hospitals as either A or B.  “A” hospitals have 100 or more beds and “B” hospitals have fewer than 

100 beds based on the Maine Hospital Association guide. B hospitals are only required to report steps to avoid harm and high 

risk procedures.  If a “B” hospital reports either the prevent medication errors, or ICU staffing measures, then MHMC will 

use both prevent medication errors and ICU staffing in the overall rating calculation but ONLY if these measures improve the 

total score based on the two required measures. 

 

Rating Scoring 

Best  >=3.5 

Better  >=2.5-3.4 

Good  >=1.5-2.4 

Low <1.5 
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Falls with Injury  

Source of data:  The data will be obtained from the Maine Quality Forum website. 

Timing of data:  The most recently available 4 quarters of data will be used in MHMC’s quarterly website updates. 

Hospital Review: As with other MHMC Hospital measures, the results and ratings assignment for all hospitals will be provided to 

each hospital for a 10 day review period prior to posting on the MHMC website. Hospitals are encouraged to review the results for 

accuracy and report any concerns to MHMC.   

Methodology:  MHMC will calculate a mean score and + and – one standard deviation based on the actual rate of falls with injury per 

1000 patient days for each of the following hospital peer groups: 

• >= 150 beds 

• < 150 beds but not Critical Access Hospital 

• Critical Access Hospitals 

• Hospitals of any size without maternity services 

Ratings will assigned as follows: 

• Falls with Injury rate above +1 standard deviation above mean = Low 

• Falls with Injury rate between +1 standard deviation above mean and -1 standard deviation below the mean = Good 

• Falls with Injury rate below -1 standard deviation below mean = Better 

• Falls with Injury rate <= 0.4 falls/1000 patient days regardless of where the rate falls relative to standard deviations = Best  

The following graphics depict examples of how ratings will be assigned: 

Falls – Std Deviation Method Example 1: Where the -1 Standard Deviation level is above the 0.4 Falls/1000 Patient Days best 

practice benchmark 
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Falls Standard Deviation – Example 2:  Where the -1 Standard Deviation level is below the 0.4 best practice benchmark 
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Patient Experience - HCAHPS:  MHMC uses the “top box” methodology for scoring and rating each Pt. Experience Domain: 

 

Onpoint downloads the entire HCAHPS database for all hospitals reported and calculates the top 10% of the national 

performance and national and state averages for each HCAHPS domain. MHMC’s Pt. Experience reporting utilizes the 8 

Domains that will be used by the CMS VBP initiative. Consistent with CMS VBP program, the Cleanliness and Quietness 

domains will be combined and the Willingness to recommend domain will not be used. 

 

HCAHPS Measures 2013 CMS P4P 

HCAHPS Communication with Doctors X 

HCAHPS Communication with Nurses X 

HCAHPS  Responsiveness of Staff X 

HCAHPS  Pain Management X 

HCAHPS  Medication communication X 

HCAHPS  Cleanliness and quietness X 

HCAHPS   Discharge information X 

HCAHPS  Overall rating X 

HCAHPS  Would recommend  

 

Points for each domain are determined by comparing a hospital’s performance to state and national averages and the top 10% 

of national hospital performance.  The following points and ratings are awarded for these thresholds:  > than national average, 

> state average, > top 10% of national average. 

 

1 point (Low) = completed but did not meet any thresholds  

2 points (Good) = met at least 1 threshold 

3 points (Better) = met 2 thresholds 

4 points (Best) = met all three thresholds 
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The scoring incorporates a “peer group” methodology in which a separate state average is calculated for each of three different 

hospital peer groups: 

a. Critical Access Hospitals 

b. Hospitals with less than 150 beds 

c. Hospital with 150 or more beds 

 

Note: This “Peer Group” methodology is being implemented to compensate for a lack of risk adjusting in HCAHPS 

and to mitigate the disadvantage to hospitals that see a higher percentage of patients who research has shown report 

poorer patient experience.  

The points awarded for each of the 8 domains are averaged and rounded to a whole number to produce a summary score.   

 

This summary score is translated into a single word icon rating in the Patient Experience section of MHMC’s website as 

follows: 

a. 1 point = Low 

b. 2 points = Good 

c. 3 points = Better 

d. 4 points = Best 

 

Patient Experience:  Care Transition Measures: 

 

Scoring Methodology: 

Each response to each question for each hospital will be awarded points as follows: 

 1 = strongly disagree = 0 points 

 2 = disagree  = 33 points 

 3 = agree  = 66 points 

 4 = strongly agree = 100 points 

 

The score for each hospital = mathematical average of all responses for all questions.   
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Web Reporting Methodology 

BEST:  >= 90 points 

BETTER: Lower end of the hospital’s confidence interval is above the state mean.  

GOOD: Hospital’s confidence interval overlaps the state mean. 

LOW: The upper end of the hospital’s confidence interval is below the state mean. 

 

Using the 95% confidence interval on the arithmetic mean. 

 

329



 

Section J. Privacy and Confidentiality 

Refer to DRR Section J: Appropriate Consideration for Privacy and Confidentiality 

Supporting Documentation Available: 

J1)  HealthInfoNet opt-out web link: www.hinfonet.org/optout 
 

J2)  HealthInfoNet opt-in web link: www.hinfonet.org/optin 
 

J3)  Legal Workgroup PHI Pyramid  

 

J4)  Legal Workgroup Detailed Grid 

 

 



Legal Work Group 

PHI Pyramid
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CATEGORY OF 

INFO.

Allowed 

Restricted 

Prohibited

Federal Law Maine Law

Applicability HIPAA rules include a security rule and a privacy rule for "covered entity (CE)."  (45 C.F.R. § 164.302);  

(45 C.F.R. §§ 164.n104, 164.500).  CE is a "health plan" (individual or group plans that provide or pay 

medical care costs), health care clearinghouse (entities that standardize formatting (covers billing 

services, repricing companies, community health management information services, value-added 

networks if they perform the standardizing services), and every health care provider regardless of size 

AND who electronically transmits data). Covered entity is permitted, but not required to use and disclose 

PHI w/o consent to 1) individual; 2) TPO; 3) Opportunity to agree or object; 4) incident to otherwise 

permitted use and disclosure; 5) public interest and benefit activities; and 6) limited data set for research, 

public health or operations.  When PHI is used or disclosed to entity that processes claims, data analysis, 

utilization review, and billing, the receiving entity is a "business associate" and requires a BA agreement 

(BAA).  Expanded under ARRA/HITECH Act, to a BA with access to covered entity's PHI is bound by same

Health Care Facilities (22 M.R.S. §1711-C(1)(D)); Health Care Practitioners (22 

M.R.S. §1711-C(1)(F).   Note:  Maine's Privacy laws were written before federal 

privacy laws. Terms such as use or disclosure and release add ambiguity when 

trying to compare federal and state law.                                                                    

HIPAA law preempts state law, but allows states to have laws that provide more 

protection or laws that are termed "contrary" such as laws requiring  provider to 

report public health types of info, or a law requiring health plans to report info for 

financial audits and for management.  

Treatment, 

Payment, 

Operations 

A Entity with PHI can disclose to a receiving entity with a direct treatment relationship to patient; an entity 

with a direct treatment relationship can use PHI for treatment, payment, and operations purposes. 

(HIPAA / 45 CFR 164.502(a)(1)(ii)).

Health Care Facilities and Health Care Practitioners can disclose PHI to another 

Health Care Facility or Practitioner for diagnosis, treatment, or care of individuals 

(22 M.R.S.A. §1711-C(6)(A)); can disclose for payment (22 M.R.S.A. §1711-

C(6)(L).

Public Health R Can disclose minimum amount of PHI necessary to Public Health Authority authorized by law to collect 

PHI for the purpose of preventing or controlling disease, injury, disability (HIPAA / 45 CFR 

164.512(b)(1)(i)); can rely on PHA's finding of minimum amount necessary (45 CFR 164.514(d)(3)(iii) 

(A)); no patient authorization is needed. 

Can be disclosed to gov't in order to protect the public health and welfare when 

reporting is required or authorized by law (22 M.R.S. §1711-C(6)(E))

Research R Can disclose with IRB approval (45 CFR 164.512(i)(1)(i)) to prepare for research if PHI is not removed 

from covered entity (45 CFR 164.512(i)(1)(ii));  Limited data sets may be disclosed under data use 

agreements (45 CFR 164.514(e)).

Can disclose PHI to IRB-approved researchers, FDA clinical trials without patient 

authorization; researchers may not redisclose identifiable PHI (22 M.R.S. §1711-

C(6)(G). Other research requires patient authorization (22 M.R.S. §1711-C(3),(3-

A), (3-B)); max duration of authorization: 30 months

Fundraising R 45 CFR 164.501(6)(v) includes fundraising for benefit of covered entity as "operations" use; disclosure of 

demographic info & dates of care is allowed to BA or institutionally related foundation for fundraising 

purposes (45 CFR §164.514(f)).

Law does not expressly address; therefore disclosure to persons other than 

patient for fundraising is prohibited; practitioners interpreted law to allow internal 

use for fundraising and for provider entities to directly solicit donations from 

patients but not from other persons; LWG opinion is that internal fundraising use Marketing P Covered entities can't use PHI for marketing without patient authorization (45 CFR 164.501, 508(a)3 Requires patient authorization (22 M.R.S. §1711-C(8))

MATRIX OF LAWS FOR PHI 

GENERAL HEALTH 

SUBSTANCE ABUSE  (Providers receiving federal assistance)
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CATEGORY OF 

INFORMATION 
A, R, P Federal Law Maine Law

Applicability In addition to HIPAA, SA laws apply only to drug or alcohol abuse (DAA) info obtained by 

"federally assisted" DAA  for diagnosis/treating/making referral DAA. 42 C.F.R. § 2.12(a)(ii); 

Federally assisted means:  (1) conducted in whole or in part, directly or by contract or 

otherwise, by any dept/agency of US; (2) carried out under a license, certification, registration, 

or other authorization  under Medicare; (3) methadone treatment;  (4) dispense a controlled 

substance for DAA; (5) supported by US agency  (i) by federal financial assistance not used 

directly pay for SAA diagnosis, treatment, or referral activities; or (ii) by State/local gov through 

general or special revenue sharing or other forms of assistance, receives Federal funds which 

could be (but are not necessarily) spent for the alcohol or drug abuse program; or (iii.) IRS 

allowing income tax deductions for contributions/ tax exempt status .  42 C.F.R. § 2.12(b)

Federal law governs (22 M.R.S.A. 1711-C(11)), but State licensing rules 

also apply; 14-118 CMR Chap 5, Section 15.2.2 and 18.4 (SA licensing 

rules) 

Treatment, 

Payment, 

Operations 

R Only with patient consent (allowed: § 2.33; specific form of consent required: § 2.31) or for 

medical emergencies (42 CFR § 2.51)

22 M.R.S.A. §1711-C(11) states if there is another law, that law governs.  

So federal rule controls. 

Public Health R Disclosure and use are allowed for gov't audit & evaluation of the program (42 C.F.R. § 

2.53(a)); Auditors can disclose only that PHI necessary for audit or evaluation purposes (42 

C.F.R. § 2.53(c)(4)).

22 M.R.S.A. §1711-C(11) states if there is another law, that law governs.  

So federal rule controls. 

Research R Allowed if "required determination" (complex and lengthy process) is made under 42 C.F.R. § 

2.52 by the substance abuse program director.  Researchers may only disclose PHI back to 

program where PHI originated (42 C.F.R. § 2.52(b)). 

22 M.R.S.A. §1711-C(11) states if there is another law, that law governs.  

So federal rule controls. 

Fundraising P Rules are silent, given that  intent of law is to prohibit use & disclosure except when specified 

(42 C.F.R. § 2.3(b)); LWG opinion is that fundraising use or disclosure would require patient 

consent. 

22 M.R.S.A. §1711-C(11) states if there is another law, that law governs.  

So federal rule controls. 

Marketing P Prohibited without patient authorization (42 U.S.C. §290ee-3, 42 U.S.C. §290dd-3; 42 C.F.R. 

Part 2)).

22 M.R.S.A. §1711-C(11) states if there is another law, that law governs.  

So federal rule controls. 

HIV 
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CATEGORY OF 

INFORMATION 
A, R, P Federal Law Maine Law

Applicability There is no specific federal HIV law. HIPAA rules for General Health apply. Applies to any person or entity with HIV PHI (5 M.R.S. §19203)

Treatment, 

Payment, 

Operations 

R Entity with PHI can disclose to a receiving entity with a direct treatment relationship to patient; an entity 

with a direct treatment relationship can use PHI for treatment, payment, and operations purposes. 

(HIPAA / 45 CFR 164.502(a)(1)(ii)).

HIV test results can only be disclosed to entities designated by patient (5 M.R.S. 

§19203); health care providers may not disclose HIV PHI without patient 

authorization (statute 5 M.R.S. §19203-D(1)); doesn't preclude disclosure of 

other PHI (5 M.R.S. §19203-D(1)(B)).  (Note:  There are a few exceptions that 

permit disclosure in very limited situations) 

Public Health R Can disclose minimum amount of PHI necessary to Public Health Authority authorized by law to collect 

PHI for the purpose of preventing or controlling disease, injury, disability (HIPAA / 45 CFR 

164.512(b)(1)(i)); can rely on PHA's finding of minimum amount necessary (45 CFR 164.514(d)(3)(iii) 

(A)); no patient authorization is needed. 

Notifiable diseases, which includes HIV, must be reported to DHHS  (statute 22 

M.R.S.A §822); and DHHS rule 10-144 C.M.R. Chapter 258(2)(I)) and some very 

limited exceptions that would permit disclosure such as abuse, organ & tissue 

donation, etc. 

Research R Can disclose with IRB approval (45 CFR 164.512(i)(1)(i)) to prepare for research if PHI is not removed 

from covered entity (45 CFR 164.512(i)(1)(ii));  Limited data sets may be disclosed under data use 

agreements (45 CFR 164.514(e)).

Can disclose to researchers; researchers can't subsequently disclose 

(statute 5 M.R.S.A.  §19203-D(3); 

Fundraising R 45 CFR 164.501(6)(v) includes fundraising for benefit of covered entity as "operations" use; disclosure of 

demographic info & dates of care is allowed to BA or institutionally related foundation for fundraising 

purposes (45 CFR §164.514(f)).

5 M.R.S. §§ 19203 - 19203-D prohibit fundraising use & disclosure without 

patient authorization.

Marketing P Covered entities can't use PHI for marketing without patient authorization (45 CFR 164.501, 

164.508(a)(3)).

Prohibited without patient authorization (Statute 5 M.R.S. §19203; 5 M.R.S.A. § 

19203-D) 
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CATEGORY OF 

INFORMATION 
A, R, P Federal Law State Law 

Applicability HIPAA laws do not apply because MHDO is not a covered entity.   Maine's Attorney General's office has 

advised MHDO that they are a Public Health Authority, a term created in HIPAA that allows providers and 

hospitals to submit PHI  to the PHA. (45 CFR 164.512(b) and 160.103).    

MHDO is independent State agency (22 M.R.S. §8707(3))  governed by board; 

has rulemaking authority; most MHDO work done under provider agreements 

governed by MHDO rules. (90-590 CMR Chapter 120, §9 (D)).  General notion is 

comprehensive health database to improve health of Maine people.  Collects 

data on claims and  finance (per rule, claims data) and in/outpatient, and specific 

quality indicators (per rule, clinical data). By statute, MHDO, under its vendor 

OnPoint, sends algorithm to payors who run their provider's data through 

algorithm and submit to OnPoint who encrypts further and sends to MHDO. 

(Rule, Chapter 243)  In effect, double encryption. Must make info available to the 

public.  In addition, entities must request data in writing per MHDO rules, and 

requests are approved by Board.  Data provided may be unrestricted (receiver 

may further disclose) or restricted (no further disclosure allowed) depending on 

the type of data.  

Treatment, 

Payment, 

Operations 

Under Public Access (22 M.R.S.A.) Board must release information upon 

request and on web (quality measures) except privileged medical information 

and confidential information which can only be released if individual patients are 

not directly or indirectly identified through a reidentification process; additional 

protective protocols apply.  

Public Health There is an exception to the confidentiality law for Public Health Studies 

(including research) or when data is used only for verification  or comparison of 

health data and Board finds that adequate protections  exist.  

Research There is an exception to the confidentiality law for Public Health Studies 

(including research) or when data is used only for verification  or comparison of 

health data and Board finds that adequate protections  exist.  

Fundraising Not allowed 

Marketing Not allowed 

MHDO 
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A, R, P Federal Law State Law 

CATEGORY OF 

INFORMATION 

Applicability No specific federal law on HIEs.  HIN / HIE is not a covered entity--it is a Business Associate under 

HIPAA and enters into BAAs, so from practical standpoint, is affected by HIPAA law.   

SDHIE created by Executive Order.  Confidentiality Statute covers SDHIE even 

though SDHIE not defined in law. (22 §1711-C.) No rulemaking authority. 

Practice is private agreements with providers govern exchange/release. 

Treatment, 

Payment, 

Operations 

May disclose w/o authorization if HIE has opt-out for general health information 

(HIE does have opt-out); based on this opt-out, may disclose for quality 

assurance, utilization review,  billing and collection, regulatory or licensing 

authority; For MH and SA, HIE is opt-in.  Only patients who opt-in for MH have 

their MH PHI disclosed. Currently, even if patient has opt-in for SA, HIN blocks 

SA PHI.

Public Health May disclose to protect the public health and welfare when required or authorized 

by law

Research By practice, they do not disclose for research 

Fundraising By practice, they do not disclose for fundraising. 

Marketing By practice, they do not disclose for marketing 

HIN's HIE  
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Section K. Project Personnel Recruitment and Training 

Refer to DRR Section K: Staff/Contractor Recruitment and Training 

Supporting Documentation Available: 

K1)  Staff & Contractor Recruitment & Training PowerPoint presentation   

 



SIM Grant – DRR Section XII 

Staff/Contractor Recruitment & Training

**EARLY DRAFT**

June 2013
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SIM Grant – Active 

Internal State Resource 

View (not including 

Governance) 

representing a mix of 

existing and new 

resources
Governor’s Office - DHHS 

Commissioner and Sr. 

Policy Advisor  

SIM Program Manager 

(new)

SIM Core Team 

(individuals across DHHS, 

Governor’s Office, CDC)

SIM Fiscal Manager 

(new)

SIM Communications 

Lead

Technical Support Staff 

(technical writers, 

administrative support) 
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Internal State of Maine Role Definition
SIM Position Individual Role

Governor’s Office DHHS Commissioner Mayhew

Sr Policy Advisor – Holly Lusk

State Executive Level Sponsor for Grant

SIM Core Team 

(members crossing 

Governor’s Office, 

DHHS, CDC)

Stefanie Nadeau (DHHS), Sam 

Adolphsen (DHHS), David Simsarian 

(DHHS), Jim Leonard (DHHS), Dr. 

Flanigan (DHHS), Deb Wigand (CDC), 

Holly Lusk (Governor’s Office), Randy 

Chenard (DHHS), Sarah Cairns (DHHS)

Team responsible for creating the framework for the Grant 

planning and execution (structure, processes) & resolve critical

path issues

SIM Program Manager Randy Chenard (DHHS) Individual responsible for developing an overall SIM Grant 

integrated plan, monitor progress against milestone, identify 

risks/mitigation strategies and escalate issues to Governance 

as needed

SIM Fiscal Manager TBD – beginning sourcing process 

(hope to fill by 8/1/13)

Manage the SIM funds including contractor funding

SIM Communications 

Lead

Sarah Cairns & John Martins (DHHS) Identify internal/external communication needs, develop 

required communications and coordinate communications 

needs across partners

Technical Support 

Staff

Sheryl Peavey (CDC) & Rita Malloy 

(Contractor) – technical writers

Matt Galletta (DHHS) – project 

management

Michelle Probert (DHHS) – project 

management

Peggie Lawrence  (DHHS) – admin 

support

Provide critical project support (technical writing, presentation 

development, meeting logistics, etc.)
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External Contracted Partners
Contracted Partner High Level Service Provided Miscellaneous

Maine Health Management Coalition 

(sole-sourced)

Data Analytics - *21 FTE’s Sole-Sourced; active in contracting with 

completion expected in July’13

HealthInfoNet (sole-sourced) HIE expansion (Behavioral Health) and 

expanded use (ED alerts) - *12 FTE’s

Sole-Sourced; active in contracting with 

completion expected in July’13

Maine Quality Counts (sole-sourced) Provider workforce training/support

*5.5 FTE’s

Sole-Sourced; active in contracting with 

completion expected in July’13

TBD (competitive bid procurement)
Behavioral Health Home learning collaborative

Plan is to publish RFP July’13 & winning 

bidder contracted by Oct’13/Nov’13

TBD (competitive bid procurement) Shared decision-making/engagement 

(training/tools) 
Same plan/timeline as noted above

TBD (competitive bid procurement) Patient Engagement Media Campaign Same plan/timeline as noted above

TBD (competitive bid procurement) Leadership Training/Development Same plan/timeline as noted above

TBD (competitive bid procurement) Consumer system reform 

engagement/education
Same plan/timeline as noted above

TBD (competitive bid procurement) PCP Developmental Disability/Autism Training Same plan/timeline as noted above

TBD (competitive bid procurement) Community Health Worker Pilot Same plan/timeline as noted above

TBD (competitive bid procurement) Behavioral Health Work Force Development Same plan/timeline as noted above

TBD (competitive bid procurement) National Diabetes Prevention Program 

Implementation
Same plan/timeline as noted above

TBD (competitive bid procurement) ME SIM Triple Aim Objectives Evaluator Same plan/timeline as noted above
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SIM Grant Orientation Program

• For both existing and new staff, the orientation and context setting for the SIM Grant work includes:

1. Self-study via documents on established, active State SIM website

2. 1x1 or group walkthrough of high-level SIM presentations

3. Link to CMMI SIM website for self-help

4. Access to State Core Team members for ad-hoc inquiries
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Section L. Workforce Capacity Monitoring 

Refer to DRR Section L: Workforce Capacity Monitoring 

Supporting Documentation Available 

L1)  Maine Health Workforce Forum website: http://www.maine.gov/dhhs/mecdc/local-public-
health/orhpc/hwf/index.shtml 

L2)  Staff & Contractor Recruitment & Training PowerPoint presentation  (See: SECTION K 
Documentation) 
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