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1	Overview                                                                                          
	
	Overview of Quarter’s Project Activities

The Maine SIM Project remains generally on track with the milestones and therefore the Accountability Targets that are outlined in the Maine SIM Project Plan.  This quarter, the Maine SIM Program has developed quarterly accountability targets for the first time, breaking down the accountability targets that were previously only stated as annual targets.   The results show that nearly 82% of our quarterly targets are on track, and 18% of targets are behind schedule.  Importantly, the 18% that are behind schedule are not weighted highly in terms of the importance of those targets in obtaining overall SIM outcome objectives.  See figure 1.


 
Figure 1


The Maine SIM Project Plan has six major strategic objectives and currently has 20 major SIM objectives aligned under the strategic objective which it supports.  The six overall SIM strategic objectives, or pillars, are as follows:  

1. Strengthening Primary Care
2. Integration of Physical and Behavioral Health
3. Developing New Workforce Models
4. Developing New Payment models
5. Centralizing Data and Analysis
6. Engaging People and Communities

	
An executive level summary is now contained in this report that will provide a status summary organized by each SIM strategic pillar.  The view enables reviewers to get a sense of how the high level SIM strategies are progressing, ie the ‘forest view’. 
 
More detailed status for all SIM objectives are also provided through reports that are provided by each of the Maine SIM partners, ie, the trees view. Those partners are listed as follows:

· SIM Program Objectives, driven out of the Department of Health and Human Services
· Maine Health Management Coalition objectives
· Maine Quality Counts objectives
· HealthInfoNet objectives
· MaineCare objectives 
· Maine CDC objectives
 
All of the objectives are assigned a status for Q3 based on quantifiable progress against the Accountability Targets, and an ‘outlook’ status, projecting the level of confidence that milestones and applicable accountability targets will be obtained during the fourth quarter of fiscal year ’14, with associated narrative supporting that outlook status.  Further, all objectives are outlined in detail in the Maine SIM Project Plan, which clearly articulates objectives, milestones, and accountability targets which is attached with this report.  Finally, a summary of accountability target achievement, as well as additional results regarding meetings held, reports distributed, stakeholder attendance, etc can be found in figures 3 and 4 below, respectively. 
 
Status Rating Key:
 
· Green:  Accountability targets were achieved at least at a 90% level. 
· Yellow:  Accountability targets were partially achieved.  The final result was between 75 and 89% of the target goal. 
· Red:  Accountability Target results were <75% of goal. 

Outlook Rating Key:

·  Green:  All’s well.  At least a 75% level of confidence that milestones will be              reached for that associated objective
· Yellow:  Reason for caution exists.  There is between a 50% - 75% level of confidence that all associated milestones will be achieved.
· Red:  Concern is present, and confidence is, at most, at a 50% level that associated milestones will be achieved.    

Maine SIM Strategic Objectives Summary

Figure 2 is a summary of the status of each SIM objective, with each objective aligned to the SIM strategic pillar which it supports.  Each objective is aligned to at least one pillar, and many objectives are aligned to several strategic pillars.  Each box aligned to each objective represents one quarter of the SIM timeframe from October of 2013 – Sept of 2016. The last quarter status for each objective is the status outlook for the next quarter, while earlier quarters represent actual achievement against SIM accountability targets.   Details on SIM accountability target achievement and additional SIM quantifiable metrics can be found in figures 3 and 4 respectively.     
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Figure 2
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Figure 3
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Figure 4

The SIM Strategic Pillar status summaries are below:  
	
Strengthen Primary Care

[image: ]FFY 2014

The Strengthen Primary Care strategy has 5 objectives in green status, and 1 objective in yellow status, and one objective in red status.  The objective in red status is MaineCare’s Accountable Community implementation, although the outlook for 4Q moves this objective to yellow as AC implementation is moving forward with an August 1 plan for implementation.  MaineCare’s Primary Care Developmental Disability initiative achieved a yellow status for the 3rd quarter, but  the outlook for this objective is positive for next quarter and moves to green. Details for the Accountable Community implementation objective is outlined in the MaineCare status report, included in section 2.  This risk has been aggressively managed throughout the 3rd quarter and significant progress has been made.  


Integrate Physical and Behavioral Health
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The Strategic objective of the integration of physical and behavioral health remains steady, with a positive outlook.  The two objectives that are in ‘yellow’ status are as follows:
MaineCare Objective #2:  Implementation and ongoing support of Behavioral Health Homes and 
Maine Quality Counts Objective #3:  Quality Improvement support for the BHH Learning Collaborative.  
While these above objectives are in ‘cautious’ status, both have recently accomplished major milestones with the formal launch of Behavioral Health Homes on April 1, and the BHH QI support kick-off meeting that was held on April 29.   While both objective fell slightly short of accountability target in the FFY3Q, optimism ensues and the outlook for both for the 4th quarter is green, expecting both objectives to get back on track fully.  More detailed information can be found in the MaineCare and MaineQuality Counts quarterly reports, included in section 2. 



Develop New Workforce Models
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Two objectives are in yellow status under the Strategy to Develop New Workforce models, as follows:
	Quality Counts, Objective 3:  QI Support for BHHs.  This objective also supports the Integration of Physical and Behavioral Health, and the status here is the same as provided regarding that strategy.
	MaineCare, Objective 3:  Develop and Implement Physical Health Integration workforce Development to Mental Health Rehab Curriculum.  This objective started later than anticipated which is the reason for the yellow status, however, solid progress is being made in the identification of a vendor for this work, and the procurement direction should be finalized through SIM governance early in the FFY4Q.   Assuming that occurs, all objectives for this strategy should be in green status in the 4Q. 
	 



Develop New Payment Models
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One objective under the strategy to Develop New Payment Models is in red status, MaineCare Objective 1, Accountable Communities implementation and ongoing support.  This objective is also aligned to the Strengthen Primary Care strategy, and the status was described previously in that section above.  Again, important to note that the status outlook for that objective is expected to move to yellow for the 4Q.  A positive trend. 
 
All other objectives aligned to this strategy are in green status.  While accountability targets are generally being positively attained, some concern exists through SIM governance regarding the pace of payment reform, and a desire for acceleration of the development of these payment reform models.  Several risks are outlined against that concern, and active discussions, overseen by the SIM program, are occurring.  More definitive plans and actions in regards to those risks will emerge during the 4th q.  

 Centralize Data and Analysis
[image: ]FFY 2014


 Centralize Data and Analysis is comprised of 4 objectives, all which achieved green status for the 3rd quarter.  For next quarter, the outlook for MHMC’s objective 3 moves to yellow.  This will become a watch area, as delays with the availability of the APCD have occurred.   Details of those concerns are outlined in MHMCs quarterly report in section 2.  
Engaging People and Communities 
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The trend is very positive for the four objectives aligned under Engaging People and Communities, and the outlook is all positive.    



SIM Program 
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 SIM Program objectives are generally in good shape.  One objective, regarding the SIM Operational Plan, has a yellow outlook for the 4th Quarter due to a potential gap in SIM resources.  Hiring however did proceed as planned in the 3rd quarter, and additional project management resources were added to the SIM program team.  In addition, a major barrier was overcome with the sourcing of the self-evaluation vendor for SIM, and contract finalization with the Lewin group is imminent.   We expect significant progress in the 4th quarter with the layering in of evaluation measures upon the current SIM strategic framework. 

Please find the full information  of the SIM Program objective status and outlook in the attached report: 






Section 2:  Detailed Quarterly Status Reports

Maine Health Management Coalition 3Q Objective Status and 4Q Outlook



HealthInfonet 3Q Objective Status and 4Q Outlook
 



Maine Quality Counts 3Q Objective Status and 4Q Outlook
 



MaineCare Objective 3Q Status and 4Q Outlook
 

 
Maine CDC 3Q Objective Status and 4Q Outlook








SIM Budget
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Section 3	Accomplishments and Planned Activities Over the Next Quarter and Likelihood of Achievement


All Status and Outlooks, provided in Section 1, are based on SIM Program Plan, attached below:
 



4	Substantive Findings and Lessons Learned

· High level architecture of strategic goals should be a requirement of the SIM operational plan
· Processes to manage integration and dependencies should be a requirement of SIM operations

5	Findings From Self-Evaluation

Self-Evaluation has not started yet

6	Problems Encountered/Anticipated and Implemented or Planned Solutions
	
Detail included in work stream detail included above.  In addition, Risk/Issue Log is attached here that outlines Risks and Issues identified to date.  A Risk/Issue mitigation plan was developed based upon the risks and issues that are prioritized as the highest risks to SIM success.   A summary and details of the SIM risks, issues, and associated plans are included in the documents below 
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7	Work Breakdown Structure	   




9	Point of Contact                                                                                                  
        
Randal J Chenard
SIM Program Director
221 State Street
Augusta, Maine 04333
207-287-5013
	


FFY3Q Accountability Target Status
% of Objectives in Range	Green 90% to 100%	Yellow 75% to 89%	Red 0% to 74%	0.81818181818181823	0	0.18181818181818182	15
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NDPP: Implementation of the National 

Diabetes Prevention Program (NDPP)

MaineCare Objective 1: MaineCare Objective 2:  MHMC Objective 3:  MHMC Objective 3:  MHMC Objective 1:  Maine CDC Objective 1: 

Implement MaineCare Accountable 

Communities Shared Savings ACO Initiative

Implement MaineCare Behavioral Health 

Homes Initiative

Public Reporting for Quality 

Improvement and Payment Reform 

Public Reporting for Quality 

Improvement and Payment Reform 

Track Healthcare Costs to influence 

market forces and inform policy

Community Health Workers Pilot 

Project

QC Objective 1:  HIN Objective 2:  QC Objective 1:  MaineCare Objective 1:  MHMC Objective 3:  Maine CDC Objective 2: 

Provide learning collaborative for MaineCare 

Health Homes

HIN will select 20 qualified Behavioral 

Health organizations to provide $70,000 

each towards their EHR investments 

including their ability to measure quality.

Provide learning collaborative for 

MaineCare Health Homes

Implement MaineCare Accountable 

Communities Shared Savings ACO 

Initiative

Public Reporting for Quality 

Improvement and Payment Reform 

Consumer engagement and education 

regarding payment and system 

delivery reform 

HIN Objective 1 HIN Objective 3:  QC Objective 3:  MHMC Objective 2:  HIN Objective 1 MHMC Objective 6: 

HIN’s Health Information Exchange (HIE) data 

will support both MaineCare and provider Care 

Management of ED and Inpatient utilization by 

sending automated email’s to Care Managers 

to notify them of a patient’s visit along with 

associated medical record documents. 

Connect Behavioral Health providers to 

HIN’s Health Information Exchange

Provide QI Support for Behavioral 

Health Homes Learning Collaborative

Stimulate Value Based Insurance 

Design

HIN’s Health Information Exchange 

(HIE) data will support both 

MaineCare and provider Care 

Management of ED and Inpatient 

utilization by sending automated 

email’s to Care Managers to notify 

them of a patient’s visit along with 

associated medical record documents. 

HIN will provide patients with access 

to their HIE medical record by 

connecting a Provider’s “Patient 

Portal” to the HIE. The patient will 

access the HIE record via a “blue 

button” in their local patient portal 

environment.

MHMC Objective 4:  QC Objective 3:  MaineCare Objective 3:  MHMC Objective 5: HIN Objective 4:  HIN Objective 5: 

Provide Primary Care Providers access to 

claims data for their patient panels (portals)

Provide QI Support for Behavioral Health 

Homes Learning Collaborative

Develop and implement Physical 

Health Integration workforce 

development component to Mental 

Health Rehabilitation 

Technician/Community (MHRT/C) 

Certification curriculum

Provide practice reports reflecting 

practice performance on outcomes 

measures

HIN will provide MaineCare with a 

web-based analytics tool referred to 

as a “Dashboard”. The Dashboard will 

combine the current real-time clinical 

HIE data with MaineCare’s claim’s 

data. This is the first test of Maine’s 

HIE to support a “payer” using clinical 

EHR data. 

Provide practice reports reflecting practice 

performance on outcomes measures

Provide learning collaborative for 

MaineCare Health Homes

Community Health Workers Pilot 

Project

Provide learning collaborative for 

MaineCare Health Homes

Provide QI Support for Patient-

Provider Partnership Pilots (P3 Pilots)

MHMC Objective 5: QC Objective 1:  Maine CDC Objective 2:  QC Objective 1:  QC Objective 4: 

Quality Counts

MaineCare Objective 4:  QC Objective 4:   Maine CDC Objective 1: 



Provide training to Primary Care Practices on 

serving youth and adults with Autism 

Spectrum Disorder and Intellectual 

Disabilities.

Provide QI Support for Patient-Provider 

Partnership Pilots (P3 Pilots)

NDPP: Implementation of the 

National Diabetes Prevention 

Program (NDPP)

QC Objective 4:  

Provide QI Support for Patient-Provider 

Partnership Pilots (P3 Pilots)

Legend Maine Care  Maine CDC Maine Health Management Coalition HealthInfoNet
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Objective 

# Narrative

Measurement Basis

Target # Actual # Ratio

HIN1

HIE Notifications # of active weekly users of the HIE Clinical Portal

500 566 113.20%

HIN2

HIE Incentives

# of organizations participating in the BH HIT 

reimbursement Initiative

20 19 95.00%

HIN3

HIE to BHH # of BH organizations with access to the HIE

7 7 100.00%

CDC1

NDPP written agreements issued to providers

5 5 100.00%

QC1

LC for HH

Active, participating HH single payer practices 

supported by Learning Collaborative

80 102 127.50%

QC1

LC for HH

Active, participating HH single payer practices 

meeting supported by Learning Collaborative

100% 100.00% 100.00%

QC1

LC for HH

Active, participating HH single payer practices 

meeting must-pass requirements 

20% 36.50% 182.50%

QC1

LC for HH

Active, participating HH single payer practices 

meeting screening requirements 

0% 8.10% #DIV/0!

QC3

LC for BHH

% of NHHO's support by BHH Learning 

collaborative

100% 100% 100.00%

QC3

LC for BHH % of BHH teams participating in monthly webinars

75% 72% 96.00%

QC3

LC for BHH % of BHH teams participating in Learning Sessions

75% 92% 122.67%

QC3

LC for BHH

Number of Multi-Stakeholder Advisory Groups 

Held

2 2 100.00%

QC3

LC for BHH

% of Advisory meetings with representation from 

state, provider and consumer organizations

100.00% 100.00% 100.00%

QC4

P3 Pilots

# of provider pilots participating with at least 25 

members attending, learning sessions

9 0 0.00%

QC4

P3 Pilots # of memebers attending the P3 leadership group

15 15 100.00%

QC4

P3 Pilots

# of provider pilots participating with at least 25 

members attending, Webinars

9 0 0.00%

QC4

P3 Pilots # of newsletters disseminated

2 0 0.00%

MC1

ACO AC's attended ACI meeting

90% 0 0.00%

MC2 BHH

Recruit BHHO's

15 23 153.33%

MHMC4

Patient portals # of practices that have adopted claims portals

40 254 635.00%

MHMC5

Practice reports

Percentage of Primary Care Practices receiving 

reports

25% 72.00% 288.00%

MHMC6

Payment Reform 

education

people educated

100 110 110.00%

Quarterly Accountability 

Targets

For Year One, Quarter Three
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Frequency Meetings

Meeting 

Attendees

Trainings Held

Training 

Attendees

Reports/ 

Publications

Portals 

Used

HIE BH 

access

April  15 356 6 230 26 0 0

May  22 301 12 566 3 1113 1

June 19 500 7 642 19 1156 8

Quarterly Total 56 1157 25 1438 48 2269 9

Frequency Meetings

Meeting 

Attendees

Trainings Held

Training 

Attendees

Reports/ 

Publications

April  0 0 0 0

May  0 0 0 0

June 0 0 0 0

Quarterly Total 0 0 0 0 0

Frequency Meetings

Meeting 

Attendees

Trainings Held

Training 

Attendees

Reports/ 

Publications

April  7 245 3 85 26

May  3 106 3 45 2

June 6 367 3 28 19

Quarterly Total 16 718 9 158 47

Frequency Meetings

Meeting 

Attendees

Portals 

Used

HIE BH 

access

April  1 14 0 0

May  1 19 1113 1

June 2 21 1156 8

Quarterly Total 4 54 2269 9

Frequency Meetings

Meeting 

Attendees

Trainings Held

Training 

Attendees

Reports/ 

Publications

April  2 46 2 145 0

May  5 80 6 502 0

June 4 67 3 614 0

Quarterly Total 11 193 11 1261 0

Frequency Meetings

Meeting 

Attendees

Trainings Held

Training 

Attendees

Reports/ 

Publications

April  5 51 1

May  13 96 3 19 1

June 7 45 1

Quarterly Total 25 192 5 19 1

Maine CDC

Quarterly Grand Total

MaineCare

Maine Health Management Coalition

HealthInfoNet

Quality Counts
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SIM Program Quarterly Status

FFY Q3, 2014









		Overall SIM Program Status:

		





Status Summary

		

SIM Program objectives are generally in good shape.  Two previous objectives that were at risk have been resolved during the last quarter.  A SIM Project Coordinator was hired, and began work in June.  The SIM Self Evaluation contract finalization was underway and contract finalization with the Lewin Group was imminent at the close of the quarter.   Further, the SIM program strategic framework continues to be a very useful and functional structure to organize all SIM strategies, objectives, and their relation to SIM accountability targets and therefore status reporting.  Further, the SIM strategic framework remains a centerpiece to be used in our driver diagrams, which we expect to have outcomes layered into from our evaluation partner, the Lewin group.   The SIM program remains steadfast in our belief that consistency with this framework is critical to broad SIM understanding and continued stakeholder engagement. 





Risks/Issues

		The SIM Program will mitigate risks and issues through the management and evolution of the SIM risk plan and process.  Solid progress on the Risk process was made during the 3rd quarter, and this will continue to be a focus during the FFY4Q.  The risk process continues to be solidified as a central element to governance engagement, and much of the governance focus was on the most highly prioritized risks and issues. 









STATUS

		Objective

		Status Description



		Objective 1: SIM Governance Process/Structure



		· All Governance meetings have been held in FFY14 3Q, with strong attendance and engagement. Please see table below for numbers of attendees at SIM Program level governance meetings – SIM Maine Leadership Team and SIM Steering Committee

· Governance process evolved and matured significantly in FFY3Q, as risks were discussed and risk mitigation plans developed through the governance structure.  The governance processes were adjusted in 3Q based on results obtained from a SIM Governance survey conducted in late 2Q, focused on the effectiveness and engagement.   

· All Partners have reported subcommittee governance objectives in green status 

· Further work was accomplished during the 3rd quarter, with official subcommittee and workgroup associations developed to ensure that SIM transparency is maintained through the governance structure as workgroups proliferate as the SIM work accelerates in earnest. 





		Objective 2:  SIM Operational Plan

		· Main processes – Monthly and quarterly reporting and invoicing were all adjusted substantially during the 3rd quarter to ensure that quantifiable results were reported on a regular basis.  In addition, annual SIM accountability targets were divided into quarterly goals, and achievement against those AT goals will determine the official quarterly status as reported moving forward. 

· Risk/Issue identification and governance process flow developed and implemented

· SIM Budget/Contract Coordinator role filled and contributing significantly to SIM program processes and organization

· SIM Project Manager was hired in June

· Administrative assistance gap emerged.  Plans to move forward with replacement hire are delayed.

· Self-Evaluation contract with Lewin group nearing completion

· Hired SIM Project Manager to manage self-evaluation process, including integration of SIM evaluation sub-committee and evaluation project plans





		Objective 3:  SIM Program Plan (SST)



		· Progress made in refinement of process to ensure SIM plans are consistently updated and tracked against quarterly AT goals

· SST evolution and maturity continued, and the process of tracking progress is becoming well honed and efficient through the excellent work of the SIM Contract/budget coordinator, Alan Henry. 







		Objective 3:  SIM Budget





		· Budget Coordinator hire has tremendously moved budget management capability forward

· Through 3rd Q, finished  approx. 96% of budget

· Funding request process developed to ensure that all SIM funds are used effectively against strategic goals









QUANTITATIVE MEASURES

		Frequency

		Meetings

		Meeting Attendees

		Trainings Held

		Training Attendees

		Reports/ Publications

		Copies Issued



		April

		2

		35

		

		

		2

		



		May

		2

		37

		

		

		

		



		June

		2

		32

		

		

		

		



		Quarterly Total

		6

		104

		

		

		2

		













Status Outlook for FFY Q4, 2014

		Objective

		Status Outlook (Green, Yellow, Red)

		Associated Narrative (include information on expected Milestones or Accountability Targets)



		Objective 1: SIM Governance Process/Structure



		

		Expect to continue strong trajectory of governance engagement through the management of SIM risks and issues through the governance teams



		Objective 2:  SIM Operational Plan

		

		Loss of key resource in Mainecare may strain SIM resource allocation.  Watch area, and may need to look to hire additional SIM resource for project management

-Plan to move forward with SIM technical assistance work plan based on emerged, and better understood, SIM TA needs as identified by Core SIM team and governance



		Objective 3:  SIM Program Plan (SST)



		

		SIM Program objectives are all trending positively.  Key 4th quarter activity will be to integrated SIM self-evaluation in earnest and begin to develop process to adjust SIM activities based on results



		Objective 3:  SIM Budget





		

		SIM budget remains on track.  SIM funding request process developed to determine how to utilize/adjust SIM funding needs based on SIM process against goals, or requests for available funding based on SIM strategic need













































Non-SIM Health Care Reform Innovations – 

Please provide other examples of Health Care Reform that are not being driven by SIM, but are related to the overall initiative.



		[bookmark: _GoBack]N/A
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SIM Partner Status

Maine Health Management Coalition

FFY Q3, 2014











		Overall SIM Partner Status:

		





Status Summary

		     Work by the Maine Health Management Coalition on the SIM initiative continues to proceed smoothly. One of the most significant accomplishments of the quarter was gaining a recommendation from both the MHMC Physicians and Systems PTE committees to publicly report on the proposed Total Cost of Care/Resource Use index measures. This is an important step forward in terms of enhancing transparency at both the practice and practice group level in Maine. The work of the Cost of Care group is also proceeding smoothly with the group identifying its top three priorities to focus on during its first phase of study:  price, infrastructure and patient engagement. The new PTE Behavioral Health group is also going well; displaying enthusiasm and drive to get quickly develop its first measures for public reporting. 

     Similarly, the Standard Measures Alignment subgroup has continued to progress in its work, which is meticulous but picking up pace. As the process has unfolded, we have observed a growing publicly shared view on the part of Maine payers regarding their interest in aligning their own metrics with those publicly reported by the Coalition. We had been “saving” the conversation around a cost measure for later in this workgroup process. The recent recommendation of publication of the Total Cost and Resource Use Indices by the PTE groups now provide the basis for a much easier conversation about this within the context of the measure alignment workgroup. 

     Work in support of MaineCare’s Accountable Communities initiative continues to progress, with MHMC receiving the first rounds of documentation from Deloitte. In late May, MHMC received claims data needed to begin the process of replicating Deloitte’s attribution methodology – a critical step in ensuring we are able to provide the analytic support the Department requires for this effort. 

     The VBID workgroup reviewed and recommended adoption of a strategy for rating health plans with regard to their use of value based design approaches; these ratings are slated for publication on the MHMC website (www.mehmc.org) in the coming months.







Risks/Issues

		     We continue to experience challenges in accessing the All Payer Claims Database. The MHDO is working diligently to ensure the integrity of the database for 2013 and that it is of the highest quality possible. That effort will help ensure that all work involving the 2013 data will be of that much higher quality, which is appreciated. At the same time, the delays that accompany this quality improvement effort have resulted in delays in SIM-related work that MHMC is doing, including updating of provider practice reports. Although the data set is supposed to be released soon, we understand that it will not include data for Anthem claims, due to internal issues with Anthem’s conversion to ICD-10 and other file changes. Anthem represents a substantial number of covered lives in Maine, so this gap is significant. The Anthem data will not be available until late July, at the earliest, creating further delays in our updating of the practice reports. Though there is no risk that the reports will not be updated eventually, these delays – which are beyond our control – will continue to challenge our reporting timelines, as contemplated in the initial project work plan.

     Our continued work around value based design has revealed that implementation is much more challenging than we initially supposed. While many EHR’s are able to accommodate the notion of automating a red/yellow/green classification of services, each and every code must be reviewed and coded into its respective red/yellow/green “bucket” – an impressively challenging piece of work. At the same time, we continue to work to identify an effective way to talk with consumers about value based design. We understand from other studies, that consumers equate higher cost with higher quality, which is not universally true.  Value is a difficult concept to communicate; we have scheduled another round of consumer focus groups for the month of July, where we will test messaging around the notion of value, as well as cost of care.

     Work on the pilot initiative to test the merging of clinical and claims data is delayed due to resource constraints beyond our control. Work will pick up on this initiative again in August.

     The initiative to adopt an Advanced Primary Care designation is experiencing challenges.  We have now presented the notion of APC designation on a number of occasions to the PTE Physicians group. Each time, the proposal for introduction of this new designation has met with an equivocal response. Because PTE operates on a consensus basis, it is unlikely that we will be advancing this proposal with this particular group again in the near future. Instead, we are examining the designation as a potential tool for use by payers who are growing more interested in accelerating payment away from FFS toward value and outcomes; we believe that the APC metric can be useful in that regard and will be pursuing this idea with the payers through the ACI process. 







STATUS

		Objective

		Status Description



		Obj. 1 
Track Healthcare Costs

		All Payer Claims Database
Most notably in Q3, the Coalition completed its QECP security review and DUA with CMS. Payment was sent to CMS in June and a schedule of when we should begin to expect data feeds from HDMS is in progress.  The Coalition received the final refreshed MaineCare Data set on 5/22 and MHDO data was received, but was subsequently returned with identified issues. It is our understanding that the MHDO plans to release 2013 data in the near future.  We also understand that Anthem is experiencing its own challenges in submitting sound data to the MHDO, so the upcoming data release will not include claims from this payer; this will be a significant gap in the claims data that will impact our ability to meet scheduled deliverables. 

      The Coalition on-boarded two new data team members and continued to hold interviews and work with a recruiter to fill the other two open positions.

Healthcare Cost Workgroup

Monthly meetings of the HealthCare Cost workgroup have had a monthly average attendance of 47 people. The overall breakdown of meeting attendees by sector, on average, was as follows:



Providers: 				28%

Employers:				16%

Plans:					14% 

Behavioral Health stakeholders: 	              14%

[bookmark: _GoBack]State government:			  4%

Associations:				  6%

Consumers:				  4%

Other:					14%



The meetings were publicized on the Maine Health Management Coalition website, and are also shared with the SIM Steering Committee, the Payment Reform Subcommittee, and the Accountable Care Implementation (ACI) Steering Committee. In addition, email invites were sent out to approximately 125 individuals, including participants in the 2012 Healthcare Cost Workgroup. At its April meeting, the group had identified price, infrastructure, and consumer engagement as their initial areas of focus, and at the May meeting participants began reviewing and discussing various price options for reducing healthcare costs, including transparency, reference pricing, bundled payments, and narrow networks. At the June meeting, the workgroup continued its review of price options, including risk-based contracts and regulated pricing.  Having reviewed six different price strategies, participants voted to focus their attention (in terms of price strategies) on transparency and risked based contracts with growth caps. The group also began a discussion of infrastructure, identifying potential areas where excess capacity might exist, as well as possible data needs.

Healthcare Cost Factbook

A draft outline of the Healthcare Cost Factbook was created and revisions are being made based on feedback from Coalition staff and others, including changes to make proposed elements more consistent with available data sources.  Staff began working with state agencies to utilize their data sources to develop information for the Factbook.
CEO Summit

In Q3, staff worked to develop topics and recruitment strategies for the CEO Summit and advanced efforts to find a keynote speaker and facilitator. A speaker was identified on June 30, and arrangements regarding final date, venue, etc., will be confirmed in early July, along with active recruitment of participants.

Accountable Community Work With MaineCare

Coalition staff met weekly with MaineCare to discuss and refine the Accountable Community measurement methodology.  Data staff provided support in working through the attribution process, based on documentation from Deloitte and ongoing discussions with MaineCare.  In late May, the Coalition received the final claims needed to replicate the methodology and documentation from Deloitte was received in June. This quarter the focus has been on replicating attribution, but work continues on warehousing of the initial data based on information discussed and reviewed in June. Completion of this is dependent on successful warehousing of initial data, which is dependent on discussions which continued into June.



		Obj. 2 
Value Based Benefit Design



		VBID

The VBID Workgroup had its first meeting on June 25, 2014. There were 39 participants,  including health plans (6 representatives from Aetna, Cigna, Anthem, Harvard Pilgrim Health Care – the major payers in the Maine market); brokers (5 representatives from Acadia Ins., Cross Ins., USI Ins., Emp. Benefit Solutions, Alliant – the largest broker organizations in the state ); providers (9 representing SMHS, MDI, EMHS, Optometrist, SMRMC, Spurwink, MidCoast Hosp., MaineHealth); employers (3 representatives from Maine Education  Association's Benefit Trust (representing 70k non-Medicare covered lives), the State Employee Health Commission (representing 33k non-Medicare covered lives), City of Portland (representing 1,200 covered lives)); 1 person from CMS/CMMI; 1 representative from Maine Bureau of Insurance; 1 person from OMC Wellness (occupational medical consultants), LLC; 1 representative from Maine Quality Counts; and 1 representative from UConn Health; as well as various MHMC staff.  

     Information presented to this group included the VBID straw-man chart (produced this quarter by Coalition staff), health plan rating, and strategy for VBID.  Upon completion of the formal presentation, participants were divided into three sub-workgroups to focus on the clinical components of VBID (evidence based care, high quality/low cost providers, payment methodologies), administration simplification (opportunities to gain efficiency through streamlined function or consistent processes across health plans and providers), and wellness (explore approaches to engage consumers in health and wellness activities).  Each sub-group determined a lead, established an agenda and set a date for its first official meeting.

     The VBID workgroup approved the methodology for publically reporting VBID rankings of health plans at the June meeting.  These rankings will be reported on the MHMC website in late September.

     In Q3, Coalition staff received approval from the State Employee Health Commission, Maine’s largest employer, to begin training their joint labor management commission on merit based insurance in anticipation of adoption of the VBID model developed by the VBID workgroup. This adoption will go into effect July 2016.

NDPP Support
Nate Morse of the Maine CDC provided the Payment Reform Subcommittee (3/15/2014) and the ACI Steering Committee (5/20/2014) with background on the development and evidence of the NDPP and explained that as part of the SIM grant the CDC is attempting to brief stakeholders on the need for sustainability in the current and emerging payment arrangements. The CDC views the SIM grant as an opportunity to support program delivery via training lifestyle coaches, to encourage health systems to adopt the NDPP as a community resource, to gain support from employers to promote the program among enrollees, and to facilitate the ROI and business case for program deployment. In May and June, staff worked with the CDC to develop a plan to present the CDC's Community Health Worker (CHW) pilot initiative to the ACI work group.



		Obj. 3
Identify Common Measures Across Payers for Public Reporting and Alignment with Payment



		PTE-Systems	

During Q3, the MHMC PTE Systems Steering Committee held two meetings, the first in April and the second in June. In April, there were 41 attendees, including 17 health system/provider representatives, 3 employer/purchaser representatives, 4 payer representatives, 1 consumer representative and additional consultants, guests and staff. The June meeting was attended by 36 persons, including 14 health system/provider representatives, 1 employer/purchaser representative, and 3 payer representatives, as well as various consultants, staff and guests. Notably, staff from QCorp (a quality improvement coalition) of Oregon attended this session to observe the MHMC PTE process at work. 

     There was a range of topics on the agendas for these meetings including consideration of approval for further specification work around a measure tracking NTSV C-section rates as well as refinements to currently publicly reported measures on falls with injuries. But the topic generating the most interest centered on consideration of recommendations regarding public reporting on the total cost of care and resource use indices. At its June meeting, the Systems group voted to recommend to the MHMCF Board that both the TCI and RUI measures be publicly reported beginning in October 2014. This is a significant accomplishment representing a great deal of work on the part of the Coalition staff and PTE participants. It is also a significant step forward in terms of enhancing transparency at the practice group level, across Maine. 

PTE-Physicians

The MHMC PTE Physicians’ Steering Committee also met in April and June. 53 people participated in the April meeting, including 32 providers, 2 purchaser/employer representatives, 2 payer representatives, and a variety of consultants, staff and invited guests. 48 people participated in the June session, including 26 providers, 2 purchaser representatives, and 3 payer representatives, as well as consultants, staff and guests. Oregon’s QCorp staff observed this session as well. 

     The agendas for these two sessions included a number of topics, including the method of reporting patient experience of care at the practice level, along with discussion of a major website redesign for www.getbettermaine.org, scheduled to occur in January 2015. 

     In April, the Coalition presented APC to the PTE-Physicians Steering Committee for discussion.  The Committee expressed several concerns and was resistant to take on additional reporting measures.  In response, the MHMC met in May to strategize a new approach to promoting APC recognition through two parallel tracks; First, working through the PTE process ensuring that the designation would be based on metrics that practices are already reporting on so as not to create additional burden.  APC would be granted to the highest performers, with all betters or bests in both process and outcomes.  In addition, the practice would meet specific criteria (to be determined) for behavioral integration.  Second, the Coalition is working with health Plans through the Payment Reform Subcommittee & Measure Alignment Workgroup to assess their willingness to reward practices that have an APC designation with higher reimbursements. MHMC will have to determine what metrics the health plans would be looking for to ensure this is meaningful enough to warrant the incentives.

     At the June PTE-Physicians Steering Committee meeting the group was updated on the new parallel track approach by Coalition staff.  A subgroup of the PTE- Physicians Steering Committee has been created to work on an appropriate, meaningful and manageable strategy to move APC forward.

     PTE Physicians also considered the TCI and RUI measures at each of the Q3 meetings. At the June meeting, the group endorsed a recommendation to the MHMCF Board that the measures be publicly reported, but expressly did not support reporting to begin in October. The next step in the process will be to bring the recommendations of both PTE groups to the MHMC Board for a final decision regarding public reporting; that is scheduled to take place in early July. Once the MHMC Board reaches a decision regarding public reporting on TCI/RUI, the recommendations will be taken to the SIM Payment Reform Subcommittee, which will consider making a recommendation regarding public reporting of these measures on another, separate website (other than GetBetterMaine); that recommendation will be made to the SIM Steering Committee which is imbued with the ability to make a final determination of publicly reporting these metrics on a site independent of GetBetterMaine.



PTE-BH

The PTE-Behavioral Health Steering Committee met on April 23, 2014 and then again on June 11, 2014.  The meeting attendance averaged 41 participants, with the majority of those present being mental/behavioral healthcare providers or representing behavioral healthcare organizations. This quarter, Coalition staff collected, compiled and analyzed quality measures that are currently being used by behavioral healthcare providers in Maine. The PTE-BH Steering Committee defined and agreed upon domains for possible behavioral health measures including  diagnosis specific such as depression, patient experience, relationship (with provider), degree of integration and over all functioning or well-being.

Accountable Care Implementation

The Accountable Care Implementation (ACI) group met on May 20, 2014. 37 people participated in the meeting including 20 provider representatives (including representatives of practices, systems and other providers), 9 payer/purchaser/employer representatives 3 consumer representatives, as well as staff and consultants. One of the main objectives of this session was the first ACI Learning Collaborative opportunity, which centered on a presentation by MaineHealth on its primary care payment reform initiative; this topic aligns with one of the subject areas that an earlier survey of ACI interested parties revealed as a top concern for participants. This project focuses on identifying how practices have deployed resources to advance team-based care, patient engagement and enhanced patient access. This effort has facilitated MaineHealth’s conduct of a financial analysis of team-based care under FFS and capitation scenarios, and enabled the System to closely examine panel size requirements and the relationship between team-based care delivery and population health management.   

     At the May meeting, ACI participants also heard from Nate Morse, of the Maine CDC, regarding Maine’s piloting of the National Diabetes Prevention Program (NDPP), with specific discussion around the issue of sustainability of the initiative under current and emerging payment arrangements. 

     At an earlier meeting, the ACI group established a Measure Alignment Work Group which was given the task of formulating recommendations for a standardized, core set of ACO measures for contracting, learning and reporting. 

The work group met four times over the course of Q3. Meeting attendance varied, but averaged 15 people per meeting. Attendees consistently included representatives of the major payers in Maine; at the June meeting, payer representatives included plan Medical Directors, which was quite helpful to the process. Meeting participants also include representatives of the major health care systems in the state, some independent physician providers, and purchasers. 

     The work group is making progress on its assignment. While early on it appeared that there might be some resistance to the notion of a standard measure set on the part of a subset of payers, that stance now seems to be softening. All of the major payers in the state are involved in this effort and they have now involved their medical directors, which is a helpful development. The group will continue to meet on a monthly basis until it has made its way through the list of measures it has identified as potential candidates.

Integration of Clinical and Claims Data – Proof of Concept Pilot

Development work for this initiative got underway in earnest during this quarter. This is an extremely complicated initiative that is subject to myriad risks and dependencies, as noted in the SST. The next steps for this effort will resume in August when required resources are available.



		Obj. 4 
Patient Portals

		By the end of Q3, there were 254 individual claims portals in existence deployed in practices across the state.

The Coalition worked to promote and disseminate the patient portals, as well as explore new ways to leverage existing work across other payer data. As work continues on AC attribution methodology, we will be exploring ways to unify attribution processes where possible for use in future portals.



		



Obj. 5
Practice Reports

		



The data team continually updated analysis of practice level content to support PTE decisions and continued PHO and system level meetings throughout Q3.  There were ongoing attempts to reach every practice and practice group for report distribution.  

Note that the delay in access to 2013 MHDO data has delayed our ability to update practice reports. 



		Obj. 6
Consumer Engagement and Education

		During Q3, communications staff worked on development of scripts for the video intended for use in educating consumers regarding value based care and benefit design. It continues to be challenging to explain value in a way that is meaningful to consumers; it is common for consumers to equate quality in health care with higher cost – a correlation that does not necessarily equate with “value.” In the interim, staff developed an alternative visual tool to explain valued based coverage concepts – a simple chart. This tool was used with a range of individuals and groups over the course of Q3 and has proven effective. 

     In Q3, plans were made to conduct consumer focus groups in July 2014, to test and refine messaging around the notion of cost and value. Assuming that work lends valuable insight, that information will be used to craft a video that can be used to explain these notions to consumers. 

     Interviews and media exposure continued in Q3, resulting in an interview with Atlantic Magazine and Maine Magazine (circulation of 30k per month).  Coalition staff used these interviews as a way to discuss the value of merit based benefit design and payment reform. The interview with the Atlantic reporter ended up being referenced in a blog post on KevinMD.com, rather than appearing in the magazine.  The interview with Maine magazine staff has yet to be published.

     Through educational meetings and outreach events, the Coalition has reached 110 people through a combination of meetings, presentations and presence at public venues (health fair), meeting its goal of 100 people. Note that we are conducting focus groups in July, to refine approaches to conveying the notion of value in health care to consumers, which is a challenging task, as consumers often equate high cost with high quality (which is often not a true relationship). Lessons learned from those focus groups will help us refine our messaging and allow us to ramp up educational efforts.



		Obj. 7
SIM Administration

		Payment Reform Subcommittee

The subcommittee met twice this quarter, once on April 15th and again on June 15th.   During the April meeting, the 35 committee members were briefed on the expected termination of the Medicare Multi-Payer Patient Centered Medical Homes (PCMH) Pilot as well as the progress of the CDC’s National Diabetes Prevention Program Pilot.  The State’s SIM project director gave an overview of SIM’s strategic framework, risk mitigation process and log. This led to a quality discussion of the role of the group and how the subcommittee impacts the work of SIM.  Ted Rooney closed the meeting with a preview of the public reporting of patient experience that will be posted on the Maine Health Management Coalition GetBetterMaine website following recommendation by the Physician Pathways to Excellence Committee and adoption by the MHMC board.

     June’s Payment Reform Subcommittee was attended by 20 members. MHMC staff outlined the current work of the Measure Alignment Work Group to include: work group composition, project objectives, intent and purpose, work process, measure selection criteria, and progress to date. There was a request to define “core” measures to clarify the work group’s expectations. Lisa Nolan briefed the Subcommittee on the work of the Healthcare Cost Workgroup, which has identified three areas to focus initial attention: pricing, delivery system infrastructure and consumer engagement/support.   The Subcommittee was advised that the pricing dialogue to date has encompassed transparency, reference pricing, narrow networks, and bundled payments.  At the next meeting the workgroup plans to discuss risk based contracts with growth caps and regulated pricing.

     The Subcommittee identified a substantive risk outlining the Measure Alignment Work Group’s ability to achieve adoption of core measure set alignment for payment and contracting purposes was presented as an issue. The Subcommittee discussed the weighting of this risk and identified the probability as medium (2) and the impact as high (3). A revision to the risk statement was requested in order to clarify the issue. It was agreed that the risk issue should reside with the Subcommittee as mitigation strategies are pursued.   The meeting concluded with an update of the CMMI site visit to review Maine’s progress within SIM and review of the upcoming deliverables that will be presented to the Subcommittee in the next several months.

Communications

MHMC Staff continued to support the State in developing and managing its communication process and deliverables.  During Q3, the first quarterly SIM update webinar was held, with 20 people in attendance.  Staff produced new website copy, performed regular web updates and maintenance created branding materials and worked to provide SIM logo mock ups for SIM Steering Committee approval.







QUARTERLY ACCOUNTABILITY TARGETS

		Objective #

		Target Measure Description

		Target Number

		Actual Number

		Percentage of Completion

		Status



		Objective 1

		Increase of Members /Participants

		N/A

		N/A

		N/A

		N/A



		Objective 2

		Number of covered lives enrolled in plans that incorporate VBID

		N/A

		N/A

		N/A

		N/A



		Objective 3

		Percent of Maine residents covered by alternative payment arrangements

		N/A

		N/A

		N/A

		N/A



		Objective 4

		# of practices that have adopted claims portals

		40

		254

		100%

		



		Objective 5

		Percentage of Primary Care Practices receiving reports

		25%

		72%

		100%

		



		Objective 6

		People Educated

		100

		110

		100%

		





Status codes for accountability targets: Green 90% to 100%, Yellow 75% to 89%, Red 0% to 74%


QUANTITATIVE MEASURES

		Frequency

		Meetings

		Meeting Attendees

		Trainings Held

		Training Attendees

		Reports/ Publications

		Copies Issued



		April

		7

		245

		3

		85

		26

		



		May

		3

		106

		3

		45

		2

		



		June

		6

		367

		3

		28

		19

		



		Quarterly Total

		16

		718

		9

		158

		47

		

















Status Outlook for FFY Q4, 2014

		Objective

		Status Outlook (Green, Yellow, Red)

		Associated Narrative (include information on expected Milestones or Accountability Targets)



		Obj. 1 
Track Healthcare Costs

		Yellow

While the preponderance of tasks related to this objective remain on track, delays in availability of data hold the chance of delaying production of certain deliverables.

		All Payer Claims Database
We anticipate availability of 2013 claims data from the MHDO’s APCD, although at this point in time, it is not clear whether the upcoming release will include Anthem data. If those data remain missing, work using commercial claims will be further delayed. 

Healthcare Cost Workgroup
During the upcoming quarter the workgroup will meet monthly, continuing its exploration of price, infrastructure, and possibly consumer engagement (time permitting). The group also will begin to develop an operational plan for pursuing one or more of the savings opportunities they have prioritized. Work will included development of price and infrastructure materials to support the workgroup’s efforts, other meeting planning activities, as well as continued recruitment efforts.

CEO Summit
Planning for the CEO summit will continue, including recruitment activities and development of the program/program.  The meeting may be scheduled for the upcoming quarter, but the precise date will depend on the availability of our keynote speaker. On June 30, we identified the key note speaker for this session and will be firming up dates and venue arrangements, as well as sending out invitations in early July.
Factbook

Work will continue on the Healthcare Cost Factbook in preparation for publication this fall. Specific activities will include gathering data from state, federal, and other sources, and identifying other potential data elements that may contribute to the document.

Accountable Community Work with MaineCare

The work over the coming quarter on MaineCare Accountable Communities will first focus on replication of Deloitte’s attribution methodology. Work with MaineCare will continue to develop the approach to attribution on an ongoing basis, as MaineCare continues to define the direction to be taken here (this relates to the fact that the one-time baseline that Deloitte has created does not hold over time, since circumstances in the environment (e.g. Health Home enrollment) evolve over time. 

Work will also continue around replication of Deloitte PMPM and cost calculations. This will involve documenting and updating the methodology based on evolving discussions with MaineCare, as they are currently identifying items or aspects of the calculation they want to modify. 

During the coming quarter, we will be working to create process and reports for updates to physician attribution lists with the participating Accountable Communities, which will have to be disseminated on a quarterly basis. Finally, we will be working with MaineCare to scope out and develop the interim cost and quality reporting needed by participating Accountable Communities.

It is important to note that there remains risk associated with the AC work. In particular, the key MaineCare official who has led this initiative will be leaving the Department at the end of July. Although it is intended that the AC initiative will be launched by August 1st, it remains unclear what this departure means to the effort moving forward.



		Obj. 2 
Value Based Benefit Design



		Green

		VBID

The full VBID workgroup will meet again in September; however the subgroups will meet early in July to determine the frequency of their meetings throughout Q4.  During the upcoming subgroups meetings, the groups will decide their work plan for the upcoming year; assess their need for information, research and data, and plans to advance VBID within their respective organizations. By the end of Q4, the group plans to publically report VBID rankings for health plans on the MHMC website.

In Q4, Coalition staff will meet with senior MaineCare management in which to present the proposed VBID straw man. The purpose of this meeting is to encourage collaboration and identify ways for MaineCare to incorporate the proposed VBID model.

In early July, MHMC staff will be conducting a series of focus groups with consumers, to learn how to best convey messages and information regarding quality of care, cost of care and value in health care. This approach has been extremely helpful in the past, as we hone our approach to interacting with consumers, both through our website and in personal interactions. 

NDPP Support

The Coalition will continue to support the CDC’s NDPP initiative by providing venues for discussion and feedback at the ACI Steering Committee and Payment Reform Subcommittee meetings, as needed. 



		Obj. 3
Identify Common Measures Across Payers for Public Reporting and Alignment with Payment.



		Green

		PTE-Systems

PTE-Systems has formed a subgroup that will meet throughout the course of the upcoming quarter, to discuss GetBetterMaine’s (the Coalition’s public reporting website) new format and planned launch on Jan 1, 2015.  The purpose of this subgroup is to decide how to rill up all reported hospital measures that are reported on GetBetterMaine into 3 categories: Effective, Safety and Patient Experience. The Steering Committee will reconvene on September 25th to review the subgroups recommendation’s and make a final proposal for the measure roll ups to the Coalition’s Foundation Board.

PTE-Physicians

In Q4, PTE- Physicians will meet on September 25th to do discuss website display options and give recommendations on TCI and RUI reporting that will go live in January 2015.  The Steering Committee will convene two subgroups; one focused on exploring and moving forward claims measures for preventative bundle measures and possibly bring back a recommendation on its use for public reporting.  The second group will be focused on creating an appropriate, meaningful and manageable strategy to move APC forward.  

PTE-BH

The PTE-BH Steering Committee will hold 3 meetings in Q4, with the goal of moving the group towards selecting a behavioral health measure to be given as a formal recommendation to the Foundation Board for public reporting on Jan.1, 2015.  Staff will continue to develop an understanding of and plan for coordination with other BH activities in state. A key goal this upcoming quarter is to continue to add behavioral health providers to our database, create outreach materials to encourage those providers to participate in reporting on GetBetterMaine.

ACI

The ACI Steering Committee is scheduled to convene during Q4 on July 15th and then again on September 16th.  During both meetings, the group will continue to participate in the ACI Learning Collaborative. In July, Beacon Health will talk about their Pioneer ACO program and how it is being translated into the commercial market and in September, Universal American on their Medicare shared savings ACO with federally qualified health centers.

APC

In Q4, the Coalition will bring together a subgroup of PTE- Physicians and Systems to work on an appropriate, meaningful and manageable strategy to move APC forward.  

Integration of Clinical and Claims Data – Proof of Concept Pilot

Work on this initiative will resume in August as the resource constraints experienced in Q3 ease. We anticipate processing of the administrative permissions required for release of the clinical data to MHMC to occur early in the fall, with data specs resolved around the same time. 



		Obj. 4 
Patient Portals

		Green

		Work will continue on an on-going basis to encourage adoption of commercial claims portals. 



		Obj. 5
Practice Reports

		Green

		The Coalition will continue the ongoing data analysis work required to produce practice reports. There will be a Q4 distribution of reports, which are expected to include updated commercial and MaineCare practice reports.  Exact timing for the next release of practice reports has yet to be determined, as Commercial reports are dependent on refreshed MHDO data, and MaineCare reports are dependent on completing work around implementation and AC methodology.  Staff will continue to attempt reaching every practice and practice group for report distribution. Also planned for Q4 is to continue to update analysis of practice level content to support PTE decisions, continued PHO and system level meetings.



		Obj. 6
Consumer Engagement and Education

		Green

		In Q4, Coalition staff has scheduled a “Choosing Wisely” training for the State Employee Health Commission that utilizes the VBID training curriculum developed in Q2.



		Obj. 7
SIM Admin

		Green

		Payment Reform Subcommittee

The Payment Reform Subcommittee will meet August 26th at Maine General Hospital.  On the agenda for discussion is an update about the status of the MAPCP and report out from the Measure Alignment Workgroup. The group will be asked to provide feedback and recommendations to the Coalition on its Healthcare Cost Workgroup specifically on pricing options, infrastructure and the elements of the Healthcare Cost Factbook.  If there is time on the agenda, the group will be asked to provide input on what can be done to accelerate the alignment of ACO strategies in Maine.

Once the MHMCF Board has reached a decision regarding public reporting of TCI and RUI for both practices and practice groups, the same recommendations will be taken to the PR Subcommittee for consideration. Their review will not be substantive – that is, it will focus solely on whether or not these measures might be reported on a website other than GetBetterMaine, independent of the Coalition. The Subcommittee’s recommendations will subsequently be forwarded to the SIM Steering Committee for final consideration. If the MHMCF Board reaches a decision regarding reporting prior to September and if the meeting schedules of the PRSC and SIM Steering Committee allow it, this issue could conceivably run through the SIM governance process in the coming quarter.

Communications

In Q4, staff will be focused on completing the following deliverables:



· Producing and hosting the quarterly SIM webinar

· Updating the State SIM website as needed

· Managing documents and calendar on Rackspace

· Maintaining the SIM listserv

· Producing SIM specific factsheets for consumers and providers

· Producing and disseminating the SIM quarterly newsletter

· Providing general communication and SIM presentation support







Non-SIM Health Care Reform Innovations – 

Please provide other examples of Health Care Reform that are not being driven by SIM, but are related to the overall initiative.



		      There are many efforts focused on health care reform under way in Maine that do not specifically fall under the SIM umbrella, but which are related to our efforts. While some are broad based, others are very narrowly focused – sometimes confined to a practice group – but still represent relevant work. For example, we have recently become aware of an initiative being undertaken by Athena Health, which has a large campus in Belfast, Maine, involving the company locating an office of a progressive primary care practice on its premises. This will not only make primary care easily accessible to employees, but is also intended to serve as a laboratory where Athena can test tech innovations it is working to develop, especially with regard to its EHR offerings. 

     The Coalition is participating with NRHI and four other regional health collaboratives across the county on a RWJF-funded project called the Healthcare Regional Cost Measurement and Transparency Pilot. This project is focused on measuring and publicly reporting on total cost of care in a standardized manner, across five regions, so as to allow benchmarking for multi-payer, commercial health care costs. The project also aims to identify effective approaches to sharing cost information with stakeholders to facilitate identification of cost drivers and the development of strategies to reduce cost, as well as working with providers to assist them in using cost information in actionable and meaningful ways. The Coalition is serving as the technical lead on this project, building on the expertise developed around the TCI/RUI which we have been engaged in.

     Many of the health systems around the state are engaged in innovative work, as well. MaineHealth’s work around deepening their understanding of practice cost structure to facilitate their assessment and structuring of opportunities to take on risk-based capitation contracts is described elsewhere in this report. This type of effort represents the type of hard, on-the-ground, fundamental work required to allow providers to adapt to new payment models. 

     In the most recent session ending in May 2014, the Maine Legislature enacted LD 1760 (PL2014 c. 515), which included statutory changes that are intended to enhance health care price transparency. Beginning August 1st, Maine hospitals and surgi-centers must provide an estimate of the total price of services or procedures planned to be rendered to that individual by that health care provider, when a request for that information is made. The Legislature also enacted (on a veto override) LD 1642 (PL 2014 c.560), which  requires health care practitioners to have available to patients the prices of that entity’s most frequently provided health care services and procedures; this includes services and procedures that were provided by the entity at least 50 times during the previous calendar year. Providers are also required to tell patients about the availability of this information and prominently display the information.

     Several of the Maine SIM partners are also involved with the AF4Q initiative, which is led by Maine Quality Counts, and which is funded by RWJF. Working with key stakeholders, this initiative aims to improve health and health care by aligning forces across the state working to promote quality. This includes work around performance measurement and public reporting of quality data; building quality improvement into practice in a sustainable manner; engaging consumers to become more active participants in their own care; and reforming the ways in which we pay for care. 

     These are but a few examples of complementary work underway in our state to address health reform for Mainers. 







2



image1.emf




image14.emf
SIM%20Quarterly% 20Report%20FY14%20Q3%20HIN.docx


SIM%20Quarterly%20Report%20FY14%20Q3%20HIN.docx
		SIM Partner Status

HealthInfoNet

Status for FFY Q3, 2014 

April - June 2014

		[image: ]











[image: ]



SIM Partner Status

HealthInfoNet

FFY Q3, 2014









		Overall SIM Partner Status:

		HealthInfoNet





Status Summary

		HIE Notifications to MaineCare and Provider Care Managers:

In May secure email notifications for a subset of MaineCare Care Management member’s (1,800 members) events of care began to flow from the HIE to the MaineCare Care Management team. May and June involved three cycles of testing of the workflow and data completeness. Testing results are positive and will continue in the 4th quarter.

HIT Reimbursement and HIE Access to Behavioral Health Providers:

In May the Behavioral Health Information Technology Reimbursement Initiative was launched with the initial 20 B.H. organizations from across the state of Maine. Of the participating organizations all regions of the state are represented: South, East/North, and Central/West. Approximately 90,000 patients are served annually by the participating organizations. Milestone One payments are targeted to be paid out by the end of the 4th quarter, September 30th, 2014, in the total amount of $700,000. The initiative holds a monthly webinar to provide milestone information and education towards achieving the milestones. Webinar attendance is an expectation for each participating organization. 

Clinical Dashboard from the HIE to MaineCare:

The initial research period for the development of the first phase of the project has concluded in June. HIN met with department leaders of DHHS to evaluate the scope, goals and potential “use-cases” of the project including demonstrations of the current tool as it is applied to Provider organizations. During the 4th quarter the initial “use-case” of the project will be defined. Claims data files from MaineCare began to transfer to HIN’s technical team for integration into HIN’s data environment in May to be used to support this project. Once all files are transferred, HIN will have comprehensive claims data from the fall of 2010 through present. The data integration work will continue through the 4th quarter. Part of the claims data includes prescription data for all members. As part of the data integration work, all prescription data will be incorporated with the existing non-Medicaid medication data in HIN’s data environments and will become available to the clinical users of the HIE across the state of Maine, closing a critical care coordination gap in medication data in the HIE. 

HIE-Patient Portal ‘Blue Button’ Pilot:

The 12 month pilot between HIN and Eastern Maine Health System was launched in June. The initial implementation work for the pilot has begun with a selected leadership team focused on patient portal implementation and patient engagement. The pilot work will begin with an ideal set of primary care practices with strong patient engagement activities already in place during the 4th quarter and year 2 1st quarter. EMHS has approximately 6,000 registered, active users of their Patient Portal system. HIN will measure the unique users that access the “blue button” functionality that is being tested once the pilot sites are live. 















Risks/Issues

		1. HIE Notifications to MaineCare and Providers: None

2. HIT Reimbursement and HIE Access to Behavioral Health Providers: As reported in the accountability targets HIN’s goal is to secure 20 Behavioral Health organizations to participate in the Health Information Exchange reimbursement initiative. Currently there are 19 participating organizations due to one withdrawal from the initiative. HIN has contacted two organizations that applied but were not initially selected to replace the 20th participant. HIN anticipates that one of these organizations will join during the 4th quarter. 

4. Clinical Dashboard from the HIE to MaineCare: None

5. HIE- Patient Portal ‘Blue Button’ Pilot: None







Status (Current)

		Objective

		Status Description



		1. HIE Notifications to MaineCare and Provider Care Managers



		HIN continues to send secure PHI email notifications for 1,800 MC members to the Care Management team. Testing of data completeness and the overall workflow will continue until the team feels testing is no longer required. As of the end of June approximately 1,000 emails were produced from this project. Both unique events of care and a daily summary of all events of care in a 24 hour period have been tested. Development work to produce emails containing clinical documents from events of care will begin during the 4th quarter. 

Clinical users of the HIE continue to utilize the notifications service provided by HIN. Active clinical usage of the HIE has grown positively over the last year. As shown in the accountability targets, HIN exceeded its 3rd quarter goal for number of weekly unique user accesses to the HIE Clinical Portal tool. This means that the opportunity to leverage the notification service continues to grow. 



		2. BH HIT Reimbursement Initiative and HIE Access to Behavioral Health Providers



		Monthly webinars are being held on the 3rd Tuesday of the month. HIN held technical assessment calls with each organization and EHR vendor participating in the reimbursement initiative in June. These calls focused on vendor capabilities to share data using HL7 transport, to obtain VPN configuration information, and set expectations for data sharing by data category. The June webinar began education on the technical HIE implementation and introduced patient consent parameters. All participating organizations have signed Scope of Work contracts with HIN to commit to the Initiative. Organizations will receive payment as the milestones are achieved as outlined in the grant (Payment goal due end of Q4). 



		3. Provide HIE access to Behavioral Health Providers 



		There are seven active BH connections to the HIE as of June. There is one bidirectional HIE connection in the testing environment as of June. As the sites participating in the Reimbursement Initiative are connected and begin to share data via a bidirectional VPN connection, the accountability targets for objective 3 will be fully met. 



		

4. Clinical Dashboard from the HIE to MaineCare & MaineCare Prescription data integration into the HIE



		

Clinical Dashboard:

The initial “Use Case” research process with DHHS is complete as of June. Claims data files continue to be transferred to HIN for technical implementation. 

MaineCare discrete prescription data integration into the HIE: HIN staff continues to build the data environment and back end integration for prescription data integration in June. 



		5. HIE-Patient Portal ‘Blue Button’ Pilot 



		The technical requirements were defined between EMHS web design vendor and HIN in June. Three primary care practice initial pilot beta sites were confirmed as of June.  The project implementation team has been identified and meets weekly. Patient Engagement committee’s and pilot sites are being engaged actively and will continue throughout the pilot. 







QUARTERLY ACCOUNTABILITY TARGETS

		Objective #

		Target Measure Description

		Target Number

		Actual Number

		Percentage of Completion

		Status



		1

		# of active weekly users of the HIE Clinical Portal

		550

		566

		103%

		



		2

		Amount of milestone reimbursement paid out

		N/A (due Q4)

		N/A

		N/A

		N/A



		2

		# of organizations participating in the BH HIT Reimbursement Initiative

		20

		19

		95%

		



		3

		# of BH organizations with access to the HIE

		7

		7

		100%

		



		3

		# of BH sites bi-directionally connected to the HIE

		N/A (due Q5)

		N/A

		N/A

		N/A



		5

		HIE CCD accesses via EMHS Patient Portal

		N/A (due Q7)

		N/A

		N/A

		N/A





Status codes for accountability targets: Green 90% to 100%, Yellow 75% to 89%, Red 0% to 74%



QUANTITATIVE MEASURES

		Frequency

		Meetings

		Meeting Attendees

		Trainings Held

		Training Attendees

		Reports/ Publications

		Copies Issued



		Month One (April)

		1

		14

		N/A

		N/A

		N/A

		N/A



		Month Two (May)

		1

		19

		

		

		

		



		Month Three (June)

		2

		21

		

		

		

		



		Quarterly Total

		4

		54

		

		

		

		









Status Outlook for FFY Q4, 2014

		Objective

		Status Outlook (Green, Yellow, Red)

		Associated Narrative (include information on expected Milestones or Accountability Targets)



		1. HIE Notifications to MaineCare and Providers Care Managers 

		

		Testing with MaineCare will continue throughout the 4th quarter. Active clinical user accesses will be tracked weekly. HIN expects that growth will remain steady. 



		2. HIT Reimbursement and HIE Access to Behavioral Health Providers



		





		A workgroup will be planned over the summer to focus on the quality measurement work that occurs during milestone 3 from the fall of 2015 through 2016. The 4th quarter will involve: the HIE education for staff and patient consent requirements and workflow; VPN configuration; HL7 test message collection and verification; and the completion of HIE Participation Agreements. We anticipate milestone 1 payments to be achieved as targeted. 



		3. Provide HIE access to Behavioral Health Providers 

		

		As objective 2 goals are achieved the connection goals will be achieved steadily.



		4. Clinical Dashboard from the HIE to MaineCare

		

		The initial use case of the Clinical Dashboard will be finalized during the 4th quarter. Part of this use case work will include an assessment of HIN’s participation in MaineCare’s Accountable Communities clinical quality measurement program. 



		5. HIE-Patient Portal ‘Blue Button’ Pilot 



		

		We expect the EMHS pilot implementation to continue as planned without delays. Engagement at meetings is positive and broad leadership support continues.   No technical concerns have arisen to date. Discussion will be strongly focused on how patients communicate to HIN about questions they may have related to their information in the HIE. EMHS's Information Systems Director and Medical Records director will join the implementation team in July. Communications planning staff will also meet in July. Practice beta sites will be scheduled for orientation and implementation.

















Non-SIM Health Care Reform Innovations – 

Please provide other examples of Health Care Reform that are not being driven by SIM, but are related to the overall initiative.



		· HealthInfoNet continues to support HIT education to the primary care health reform “base” in the state of Maine by partnering with Maine Quality Counts. In June, HIN leveraged MQC’s first “all Health Homes” learning collaborative to provide education related to health information exchange and how HIN’s HIE Clinical Portal services can be used to support their larger population health reform efforts. 

· HIN is currently working with the Maine Veterans Administration hospital and nine primary care sites to connect them to the statewide health information exchange. This will close a care coordination gap for approximately 12% of the population of Maine, between VA and non-VA providers of care in Maine. We received feedback from Health Homes’ practices that their lack of access to Veteran’s medical information is a concern. We are hopeful to address this concern in this project. 
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		Overall SIM Partner Status:

		





Status Summary

		Significant progress has been made in the contractual development of Accountable Communities. A plan is in place to launch the AC’s on 8/1. The AC’s have all voiced continued support and involvement with us through a tumultuous time. Health Home Stage B enrollment numbers are picking up after a period of decline in April – May. Meetings with the Behavioral Health organizations have helped address some concerns and modifications to the payment methodology are being made as a result. The continues to be a challenge with SPA approval on Stage B with CMS expressing concerns with the payment strategy to BHHO’s and HH practices. The rationale is that the interpretation of 2703 of the ACA identifies the HH as a single entity where care coordination occurs and that the payment of two separate entities is inconsistent with the model. This recent interpretation was contract iced by advice given within the last month. Performance measurement and reporting is on track and issues with specifications and schedules are being worked through. HealthInfoNet has been gathering information to inform the dashboard at MaineCare and we will meet with HIN soon to work out the final details. MaineCare has been receiving ADT data from HIN to assist in care management of its members and that work is both on track and on schedule. The training curricula related to persons with ID/DD continues to lag related to the timeline. The issue is due to state purchasing rules and the contract for the work is being finalized after which we anticipate the curricula development and training will get underway. Health Home practice support (A+B) support through QC is not contracted. There are issues about the pricing for services that need to be better understood. We have asked for a matrix of services and costs to build a pricing model which is critical to our continued support and justification for services.







Risks/Issues

		1. AC contracts could be further delayed if the process that has been set-up doesn’t work. 

2. The population risk and actuarial models will need to be re-run if the AC doesn’t launch in August.

3. Although AC’s have been supportive and committed further delay could erode the relationship and make contracting more difficult.

4. The state is paying an increased FMAP % while the HH Stage B SPA is being reviewed. If approval doesn’t occur in the near future, the state may need to re-assess its position.

5. The payment strategy of a single payment to the lead entity to then be divided up is likely to create significant administrative problems to BHH’s and could result in organizations exiting from the program.

6. The support and training of HH practices could be interrupted if there is no agreement on the practice payment paradigm.



















STATUS

		Objective

		Status Description



		MaineCare Objective 1: implement MaineCare Accountable Communities

		Although there are significant risks if the contracting process doesn’t work, there has been significant gain over the quarter in all areas related to the AC workplan.



		MaineCare Objective 2: Implement BHH Initiative

		BHH’s were implemented on 4/1. The SPA is not approved; we are in the RAI process and expect approval in the near future. Health Home stage b enrollment has fluctuated but appears to be stabilizing. 



		MaineCare Objective 3: Develop and implement physical health integration workforce development component to MHRT/C

		A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.



		MaineCare Objective 4: Provide training to primary care practices on serving youth and adults with Autism Spectrum Disorder and intellectual Disabilities

		A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.







QUARTERLY ACCOUNTABILITY TARGETS

		Objective #

		Target Measure Description

		Target Number

		Actual Number

		Percentage of Completion

		Status



		MaineCare Objective 1

		Implement MaineCare Accountable Communities

		5

		0

		0

		



		MaineCare Objective 2

		Implement BHH Initiative



		15

		23

		100%

		



		MaineCare Objective 3

		Develop and implement physical health integration workforce development component to MHRT/C



		On track: Slated to begin Yr2, Q2

		

		

		



		MaineCare Objective 4

		Develop curriculum and training to targeted case management providers and primary care practices serving youth and adults with intellectual and developmental Disabilities.

		On track: Slated to begin Yr2, Q2

		

		

		





Status codes for accountability targets: Green 90% to 100%, Yellow 75% to 89%, Red 0% to 74%



QUANTITATIVE MEASURES

		Frequency

		Meetings

		Meeting Attendees

		Trainings Held

		Training Attendees

		Reports/ Publications

		Copies Issued



		Month One

		

		

		

		

		

		



		Month Two

		

		

		

		

		

		



		Month Three

		

		

		

		

		

		



		Quarterly Total

		

		

		

		

		

		







Status Outlook for FFY Q4, 2014

		Objective

		Status Outlook (Green, Yellow, Red)

		Associated Narrative (include information on expected Milestones or Accountability Targets)



		MaineCare Objective 1: implement MaineCare Accountable Communities

		

		Expect to have 5 lead entities to have signed contracts with the Department and are actively managing their attributed populations and receiving information on attributed members while participating in the ACI.



		MaineCare Objective 2: Implement BHH Initiative

		

		BHH’s were implemented on 4/1. The SPA is not approved; we are in the RAI process and expect approval in the near future. Health Home stage b enrollment has fluctuated but appears to be stabilizing.



		MaineCare Objective 3: Develop and implement physical health integration workforce development component to MHRT/C

		

		Slated to begin Yr2, Q2. A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.



		MaineCare Objective 4: Develop curriculum and training to targeted case management providers and primary care practices serving youth and adults with intellectual and developmental Disabilities.

		

		Slated to begin Yr2, Q2 In the process of refining the number and type of providers who will receive training. A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.











Non-SIM Health Care Reform Innovations – 

Please provide other examples of Health Care Reform that are not being driven by SIM, but are related to the overall initiative.
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		Overall SIM Partner Status:

		





Status Summary

		Significant progress has been made in the contractual development of Accountable Communities. A plan is in place to launch the AC’s on 8/1. The AC’s have all voiced continued support and involvement with us through a tumultuous time. Health Home Stage B enrollment numbers are picking up after a period of decline in April – May. Meetings with the Behavioral Health organizations have helped address some concerns and modifications to the payment methodology are being made as a result. The continues to be a challenge with SPA approval on Stage B with CMS expressing concerns with the payment strategy to BHHO’s and HH practices. The rationale is that the interpretation of 2703 of the ACA identifies the HH as a single entity where care coordination occurs and that the payment of two separate entities is inconsistent with the model. This recent interpretation was contract iced by advice given within the last month. Performance measurement and reporting is on track and issues with specifications and schedules are being worked through. HealthInfoNet has been gathering information to inform the dashboard at MaineCare and we will meet with HIN soon to work out the final details. MaineCare has been receiving ADT data from HIN to assist in care management of its members and that work is both on track and on schedule. The training curricula related to persons with ID/DD continues to lag related to the timeline. The issue is due to state purchasing rules and the contract for the work is being finalized after which we anticipate the curricula development and training will get underway. Health Home practice support (A+B) support through QC is not contracted. There are issues about the pricing for services that need to be better understood. We have asked for a matrix of services and costs to build a pricing model which is critical to our continued support and justification for services.







Risks/Issues

		1. AC contracts could be further delayed if the process that has been set-up doesn’t work. 

2. The population risk and actuarial models will need to be re-run if the AC doesn’t launch in August.

3. Although AC’s have been supportive and committed further delay could erode the relationship and make contracting more difficult.

4. The state is paying an increased FMAP % while the HH Stage B SPA is being reviewed. If approval doesn’t occur in the near future, the state may need to re-assess its position.

5. The payment strategy of a single payment to the lead entity to then be divided up is likely to create significant administrative problems to BHH’s and could result in organizations exiting from the program.

6. The support and training of HH practices could be interrupted if there is no agreement on the practice payment paradigm.



















STATUS

		Objective

		Status Description



		MaineCare Objective 1: implement MaineCare Accountable Communities

		Although there are significant risks if the contracting process doesn’t work, there has been significant gain over the quarter in all areas related to the AC workplan.



		MaineCare Objective 2: Implement BHH Initiative

		BHH’s were implemented on 4/1. The SPA is not approved; we are in the RAI process and expect approval in the near future. Health Home stage b enrollment has fluctuated but appears to be stabilizing. 



		MaineCare Objective 3: Develop and implement physical health integration workforce development component to MHRT/C

		A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.



		MaineCare Objective 4: Provide training to primary care practices on serving youth and adults with Autism Spectrum Disorder and intellectual Disabilities

		A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.







QUARTERLY ACCOUNTABILITY TARGETS

		Objective #

		Target Measure Description

		Target Number

		Actual Number

		Percentage of Completion

		Status



		MaineCare Objective 1

		Implement MaineCare Accountable Communities

		5

		0

		0

		



		MaineCare Objective 2

		Implement BHH Initiative



		15

		23

		100%

		



		MaineCare Objective 3

		Develop and implement physical health integration workforce development component to MHRT/C



		On track: Slated to begin Yr2, Q2

		

		

		



		MaineCare Objective 4

		Develop curriculum and training to targeted case management providers and primary care practices serving youth and adults with intellectual and developmental Disabilities.

		On track: Slated to begin Yr2, Q2

		

		

		





Status codes for accountability targets: Green 90% to 100%, Yellow 75% to 89%, Red 0% to 74%



QUANTITATIVE MEASURES

		Frequency

		Meetings

		Meeting Attendees

		Trainings Held

		Training Attendees

		Reports/ Publications

		Copies Issued



		Month One

		

		

		

		

		

		



		Month Two

		

		

		

		

		

		



		Month Three

		

		

		

		

		

		



		Quarterly Total

		

		

		

		

		

		







Status Outlook for FFY Q4, 2014

		Objective

		Status Outlook (Green, Yellow, Red)

		Associated Narrative (include information on expected Milestones or Accountability Targets)



		MaineCare Objective 1: implement MaineCare Accountable Communities

		

		Expect to have 5 lead entities to have signed contracts with the Department and are actively managing their attributed populations and receiving information on attributed members while participating in the ACI.



		MaineCare Objective 2: Implement BHH Initiative

		

		BHH’s were implemented on 4/1. The SPA is not approved; we are in the RAI process and expect approval in the near future. Health Home stage b enrollment has fluctuated but appears to be stabilizing.



		MaineCare Objective 3: Develop and implement physical health integration workforce development component to MHRT/C

		

		Slated to begin Yr2, Q2. A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.



		MaineCare Objective 4: Develop curriculum and training to targeted case management providers and primary care practices serving youth and adults with intellectual and developmental Disabilities.

		

		Slated to begin Yr2, Q2 In the process of refining the number and type of providers who will receive training. A contract for services is in the process of review and approval. We expect approval within a short period and to begin work immediately with an identified contractor experienced with this population and these services.











Non-SIM Health Care Reform Innovations – 

Please provide other examples of Health Care Reform that are not being driven by SIM, but are related to the overall initiative.
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		Overall SIM Partner Status:  Maine CDC

		





Status Summary

		The Maine CDC work under the SIM grant has gone well in quarter 3 of 2014.  Significant progress has been made for NDPP objective/milestones thanks to the other SIM grant partners (MaineCare, MHMC, MQC, and HIN) with how they have facilitated opportunities to meet with work groups and their subcommittees.  These work groups/subcommittees and their members have provide support and guidance on design and approach with payer/purchasers regarding NDPP and how to establish a sustainable structure for payment within VBID/ACO plan designs.  They also have been fantastic conduits to meet key informants and persons who have also provided similar support and guidance.  Maine CDC is very pleased with the opportunity that SIM has provided to the public health community and has and will continue to support strong community and clinical linkages well into the future. The recent Q3 start-up of the VBID work group and its subcommittees has been very timely to NDPP efforts under SIM.  Being invited to participate in the various SIM work groups and subcommittees will afford the opportunity to bring the NDPP and CHW work from Maine CDC under SIM to the table for consideration of how future payment and delivery system reform initiative will include these and their workforces.  





Risks/Issues

		None at this time.









STATUS

		Objective

		Status Description



		Objective 1 - NDPP: Implementation of the National Diabetes Prevention Program (NDPP).



		State capacity assessment is an iterative process but will result in better understand of barriers to NDPP scaling, plan design, and payment.  

Payment structures being explored focus on value based insurance design principals including pay for performance/outcomes from NDPP completion. VBID/Cost of Care work groups will inform the plan design elements and the appropriate pillar to include the NDPP lifestyle intervention program as a population health approach (primary/secondary prevention).

Lifestyle Coach network for Maine is growing; May 8th & 9th 12 new NDPP Lifestyle Coaches Trained and deployed in NDPP provider sites.

Annual Letter of Agreement for NDPP participant data to be finalized and submitted to NDPP providers sites in Maine (June).

Inventorying the policy and protocol that may need to changed/amended to facilitate plan design changes that include NDPP.

Payment test design planning support being provided by MHMC, MaineCare, and State of Maine Employee Health (Aetna).  ROI/business planning for NDPP, understanding costs direct/indirect and resources to sustain NDPP.

Evaluation planning has begun with establishing evaluation needs, consulting with Jay Yoe for support/understanding on overall SIM evaluation needs, and planning through evaluation logic model development.



		Objective 2: CHW Pilot Project



		Q3 of 2014 for the CHW Initiative was focused on readying activities for “CHW Pilot Site contract approval,” (SST CDC 7).  Following the release of the CHW PP RFP were a number of preparatory activities: that occurred and led up to the review of proposals for the CHW Pilot Projects, they included:  a bidder’s Conference (04/01/14), Publishing Questions and Answers specific to the CHWPP RFP (4/25/14), accepting Letters of Intent (05/02/14) and full proposal submissions (06/02/14).  Review of the CHW PP proposals was completed during the week of June 16th by staff from Maine CDC and Mainecare.

The CHW Stakeholder Group completed its work on expanding the CHW definition to include essential roles and responsibilities.  This informed the production of a cross-walk of core competencies and CHW roles a document that will be used to inform the adoption/design of a core curriculum for the training of the CHWs in Maine. 



















QUARTERLY ACCOUNTABILITY TARGETS

		Objective #

		Target Measure Description

		Target Number

		Actual Number

		Percentage of Completion

		Status



		Objective 1 - NDPP: Implementation 

		Year 1: 5 out of 15 NDPP provider sites have written data share/fidelity agreements and are delivering NDPP to all eligible populations.  NDPP data is reported to Maine CDC every 6 months.

		5

		5

		100% (Year 1)

		



		Objective 2: CHW Pilot Project.

		There are no accountability targets for this quarter.

		

		

		

		





Status codes for accountability targets: Green 90% to 100%, Yellow 75% to 89%, Red 0% to 74%



QUANTITATIVE MEASURES

		Frequency

		Meetings

		Meeting Attendees

		Trainings Held

		Training Attendees

		Reports/ Publications

		Copies Issued



		April

		5

		51

		1

		

		

		



		May

		13

		96

		3

		19

		1

		



		June

		7

		45

		1

		

		1

		



		Quarterly Total

		25

		192

		5

		19

		2

		





























Status Outlook for FFY Q4, 2014

		Objective

		Status Outlook (Green, Yellow, Red)

		Associated Narrative (include information on expected Milestones or Accountability Targets)



		

Objective 1 - NDPP: Implementation of the National Diabetes Prevention Program (NDPP).

		

		Looking forward NDPP under SIM plans in Q4 to have completed the NDPP Data Sharing agreements with NDPP provider sites and be prepared for year 2 & 3 process for this.  Finalize NDPP payment test evaluation needs, complete PQVL application process for evaluation of SIM/NDPP.  Complete planning for a sustainable operationalized Lifestyle Coach Training structure, complete PQVL application process for 3 NDPP Master Trainer Selects who will continue providing training of NDPP Lifestyle Coaches regionally all over Maine for CDC-Recognized NDPP provider sites.  Continue ROI/ Business planning and technical support with payer/purchasers as requested and will strategically target work with Maine Community Health Options for NDPP integration into health plans.  Will also explore how to possibly integrate with ACO efforts around the State.  Will seek opportunities for this through EMHS and MPCA.



		Objective 2: CHW Pilot Project



		



		Q4 will signify the start of the CHW Pilot Projects.  With the proposal review completed in June, ME-CDC anticipates that the pilot contracts will be signed in July and that the scale-up activities, specifically hiring and training of CHWs along with initial program implementation will all occur during this next quarter.









Non-SIM Health Care Reform Innovations – 

Please provide other examples of Health Care Reform that are not being driven by SIM, but are related to the overall initiative.

		Under DP13-1305 U.S. CDC funding opportunity the Maine CDC Diabetes Prevention and Control Program (DPCP) has begun work within health care settings to facilitate the adoption of pre-diabetes/diabetes treatment and referral algorithms.  This will be implemented following policy/protocol changes in practices so that providers are doing early identification of high risk and/or pre-diabetes in patient populations; then using NDPP as the evidence based/first line approach for patients who present with these risks or diagnosis.  These changes in practice settings will be complimentary to the VBID/ACO efforts under SIM/NDPP, and will facilitate demand for more CDC-Recognized NDPP provider sites and trained NDPP Lifestyle Coaches.



The CHW Initiative has aligned with both national and regional efforts that are focused on CHWs not only as a means to supporting the Triple AIM but also in supporting ACA’s outreach and enrollment activities and capacity building at a systems level.  For the Maine CHW Initiative this has included participating in OMH’s Regional Health Equity Council (Region 1), and co-chairing its CHW Subcommittee.  In addition, the project director also participates on the New England CHW Coalition which has a significant focus on shared learning amongst CHWs across the region and in particular those involved with ACA outreach and enrollment activities to racial and ethnic minorities. 
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Maine SIM SSTv11 with QAT 072414.xlsx
Program

												Maine SIM Grant SST - Executive Level Project Plan with Accountability Targets

		SIM Partner Organization:  SIM Program Management										Lead/Point for Organization:  Randy Chenard										Milestone Timeline																								 Risks & Dependencies																																																														Known Risks Associated With Task		Dependencies

Comments                                    Link to ID#



Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		SIM Funding Fully Supports, Enhances, or Accelerates this Activity

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		N/A		X		X		X		Objective 1: Manage SIM Governance Process/Structure																																														 

		  										 		PG 1		Develop and facilitate Steering Committee meetings and process		x		 		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		 		 								 

														PG 2		Develop and Facilitate Leadership meetings and process		x		 		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														PG 3		Develop and oversee Subcommittee meetings and process		x				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		 		 		 

														PG 4		Execute Risk/Issue escalation and mitigation process 		x				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		 		 

		Objective 1: Accountability Targets 

Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																		Planning Period Target:  
Establish all governance groups including membership, accountabilities, 

Chenard, Randal: Main accomplishments expected during planning period

		Go Live Target: 
Governance structure developed and operational at beginning of test
Year 1 Target: 
Manage governance structure and facilitate collaboration across stakeholder groups

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets: 
Manage governance structure and facilitate collaboration across stakeholder groups								Year 3 Targets: 
Manage governance structure and facilitate collaboration across stakeholder groups

		Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   12,750.00		$   72,684.00								$   72,684.00								$   72,684.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		SIM Funding Fully Supports, Enhances, or Accelerates this Activity

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																												

Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation		

Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		N/A		X		X		X		Objective 2:  Develop, Manage, and adjust SIM Operational Plan 

														PG 6		Develop Operational Plan		X		ü		ü

														PG 7		Adjust Operational plan		X				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														PG 8		Begin SIM Communication Plan Development		X				ü																						 

														PG 9		Execute SIM Communications Plan		X						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														PG 10		Begin and Execute Risk/Issue Management Process		X				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														PG 11		Begin and execute SIM status reporting process		X				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

		Objective 2 Accountability Targets: 																		Planning Period Target 
Develop Operational Plan and gain CMMI approval		Go Live Target: 
Operational Plan Approved
Year 1 Target: 
Manage Operational Plan								Year 2 Targets: 
Manage Operational Plan								Year 3 Targets: 
Manage Operational Plan

		Objective 2: Annual Cost  																		$   17,000.00		$   135,172.00								$   96,912.00								$   96,912.00

		N/A		X		X		X		Objective 3:   Manage SIM Project Plans and Overall Budget

		  										 		PG 12		Developed required SIM Contracts				ü		ü		ü		l		l																		 		 

														PG 13		Require and facilitate the development project plan for all SIM partners				ü		ü																								 		 

														PG 14		Manage project plans, adjust and report as required				 		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

		Objective 3: Accountability Targets 																		Planning Period Target
Develop integrated project plan 		Go Live Target: 
Project Plan Developed
Year 1 Target: 
Manage project plan								Year 2 Targets: 
Manage Project Plan								Year 3 Targets: 
Manage Project Plan

		Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   12,750.00		$   72,684.00								$   72,684.00								$   72,684.00
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HealthInfoNet

												Maine SIM Grant - Executive Level Project Plan with Accountability Targets

		SIM Partner Organization:  HealthInfoNet										Lead/Point for Organization:  Shaun Alfreds, Katie Sendze										Milestone Timeline																								 Risks & Dependencies

		Secondary Driver		Subcommittee						Key Objective 		Link to DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#				 

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice, and payment decisions				X		X		Objective 1: Provide real-time notifications from the HIE to MaineCare and health system Care Managers when MaineCare members are admitted or discharged from inpatient and emergency room settings across all provider organizations connected to the HIE.																																														 

		  										VI.A
VIII. G
V
XI.A		HIN 1		Obtain PHI 'Data Release Authorization' with HIE participating Providers				ü		ü																								Provider site (38 hospitals) could deny release of PHI 		Current provider participants in HIE								 

														HIN 2		Establish DAA with MaineCare for PHI access				ü		l		l

														HIN 3		Convene MaineCare partners to build data feeds						ü		ü																						Delay in contract process or agreement		MaineCare contract process and rules		1,2

														HIN 4		Build and test production of notifications technology and workflow						ü		ü																						Delay in ability for MaineCare to provide eligibility data		Dependent on MaineCare resources and participation		3

														HIN 5		Implement use of notifications. Work with MaineCare stakeholders and provider participants to provide content and process improvements related to notifications that supports SIM initiatives. This includes education about and related to notifications process and workflow. 										ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Care manager and provider engagement in workflow		MC and provider org. leadership engagement to implement new workflows		4

		Quarterly Accountability Target														# of Active users of the Clinical portal										500		550		555		575		585		600		650		700		750		800

		Objective 1: Accountability Targets 

Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																		Planning Period Target 1) Establishment of a new user class of the HIE (originally provider based) as a Payors - Starting with Medicaid.
2) Create Data Use Argent (DUA) for MaineCare, Request Permissions for Sharing of PHI with New HIE Participant Class.

Chenard, Randal: Main accomplishments expected during planning period

		Go Live Target: As of October 1, 2013, make notifications available to 1,6001 Medicaid Providers and Care Managers across the state. Year 1 Target: 
Increase from 4502 to an average of 550 unique provider organization users either accessing the ED notifications or the HIE portal per week.

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets: 1) Increase making notifications available to 1,800 Medicaid Provider and Care Managers/Care Coordinators.
2) Increase to an average of 600 unique provider organization users either accessing the ED notifications or the HIE portal per week.								Year 3 Targets: 1) Increase making notifications available to 2,000 Medicaid Provider and Care Managers/Care Coordinators.
2) Increase to an average of 800 unique provider organization users either accessing the ED notifications or the HIE portal per week.

		Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																		$45,616.90		$164,863.60								$195,813.51								$186,674.93

		Secondary Driver		Subcommittee						Key Objective 		Link to DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice, and payment decisions				X		X		Objective 2: Provide HIT and HIE adoption incentives to up to 20 Behavioral Health provider sites/organizations. 

												V.A
VI.A
X.A		HIN 6		Develop RFP for HIT and HIE adoption incentives				ü																												Subcommittee start dates and process

														HIN 7		Release the RFP 						ü		l																										6

														HIN 8		Announce awardees 						ü		ü		l																								7

														HIN 9		Support Quality Measure development and reporting via the HIE for awardees; Participate in ensuring quality reporting measures are defined with feedback from BH providers to include EHR capacity for  submitting discrete data that supports specific quality measures as determined by the SIM Steering and Sub Committees through the statewide HIE. 								n		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Variable and complex technical and process barriers to enable data for quality reporting		Stakeholder participation/consensus, technology		11

														HIN 10		RFP Milestone 1: EHR purchase, implementation, optimization, and/or upgrade - $35,000 per awardee								n		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														HIN 11		RFP Milestone 2: Active interfaces with the statewide HIE- $10,000 per awardee								n		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Legal risks: 1) 42 CFR-Part 2 limitations as it relates to MH integration, provider side patient education to opt-in to their MH data 2) Contract timelines and delays for participation		Provider technology resources beyond the grant, patient education to opt-in

														HIN 12		RFP Milestone 3: Quality Reporting/eMeasurement with the HIE- $25,000 per awardee																						ü		ü		ü		ü		Barriers to data integration and  interoperability		Bidirectional data integration, provider participation, patient's opting-in		12

				Quarterly Accountability Target												Amount of money of milestones paid out										$700,000								$200,000								$500,000

				Quarterly Accountability Target												Number of participating Organization										20		20		20		20		20		20		20		20		20		20

		Objective 2 Accountability Targets: 																		Planning Period Target 
Establishment of Data Infrastructure Subcommittee (DIS) charge and membership. Determine parameters for behavioral health participation in the incentive program based on expectations of EHR adoption and capability to participate in data activities in years 2 and 3. Draft RFP for presentation to the DIS in October. 		Go Live Target: RFP requirements prepared for presentation to DIS. 
Year 1 Targets: 20 Behavioral health organizations3 demonstrate live use of EHR and milestone 1 incentive delivered.
								Year 2 Targets: 
20 organizations have access to the HIE portal and notifications and milestone 2 incentive delivered.								Year 3 Targets: 
All 20 organization's participating in e-quality measurement using the data submitted to the HIE and milestone 3 incentive delivered.

		Objective 2: Annual Cost  (Aligns with annual budget total's submitted with contract)																		$46,764.58		$957,058.30								$632,670.05								$478,837.61

		Secondary Driver		Subcommittee						Key Objective 		Link to DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice, and payment decisions; Improved continuum of care				X		X		Objective 3: Provide Health Information Exchange access to Behavioral Health providers

												V.A
VI.A
X.A
XI.A		HIN 13		HIN will create access to the HIE  Year 1: HIE access, up to 10 year 1 						n		ü		ü		ü																		Legal risks: 1) 42 CFR-Part 2 limitations as it relates to Mental Health integration, provider side patient education to opt-in to their MH data 2) Contract timelines and delays for participation		Provider technology resources beyond the grant, patient education to opt-in

														HIN 14		Year 2: HIE access, up to 15 year 2														ü		ü		ü		ü

														HIN 15		Year 3: HIE access, up to 15 year 3																						ü		ü		ü		ü

														HIN 16		HIN will bi-directionally connect up to 10 organizations to the HIE over three years: 
Year 1: Connect up to 5 bi-directional HIE sites				 		n		ü		ü		ü																						13

														HIN 17		Year 2: Connect up to 7 bi-directional HIE sites						 		 						ü		ü		ü		ü														16

														HIN 18		Year 3: Connect up to 10 bi-directional HIE sites						 		 														ü		ü		ü		ü						17

														HIN 19		Provide Clinical Quality Measurement as developed in Objective 2 to participating sites through HIE tools. 										 		 		 		 		 		 		ü		ü		ü		ü						12,16,17,18

				Quarterly Accountability Target												Number of sites								1		3		5		5		5		6		7		7		8		9		10

		Objective 3: Accountability Targets 																		Planning Period Target 
Establish HIE participant agreement parameters for new BH HIE participants. Determine RFP requirements for presentation to DIS in October for approval.		Go Live Target: 
RFP requirements prepared for presentation to DIS. 
Year 1 Targets:
Up to 5 sites go live with bi-directional HIE participation.  								Year 2 Targets: 
Up to 7 sites go live with bi-directional HIE participation.								Year 3 Targets: 
Up to 10 sites go live with bi-directional HIE participation. 

		Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   64,968.90		$   478,771.70								$   569,067.85								$   590,673.41

		Secondary Driver		Subcommittee						Key Objective 		Link to DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Main accomplishments expected during planning period

		

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice, and payment decisions				 		X		Objective 4: Provide a clinical dashboard to MaineCare from the HIE enabling MaineCare to clinically monitor MaineCare members’ health care utilization and outcomes at the population and individual level. Develop and deploy real-time discrete data feeds for MaineCare Prescription data to HIN. 

												V.A
VI.A
		HIN 20		Collaborate with MaineCare to develop and define specific “Use Case” for MaineCare staff to access PHI through the HIN dashboard.						ü		ü		ü		l

														HIN 21		Send letters to all HIN provider participants informing them of the project and requesting approval for sharing PHI with MaineCare; confirm approval from each participant for this “use Case” PHI release.						n		n		n		l																		Provider participants of the HIE could deny their authorization to support the Use Case for PHI release to MaineCare.		Communication support with MaineCare as a partner. 

		  												HIN 22		Clinical Dashboard:
Meet with stakeholders during the pre-testing period to demonstrate current functionality and identify and confirm specific analytic needs that might be met by HIN’s data warehouse.				ü		ü																										Current unknown data requirements and questions associated are undetermined at this time		1,2, 3

														HIN 23		Develop recurring meetings (quarterly) with appropriate SIM teams to evaluate measures, address data deficiencies, adjust metrics etc.								n		n		n		ü		ü		ü		ü		ü		ü		ü		ü

														HIN 24		Develop and deploy the Dashboard:


								n		n		n		ü		ü		ü		ü		ü		ü		ü		ü				The dashboard will be dependent upon the monthly submission of the MaineCare eligibility file as described in objective 1. 		20

														HIN 25		Review the capability of HIN’s HIE data warehouse to calculate and define quality measures that support MaineCare’s Health Homes program. Establish criteria and specifications for warehouse enhancements as needed and within budget.								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				Partnership with MaineCare leadership related to quality measures work, definitions, and implementation within SIM.

														HIN 26		MaineCare Discrete Medication Data Capture:
During pre-testing phase, meet with MaineCare MMIS and Goold staff and develop project plan for deploying real-time discrete medication data feeds from MaineCare. [Note- this activity will be necessary to support analytics for MaineCare patients on prescription use.]				ü		ü		 																						Medicaid and state vendor, Molina HealthCare, resources available to the project and timeline of those resources		Dependent on ID 41 and the work around state requirements and support available to make this happen		26, 3

														HIN 27		Begin technical implementation of discrete medication feeds in October 2013 with go-live targeted for no later than March 2014. [Note: this timeline is dependent on the availability of resources at MaineCare to support this activity]								ü		ü		ü		 		 		 		 		 		 		 		 		Medicaid and state vendor, Molina HealthCare, resources available to the project and timeline of those resources		Dependent on ID 41 and 48 the work around state requirements and support available to make this happen		20

		Objective 4: Accountability Targets 																		Planning Period Target 
Build, test and establish HIE dashboard and data warehouse in secure data center (shared by HIE). Work with legal team to develop HIPAA Business Associate Agreements (BAA) and Data Use Agreement (DUA) with MaineCare. 		Go Live Target: Provide MaineCare BAA and DUA for AAG review and approval. Year 1 Targets: 1. Consistent meeting with MaineCare established for MaineCare IT staff to facilitate discrete medication feeds and roles for the dashboard access. 2. DIS approval of data access strategy. 3. Go-Live with real-time medication feeds 4. Establishment of VPNs for MaineCare to access dashboard. 5. Provide training for MaineCare staff in Dashboard use. 6. Make 291,000+ population data available in HIN Dashboard.								Year 2 Targets: 
1. Continued provision of Dashboard to MaineCare. 
2. Consistent data flow for MaineCare medication information into the HIE. 								Year 3 Targets: 
1. Continued provision of Dashboard to MaineCare. 
2. Consistent data flow for MaineCare medication information into the HIE. 


		Objective 4: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   319,276.10		$   607,204.40								$   620,833.53								$   605,171.54

		Secondary Driver		Subcommittee						Key Objective 		Link to DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice, and payment decisions; Improved continuum of care; Consumer Engagement; Patient and Family Centered Care				X		X		Objective 5: Provide Maine patients with access to their statewide HIE record leveraging the “Blue Button” standards promoted by the Office of the National Coordinator for HIT (ONC).  HIN will conduct a twelve month pilot with a provider organization to make the patient chart available via a certified EHR portal administered by the pilot site.

		  										V.A
VIII.G		HIN 28		During pre-testing phase, identify criteria for community pilot site for “Blue-Button” deployment.				ü		ü		ü						n/a																		Provider participant that can meet the required criteria for implementation must be willing to volunteer to the pilot.

														HIN 29		Submit project criteria to the DIS and proceed to select pilot site volunteer.						ü

														HIN 30		Confirm agreement with Pilot Partner 				 		ü		ü																						Provider volunteer could not be able to prioritize this project		Provider volunteer		24

														HIN30.1		conduct the 12-month pilot to test and modify technical requirements for PHR-HIE access using national standards						n		n		ü		ü		ü		ü		ü

														HIN 31		Engage health care delivery communications and administration teams at pilot site on educating patients on the new PHR "Blue Button" technology.						n		n		ü		ü		l		l		l												Provider volunteer could not be able to prioritize this project		Site engagement

														HIN 32		Engage Care Managers/health care delivery staff of pilot site on educating patients on how to access and use their record.						n		n		ü		ü		l		l		l												Provider volunteer could not be able to prioritize this project		Site engagement

														HIN 33		Determine specifications that would support future statewide PHR roll out using best practice learning's from the pilot						n		n		n		n		n 		n		l		l														26,27,28

				Quarterly Accountability Target												% of active portal users access of the HIN CCD at pilot sites										1%		5%

		Objective 5: Accountability Targets 																		Planning Period Target: 
1. Testing of CCD export by HIN (using green CCD established by Mitre/ONC under previous contract), 
2. Finalize licensing costs/contracts for IT vendor partners and  establish audit and authorization profiles at HIN for end users. 
3. Establishment of criteria for choosing PHR CCD export pilot site for presentation to the DIS in October. 		Go Live Target: As of October 1, 2013, criteria for PHR pilot prepared and finalized for presentation to the DIS in October. Year 1 targets: Establishment of contract with pilot site, establish project management process for implementation, implementation of PHR CCD export by month 6. Demonstrated download of CCD by 5%5 of the pilot sites active PHR users  w/in go-live period of project. 								
								


		Objective 5: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   387,410.51		$   416,642.05								$   - 0								$   - 0

		Secondary Driver		Subcommittee						Key Objective 		Link to DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice and payment decisions/Multi-Stakeholder Coalition Building and Support						ü		Objective 6: Ensure effective management of SIM Data Infrastructure Subcommittee to promote sustainability of reform developed through SIM

												A, T 		HIN 34		Identify and finalize Subcommittee membership		A. This objective/activity would not occur without SIM funding				ü

														HIN 35		Convene Subcommittee		A. This objective/activity would not occur without SIM funding				ü

														HIN 36		Ensure participation and process according to established protocols		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

		Objective 6 Accountability Targets: 																		Planning Period Target: establish infrastructure, membership  for Data Infrastructure Subcommittee		Go Live Target: identify membership  for Payment Reform Subcommittee          Year 1 Target: 
Provide support for Subcommittee in manner that supports active participation of membership								Year 2 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership								Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership

		Objective 6: Annual Cost  																		$0.00		$100,706.00								$109,425.00								$103,744.00





		Commitments from HIN/MHMC during Plan Synchronization: • Insuring a synergistic and integrative approach to the work of PTE- BH and the HIN BH RFP Quality work.
• Clearly outlining and communicating the process for a collaboration between HIN, health care provider(s) (Covered Entity(is)) and MHMC in integrating clinical and administrative claims data for a possible proof of concept.
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Maine CDC

												Maine SIM Grant - Executive Level Project Plan with Accountability Targets

		SIM Partner Organization:  Maine CDC 										Lead/Point for Organization:  Deb Wigand										Milestone Timeline																								 Risks & Dependencies

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Aligned payment models, Patient-family centeredness of care, Consumer engagement, Improved continuum of care		x		x		 		Objective 1: NDPP: Implementation of the National Diabetes Prevention Program (NDPP).																																														 

		  										VA              IIIC             XIIIA            IIIA               IIIB              VB		CDC 1		State capacity assessment of payers/ purchasers of health plans. Track barriers to capacity throughout payment test.				 		ü		l		l		l		l		l		l		l		l		l		l		l		Health Plan payers/ purchasers may have barriers to adoption of NDPP health plan benefits		 								 

														CDC 2		Develop with health plan payers/ purchasers NDPP health benefit payment structure for identified health plans				 						ü		ü		ü		ü		ü		ü		ü								Health Plan payers/ purchasers may have benefit plan constraints to adoption of new payment structure

														CDC 3		Trained supported Lifestyle Coach Workforce.						 		t		ü		l		l		l		ü		l		l		l		ü				Delay in contract process or agreement to release SIM funds		DHHS releases funds for NDPP Lifestyle Coach Trainings		MC 1,2

														CDC 4		CDC-Recognized NDPP providers complete annual written agreement with Maine CDC to provide NDPP to qualified MaineCare beneficiaries.								ü		l		l		l		ü		l		l		l		ü						Can not limit to just MaineCare beneficiaries.		Multiple payer involvement in SIM.		MC 

														CDC 5		Work with partners to assess/address barriers to a sustainable NDPP reimbursement through payer/ purchasers policy/ statutes.								t		t		t		t		t		ü		ü		ü		ü		ü		ü		Needed for Maine CDC to accomplish the SIM accountability target of “Sustainable NDPP payment structure recognized by all payers in Maine”.		Future policy change options post SIM demonstration on sustainable NDPP payment structure.		 

														CDC 5.1		NDPP payment tests developed with SIM partners (MaineCare, MHMC, MQC) guidance/support and TA from U.S. CDC.								ü		ü		l		l		l		l		l		l								NDPP payment reform tests must demonstrate value to payers.		Inclusion in VBID development, tests, payer engagement.  ACI committee engagement.		MHMC 16, 17, 18, 19, 22, 37

														CDC 5.2		NDPP payment tests evaluation developed with SIM partners (MaineCare, MHMC, MQC, HIN) guidance/support and TA from U.S. CDC.								ü		ü		l		l		l		l		l		l								MaineCare direct support/assistance needed to help shape and redirect NDPP payment tests to align with new/emerging trends with public and private payers (VBID, HH, PCMH/ACO, etc.) involved in SIM & other MaineCare activities. 		MaineCare provides guidance/support/input at key milestones over the 3 years of SIM grant. 		MC 1,2

														CDC 8		RFP for NDPP payment tests developed and released.								ü																						Delay in contract process or agreement to release SIM funds		Funds released for payment tests RFP awardees/renewals		MC

				Quarterly Accountability Target												# of written agreements issued to providers								1		3		5		5		7		8		10		10		12		13		15

		Objective 1: Accountability Targets 																		Planning Period Target  1) MaineCare completed research on feasibility of retired S-Code assignment for NDPP Core & Post Core.  2) MaineCare will reimburse for NDPP delivery to beneficiaries 18 y/o and older who are at high risk or with pre-diabetes according to U.S. CDC DPRP standards.		Go Live Target: NDPP delivery reimbursement for contracted NDPP provider sites to MaineCare beneficiaries.  NDPP payment tests RFP released. Year 1 Target: 
5 out of 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.								Year 2 Targets: 
1) Policy developed by MaineCare and Maine CDC to support the sustainable structure for NDPP reimbursement.  2) PCMH/ACO care delivery structures are utilizing pre-diabetes/diabetes algorithm to support/enhance patient care.								Year 3 Targets: 
1) Over 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.     Multiple payers are engaged in payment test demonstration linked to program outcomes.                   2) 300 out of 29,312 NDPP eligible beneficiaries have completed program over 3 years of SIM Grant.

		Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																				$12,635								$114,000								$112,000

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Aligned payment models, Patient-family centeredness of care, Consumer engagement, Improved continuum of care		x		x		 		Objective 2: CHW Pilot Project								Would not occur without SIM funding, which provides 100% of the funds for the CHW Pilot.

		  										  III.B, IV.A, V.B,V.C, VII.A, VII.B, XI.A,B,C,XIII.A, XV.A,   		CDC 6		RFP issued for CHW Pilot Sites				 				ü																						 		 

														CDC 7		CHW Pilot Site contract approval				 						ü		n

														CDC 8		3 CHWs hired at pilot sites. 						 		 				ü																		CHW effectiveness on interdisciplinary teams is dependent on providers' familiarity with CHW model and best practices for integration.		Successful integration of CHWs into HH/PCMH/CCTs relies on providers having knowledge and awareness (i.e. education) on how to best integrate, utilize and support CHWs ( i.e. Inclusion as key learning within QC/MC Collaboratives)		QC1/MC1 MC19 

														CDC 9		CHW clients identified						 		 				ü		ü		l		l		l		l		l		l		l		 		 

														CDC 10		CHW services will commence										 		 		ü		ü		ü		ü		ü		ü		ü		ü

														CDC 11		Recommendations for sustainability and use of CHW model in Maine						t		t		t		t		t		t		t		t		t		ü		ü		ü		Future sustainability dependent on payment models other than self-funding		1.MC modeling of total cost of care should be inclusive of CHW services as part of bundled payments   2. Healthcare Cost Workgroup metrics should include costs/savings related to integration of CHW services into health care teams. 		MC 5 MHMC 12 

				Quarterly Accountability Target												Number of Clients served through the pilot														15		20		30		50		50		50		50		50

		Objective 2: Accountability Targets 																		Planning Period Target            1. Vendor selected for Project Management, Workgroup meting to define scope and approach.		Go Live Target: Transformed healthcare system integrates community health workers through a pilot that demonstrates CHWs as an effective, sustainable element.  Year 1 Target: 1. Contracts for 5 CHW Pilot sites in place. 2. The 5 CHW pilot sites will have formal referral mechanisms with at least one and up to 3 providers. 								Year 2 Targets: 1. CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service. 9
								Year 3 Targets:  1. CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service.   
             


		Objective 2: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   26,350.00		$284,290								$808,552								$808,554

		Consumer education /access to information				x		 		Objective 3: Patient engagement communication Project Remove from SST - Not conducting this strategy at this time								Would not occur w/out SIM funding; leveraging experience with tobacco communications.

		  										VIII F		CDC 12		Communications vendor is selected						ü

														CDC 13		Workplan and strategy developed				 				ü		ü

														CDC 14		Develop and roll out four separate patient engagement media/communication campaigns												ü		ü				ü				ü								 		 		 

																						 																								 		 

																 										 		 		 		 		 		 		 		 		 		 						 

		Objective 1: Accountability Targets 

Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																																																																																																												

Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period Target 

Chenard, Randal: Main accomplishments expected during planning period

		Go Live Target:    Public supported with health communication messages that promote appropriate use of healthcare services and value of CHWs.     Year 1 Target: 1 campaign
Contract 

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets: 2 campaigns
								Year 3 Targets: 1 campaign


		Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																				$   250,000.00								$   500,000.00								$   500,000.00

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#
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Maine Quality Counts

												Maine SIM Grant - Executive Level Project Plan with Accountability Targets

		SIM Partner Organization:  Maine Quality Counts										Lead/Point for Organization:  Lisa Letourneau; Lisa Tuttle										Milestone Timeline																								 Risks & Dependencies

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones

Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Improved Continuum of Care		ü		ü		 		Objective 1: Provide Learning Collaborative for MaineCare Health Homes																																														 

		  										XIV		QC 1		Establish organizational infrastructure for HH Learning Collaborative		A. This objective/activity would not occur without SIM funding		ü		ü																								Maine workforce shortage of QI professionals		Gap in connecting HH primary care practices to the HIE and functions		VI.A, VIII.G, V, XI.A						 

														QC 2		Launch and manage HH Communication Plan		A. This objective/activity would not occur without SIM funding		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				Clarification of HH Screening Tool requirements required for 2014

														QC 3		Launch and Manage HH Education Plan; support PCMH/HH Learning Collab		A. This objective/activity would not occur without SIM funding		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Maine workforce shortage of QI professionals		Clarification of HH Screening Tool requirements required for 2014		 

														QC 4		Launch and Manage HH Data Management Plan		A. This objective/activity would not occur without SIM funding		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		State infrastructure may not support automated collection of clinical measures

														QC 5		Assess NCQA status of HH practices		A. This objective/activity would not occur without SIM funding		ü		ü																								HH practices may not meet NCQA  PCMH requirements

														QC 6		Assess baseline Core Expectation status; Assess HH practices onsite		A. This objective/activity would not occur without SIM funding		ü		ü

														QC 7		Clarify MaineCare requirements for HH quality measure reporting		A. This objective/activity would not occur without SIM funding		ü		ü		ü		l		l																		Lack of clarity on approach may delay		Dependent upon State ability to collect HH quality measures

														QC 8		Establish HH  participation requirements		A. This objective/activity would not occur without SIM funding		ü		ü		l		l																						 

														QC 9		Finalize HH practice participation based on requirements		A. This objective/activity would not occur without SIM funding				ü																								Practice may not be able to accomplish requirements of NCQA and meet Must Pass elements

														QC9.1		Provide Quality Improvement support to HH practices, supporting and monitoring their transformation to implement the HH model						t				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														QC 10		Ensure connection to CCT structure		A. This objective/activity would not occur without SIM funding		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Potential confusion between CCT, CHW, Care Mgt and Case Mgt functions - clarity in functional appropriateness essential for success		Critical to ensure Medicaid enhance payment structure in order to sustain HH model

														QC 11		Prepare for Sustainability of HH/CCT model								t		t		t		ü		ü		ü		ü		ü		ü		ü		ü		Enhanced payment model required to sustain		Critical to ensure Medicaid enhance payment structure in order to sustain HH model		 

				Quarterly Accountability Target												Active, participating HH single payer practices supported by LC						75		80		90		102

				Quarterly Accountability Target												Active, participating HH single payer practices supported by LC by percentage						75		75		100		100		100		100		100		100		100		100		100		100

				Quarterly Accountability Target												Active, participating HH single payer practices meeting must-pass requirements by %						0		20		20		50		75		75		75		75		75		75		75		75

				Quarterly Accountability Target												Active, participating HH single payer practices meeting screening requirements by %						0		0		0		40		75		75		75		75		75		75		75		75

		Objective 1: Accountability Targets 

Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																																																																																																												

Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation		Work would not be funded without SIM		Planning Period Target   Establish organizational infrastructure to support and staff Learning Collaborative; Establish baseline assessments on status of HH practices; Perform onsite assessments on up to 80 new HH Practices; Develop HH Communications Plan; Develop HH Education Plan; Develop HH Data Management Plan.   

Chenard, Randal: Main accomplishments expected during planning period

		Go Live Target:  Launch enrollment of up to 80 new HH practices in PCMH/HH Learning Collaborative to provide QI support for current 75 PCMH & new HH primary care practices, with total of up to 150 participating practices; determine final NCQA status of  high risk practices (may not meet participation requirements by 12/31/13).  Year 1 Target: Support PCMH/HH Learning Collaborative, offering supporting for 100% of participating practices; provide QI support to ensure that  ≥75% of the new HH practices reach Must-Pass elements; and ≥75% practices implement HH Year 2 MaineCare screening requirements.  
[Note: PCMH & HH practices est'd to provide care for approx. 432,000 patients]

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets: Facilitate Learning Collaborative for HH practices; sustain PCMH/HH Learning Collaborative offering support for 100% of  Year 2 participating primary care practices.  
								Year 3 Targets:  Sustain PCMH/HH Learning Collaborative offering support for 100% of Year 3 participating practices. 


		Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																		$171,671		$938,933								$968,356								$983,607								Obj. subtotal		$3,062,567

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Improved Continuum of Care				ü		 		Objective 2: Provide support for SIM Delivery System Reform Subcommittee																																														 

												XIV		QC 12		Identify and finalize Subcommittee membership		A. This objective/activity would not occur without SIM funding				ü

														QC 13		Convene Delivery System Reform Subcommittee		A. This objective/activity would not occur without SIM funding						ü

														QC 14		Ensure participation and process according to established protocols		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

		Objective 2 Accountability Targets: 																		Planning Period Target: establish infrastructure, membership  for Delivery System Reform Subcommittee		Go Live Target: identify membership  for Delivery System Reform Subcommittee. Year 1 Target:  Provide support for Subcommittee in manner that supports active participation of membership								Year 2 Targets:  Provide support for Subcommittee in manner that supports active participation of membership								Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership

		Objective 2: Annual Cost  																				$29,689								$29,731								$41,440								Obj. subtotal		$100,860



		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

		

Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Improved Continuum of Care				ü		 		Objective 3: Provide QI Support for Behavioral Health Homes Learning Collaborative																																														 

														QC 15		Identify & support BHHs multi-stakeholder advisory committee (e.g. QC Behavioral Health Comm)		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				 								 

														QC 16		Launch and manage BHH Communication Plan		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														QC 17		Establish organizational infrastructure for BHH Learning Collaborative; hire BHH Program Manager & contract with BH consultant		A. This objective/activity would not occur without SIM funding						ü																						Maine workforce shortage of QI professionals		 								 

														QC 18		Identify & manage plan for integrating peer support into BHH curriculum & Learning Collab										ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Financial resources for peer support

														QC 19		Launch and Manage BHH Education Plan, including BH & PCMH/HH curriculum; support BHHs Learning Collaborative		A. This objective/activity would not occur without SIM funding								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Maine workforce shortage of QI professionals		 		 

														QC 20		Identify & manage plan for integrating BHH Education Plan with PCMH/HHs Education Plan										ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Number of potential new HH practices unknown; learning needs will vary		Dependent on coord with PCMH/HHs 

														QC 21		Launch and Manage BHH Data Management Plan		A. This objective/activity would not occur without SIM funding								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		State infrastructure may not support automated collection of clinical measures

														QC 22		Assess baseline status of BHHs on Core Expectation 		A. This objective/activity would not occur without SIM funding								ü		ü

														QC 23		Clarify MaineCare requirements for BHH quality measure reporting		A. This objective/activity would not occur without SIM funding						ü		l																				Lack of clarity on approach may delay		Dependent upon State ability to collect BHH clinical quality measures

														QC 24		Establish BHH participation requirements		A. This objective/activity would not occur without SIM funding						ü		l																				Lack of clarity on approach may delay		 

														QC 25		Ensure connection to CCT structure		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Potential confusion between CCT, CHW, Care Mgt and Case Mgt functions - clarity in functional appropriateness essential for success

				Quarterly Accountability Target												% of BHHO's supported by BHH Learning collaborative										100		100		100		100		100		100		100		100		100		100

				Quarterly Accountability Target												% of BHHO teams participating in monthly webinars										75		75		75		75		75		75		75		75		75		75

				Quarterly Accountability Target												% of BHHO teams participating in Learning Sessions										75		75		75		75		75		75		75		75		75		75

				Quarterly Accountability Target												Number of Multi-Stakeholder Advisory Groups (BHH Working Grp) Held										2		2		2		2		2		2		2		2		2		2

				Quarterly Accountability Target												% of Advisory (BHH Working Grp) meetings with representation from state, provider and consumer organizations										100		100		100		100		100		100		100		100		100		100

		Objective 3 Accountability Targets: 																				Year 1 Target: 
Launch enrollment of up to 35 new BHHs into BHH Learning Collaborative to provide QI support for BHH organizations.
								Year 2 Targets: Facilitate BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 2 participating BHH organizations								Year 3 Targets: 
Sustain BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 3 participating BHH organizations

		Objective 3: Annual Cost  																		$0		$317,560								$387,088								$323,460								Obj. subtotal		$1,028,108

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Main accomplishments expected during planning period

		

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
		

Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Improved Continuum of Care				ü		 		Objective 4: Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)

														QC 26		Identify priorities for focus of P3 Pilots		A. This objective/activity would not occur without SIM funding				ü		ü		l																				Need direction from  DSR Subcomm, SIM Steering Comm		Coordinate with VBID efforts

														QC 27		Identify & support P3 multi-stakeholder advisory committee (e.g. ME Choosing Wisely Leadership Grp)		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü																 								 

														QC 28		Launch and manage P3 Communication Plan		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü

														QC 29		Establish organizational infrastructure for P3 Pilots; contract with P3 Program Manager & hire staff		A. This objective/activity would not occur without SIM funding						ü																						Maine workforce shortage of QI professionals		 								 

														QC 30		Establish & manage process for selecting provider sites for participation in P3 Pilots		A. This objective/activity would not occur without SIM funding						ü		ü																				Sufficient interest from provider grps

														QC 31		Identify & secure formal SDM tools								ü		l																				Must be able to support costs of formal SDM tool		Coordinate with VBID efforts

														QC 32		Establish & manage process for providing technical assistance & facilitating collaborative learning across provider Pilot sites								ü		ü		ü		ü		ü

														QC 33		Launch & manage 1st P3 Pilot (e.g. Choosing Wisely) with 3 provider sites		A. This objective/activity would not occur without SIM funding								ü		ü		ü		ü

														QC 34		Launch & manage 2nd P3 Pilot (e.g. SDM) with 3 provider sites		A. This objective/activity would not occur without SIM funding								ü		ü		ü		ü

														QC 35		Launch & manage 3rd P3 Pilot (TBD) with 3 provider sites		A. This objective/activity would not occur without SIM funding								ü		ü		ü		ü

				Quarterly Accountability Target												# of provider pilots participating with at least 25 members attending, learning sessions										9		9		9		9

				Quarterly Accountability Target												# of members attending the P3 leadership group										15		15		15		15

				Quarterly Accountability Target												# of provider pilots participating with at least 25 members attending, Webinars										9		9		9		9

				Quarterly Accountability Target												# of newsletters disseminated										1		1		1		1

		Objective 4 Accountability Targets: 																				Year 1 Target: 
Launch 3 Patient Provider Partnership (P3) Pilots with 9 provider sites.
								Year 2 Targets: Support and facilitate learning across 9 provider sites in P3 Pilots; sustain support for 100% of  participating provider organizations

		Objective 4: Annual Cost  																		$0		$336,003								$178,630								$0								Obj. subtotal		$514,633

		Totals																Yearly Totals		$171,671		$1,622,185		0		0		0		$1,563,805								$1,348,507								$4,706,169
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MaineCare

												Maine SIM Grant - Executive Level Project Plan with Accountability Targets

		SIM Partner Organization:  MaineCare										Lead/Point for Organization: Michelle Probert 										Milestone Timeline																								 Risks & Dependencies

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Aligned Payment Models		X		X		 		Objective 1: Implement MaineCare Accountable Communities Shared Savings ACO Initiative																																														 

		  										B.7, C.9, G.15. G.17, H.22, H.23, S.46		MC 1		Conduct provider outreach and education, including regional forums on proposed model		SIM is funding the ACI and PTE workgroups, which are integral to the provider outreach and education strategy.		ü		ü																								 		 								 

														MC1.1		Provide ongoing provider outreach and education								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MC 2		Work with Accountable Care Implementation (ACI) workgroup to educate and recruit providers, provide learning collaborative support, and achieve multi-payer alignment on quality measures and value-based payment models.		SIM is funding the ACI workgroup.		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MC 3		Develop and finalize quality framework		Development of the quality framework is benefiting from input by SIM partners, PTE, and SIM governance subcommittees.		ü		ü		l

														MC 4		Issue provider Request for Applications (RFA) and select eligible applicants		N/A		 		ü

														MC 5		Conduct AC attribution and develop benchmark Total Cost of Care (TCOC) amounts 		N/A.  The analytics for the initial benchmark TCOC amounts is already under subcontract with the State.  SIM partner MHMC will be duplicating this analysis in order to provide data analytics support to Accountable Communities.		ü		ü		ü		l																				Potential for problems with claims data		Timeliness of TCOC calculations by Accountable Community; replication of analysis for data analytics reports to providers		4

														MC 6		Develop Analytics Support For Accountable Communities		SIM partner MHMC will be providing the data analytics support for practices within Accountable Communities.  Funding for the HIT infrastructure, staff, and report development are all coming through SIM.		ü		ü		ü		l		 		 		 		 		 		 		 		 		 		Ability to replicate actuaries' analysis		Replication of TCOC, attribution for analytic reports		5

														MC 7		Obtain CMS approval for State Plan Amendment 		N/A (assistance from CMMI)				ü		ü		l																				Plan SPA submission for 11/1.  SPA approval timeline dependent on CMS.  CMS has been difficult to connect with.		Timely SPA approval

														MC 8		Draft and adopt MaineCare rule for Accountable Communities		N/A				ü		ü		l																								7

														MC 9		Finalization of Accountable Communities contracts, Implementation		N/A (see SIM contributions leading up to this milestone)								ü																								6, 7, 8

														MC 10		Provide Accountable Communities with analytic reports		SIM partner MHMC will be providing the data analytics support for practices within Accountable Communities.  Funding for staff, report development and distribution, and assistance to practices are all coming through SIM.								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü						6, 7

														MC 11		Open Accountable Communities RFA for additional rounds of applications		N/A										n		ü						n		ü

				Quarterly Accountability Target												Total MaineCare Patient Lives Impacted												50000								55000								60500

				Quarterly Accountability Target												Additional Maine Lives Impacted												25000								27700								29700

				Quarterly Accountability Target												# of AC's Provided with monthly Utilization reports												5		0		5		5		7		7		7		7		9

				Quarterly Accountability Target												AC's attended ACI Meeting by percent						90		90		90		90		90		90		90		90		90		90		90		90

				Quarterly Accountability Target												Annual applications of ACO's												5		5		5		5		7		7		7		7		9

		Objective 1: Accountability Targets 																		Planning Period Target 		Go Live Target: Issue RFA Year 1 Target: Implement Accountable Communities that impact 50,000 patient lives above and beyond those impacted through Medical Homes, 3.8% of Maine's 1.3M population.  Patients are not limited to MaineCare members attributed under Accountable Communities, since all patients, regardless of attribution status and payer, should be impacted through improved care coordination incented under model. Achieve participation from 6 Accountable Communities, including providers under current Medicare and commercial ACOs within the State (all 4 major health systems plus group of FQHC's).                  
Achieve 25,000 MaineCare lives to Accountable Communities, 8.9% of the 281,000 MaineCare population.                                            								Year 2 Targets: Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.Implement Accountable Communities that impact an additional 5,000 patient lives above and beyond those impacted through Medical Homes, reaching 4.2% of Maine's population.Achieve participation from 2 additional Accountable Communities. Achieve attribution of additional 2,700 MaineCare lives to Accountable Communities, 9.8% of the  MaineCare population. 								Year 3 Targets: Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.Implement Accountable Communities that impact an additional 5,500 patient lives above and beyond those impacted through Medical Homes, reaching 4.6% of Maine's population. Achieve participation from 2 additional Accountable Communities. Achieve attribution of additional 2,000 MaineCare lives to Accountable Communities, 10.5% of the  MaineCare population.                                                          

		Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Aligned Payment Models
Improved Continuum of Care		X		X		X		Objective 2: Implement MaineCare Behavioral Health Homes Initiative

												B.7, C.9, G.15. G.17, H.22, H.23		MC 12		Conduct provider outreach and education, including regional forums on proposed model		Leveraging SIM-funded relationship with partner Maine Quality Counts to educate and provide outreach to existing Health Home Practices and Community Care Teams regarding the Behavioral Health Homes model.		ü

														MC 13		Issue provider Request for Applications (RFA) and select eligible applicants		N/A				ü

														MC 14		Obtain CMS approval for State Plan Amendment 		N/A		ü		ü		ü		l																				Plan to submit SPA on 11/15 with retroactive approval to 1/15.  State would be at risk while SPA not approved.  90-day approval dependent on CMS comfort with draft SPA.

														MC 15		Draft and adopt MaineCare rule for Behavioral Health Homes		N/A		ü		ü		ü		l																				Aggressive timeline.  Challenging new area for AAG Office review.		Implementation of rule, initiative		9

														MC 16		Development of Behavioral Health Homes Enrollment System provider portal		N/A		ü		ü		l		l

														MC 17		Eligible member identification and enrollment		N/A				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MC 18		Contract with entity to implement Behavioral Health Home Learning Collaborative		SIM is fully funding the learning collaborative.				ü																								Lengthy, burdensome State contracting process		Effective date of contract.		8

														MC 19		Development and implementation of Behavioral Health Home Learning Collaborative		SIM is fully funding the learning collaborative.				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MC 20		Implementation		N/A						ü		l

														MC 21		Provide Behavioral Health Homes with utilization and quality reports		SIM  funding is being utilized for the development and distribution of multi-payer practice quality and utilization reports.						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

				Quarterly Accountability Target												Recruit BHHO's										15		15

				Quarterly Accountability Target												members enrolled in BHHO								5000		6000		7000		7175		7350		7525		7700		7900		8100		8300		8500

				Quarterly Accountability Target												percent of representation by stakeholders at monthly meetings														80		80		80		80		80		80		80		80

		Objective 2 Accountability Targets: 																		Planning Period Target 
Complete draft SPA and draft rule
Initiate consultations with SAMHSA, CMS		Go Live Target: 
Year 1 Target: 
Successfully recruit 15 Behavioral Health Home organizations (BHHOs) with 7000 enrolled members with SMI/ SED.  There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.

								Year 2 Targets: 
Increase enrolled members to 7700.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.
								Year 3 Targets: 
Increase enrolled members to 8500 total.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.

		Objective 2: Annual Cost  																				$163,636								$218,182								$218,182

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																												

Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Improved Continuum of Care 
Patient/Family Centeredness of Care				X		 		Objective 3: Develop and implement Physical Health Integration workforce development component to Mental Health Rehabilitation Technician/Community (MHRT/C) Certification curriculum.6

		  										 L.32		MC 22		Finalize contract with selected vendor		N/A		 		 		ü		l																				 		 

														MC 23		Development of curriculum		Funded by SIM		 				n		n		ü		ü		ü

														MC 24		Implementation of trainings/ curriculum		Funded by SIM				 		 						n		n		ü		ü		ü		ü						 		 		 

				Quarterly Accountability Target												percent of curriculum developed												50		75		100

				Quarterly Accountability Target												percent of training plan developed												50		75		100

				Quarterly Accountability Target												number of providers trained																25		100		200		300		500

		Objective 3: Accountability Targets 																		Planning Period Target 		Go Live Target: Year 1 Target: Curriculum and training plan developed for Physical Health Integration component to Mental Health Rehabilitation Technician/Community Training								Year 2 Targets: 
500 direct service behavioral health individual providers trained in physical health integration.								Year 3 Targets: 


		Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																				$219,357								$342,342

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Improved Continuum of Care 
Patient/Family Centeredness of Care				X		 		Objective 4: Provide training to Primary Care Practices on serving youth and adults with Autism Spectrum Disorder and Intellectual Disabilities.7

												L.32		MC 25		Finalize contract with selected vendor		N/A		 		 		ü		l																				 		 

														MC 26		Provide training to pediatric sites		SIM enables additional 60 pediatric sites to be trained utilizing existing curriculum.		 						ü		ü		ü		ü		ü		ü		ü		ü

														MC 27		Develop training for adult practice sites		SIM funds development curriculum to serve adults with Intellectual Disabilities and ASD.				 		 		ü																				 		 		 

														MC 28		Implement Adult training at 5 pilot sites		SIM enables pilot of 5 adult practice sites to be trained.				 		 				ü																		 		 

														MC 29		Provide training to adult practice sites		SIM enables 115 adult practice sites to be trained.								 		 		ü		ü		ü		ü		ü		ü		ü		ü						 

				Quarterly Accountability Target												Curriculum development 														50		75		100

				Quarterly Accountability Target												Training plan development														50		75		100

				Quarterly Accountability Target												Targeted Case Managers providers Trained																		10		20		30		40		50		60

				Quarterly Accountability Target												Develop HH LC Training for PCP's												75		100

				Quarterly Accountability Target												Number of HH PCP's Trained														15		25		50		75		100		125		150		175

		Objective 4: Accountability Targets 																		Planning Period Target 		Go Live Target: Year 1 Target: Curriculum and training plan developed for Adult Practice Sites. Curriculum piloted at 5 Adult Practice Sites. Training conducted at 15 pediatric sites. There are over 400 primary care practice sites in Maine.								Year 2 Targets: 
Training conducted at 30 pediatric sites
Training conducted at 55 adult practice sites
There are over 400 primary care practice sites in Maine.								Year 3 Targets: 
Training conducted at 15 pediatric sites
Training conducted at 60 adult practice sites
There are over 400 primary care practice sites in Maine.

		Objective 4: Annual Cost (Aligns with annual budget total's submitted with contract)																				$42,239								$88,489								$65,738
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ME Health Management Coalition

												Maine SIM Grant - Executive Level Project Plan with Accountability Targets																						ü		Milestone						l		Ongoing  work in preparation of completing Milestone

		SIM Partner Organization:   Maine Health Management Coalition Foundation														Lead/Point for Organization:  Ellen Schneiter 						Milestone Timeline																								 Risks & Dependencies

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13- 9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice and payment decisions		ü		 		 		Objective 1:  Health information to influence market forces and inform policy:  track health care costs																																														 

		  										1		MHMC 1		Execute DUAs with CMS to ensure availability of Medicare data		SIM grant funds the processing of Medicare and MaineCare data.

The SIM grant provides the financial support for this work, increasing staff resources at MHMC to include ___ FTEs which will work on support of these data.		ü		ü		l		l																				Precedent security audits of data vendor by CMS		Provider participants in HIE								 

														MHMC 2		Execute BAA with MEDHHS to ensure access to MaineCare data. DUA is incorporated into SIM sub recipient contract between MHMC and MEDHHS.				ü

														MHMC 3		Execute/renew agreement with MHDO for receiving commercial claims on an ongoing basis								ü								ü								ü						Denial of access to claims data (highly unlikely)				 

														MHMC 4		Establish/execute necessary BAAs and DUAs with participating commercial plans to access commercial claims data				ü

														MHMC 5		Execute new scope of work between MHMC and data vendor, HDMS						ü																								Delays in processing agreements		Timely execution of SIM contract with DHHS

														MHMC 6		Onboard additional staff to support data program activities and cost of care activities				ü		ü		ü																						Ability to identify appropriate candidates to fill positions; timely execution of state contract

														MHMC 7		Update statewide commercial claims on an ongoing, quarterly basis				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Timeliness of availability of datasets. MHDO is transitioning to a new data vendor, which could delay processing. Compliance of commercial claims submitters.		3, 6

														MHMC 8		Obtain initial Medicare claims data feed; FTP directly to HDMS, implement and QC Medicare data										ü																				Delay in execution of DUA with CMS. Delay in transmission of data from CMS.		1

														MHMC 9		Obtain subsequent Medicare claims data feeds to update database; FTP directly to HDMS, implement and QC Medicare data														ü				ü				ü				ü				Delay in execution of DUA with CMS. Delay in transmission of data from CMS.		1

														MHMC 10		Update MaineCare data on a continuing basis; data feeds will be received monthly, but processing to occur on a quarterly basis						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Delays in transmission of data from Molina to HDMS		2, 5

														MHMC 11		Reconvene Healthcare Cost Workgroup and convene new Behavioral Healthcare Cost Workgroup - hold first meetings		The work around cost of care and, in particular, cost of behavioral health care, would not occur if it were not for SIM. 

SIM is providing financial support for not only the data management and analysis needed to track and benchmark trends in cost of care, but also for 1 FTE dedicated specifically to work with the Healthcare Cost workgroups.				ü																								Inability to schedule meetings during month of December

														MHMC 12		Convene regular meetings of Healthcare Cost Workgroups.  Work to identify metrics to track cost of care, refining algorithm used in original grant proposal. Must ensure that metrics chosen complement payment reform strategies and benefit design strategies developing in Maine's health are environment.								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Ability to hold successful monthly meetings will hinge on participants' level of stamina for the task and their availability. Timely availability of claims data impacts ability to carry out work for these groups.		6,09,10,11

														MHMC 13		Publication of Healthcare Cost Fact Book		The SIM grant is supporting the development of the underlying analyses for the Fact Book, as well as its production and distribution, which would not occur without the grant.						l		l		ü		l		ü		l		ü		l		ü		l		ü				12

														MHMC 14		CEO Roundtables convened to inform business and opinion leaders re: cost of care in Maine, trends		The frequency of CEO Roundtables (approximately 2/year) is directly attributable to the grant. 						l		l		ü		l		ü		l		ü		l		ü		l		ü				12

				Quarterly Accountability Target												Increase in the number of participants in CEO roundtable												20				25				30				40				50

		Objective 1: Accountability Targets 																		Planning Targets:              Development and, when feasible, execution of necessary legal agreements required to gain access to claims datasets		Year One Target:  Build claims database that spans Medicare, MaineCare and commercial populations of Maine. This will represent approximately 900k covered lives who are eligible to receive services from Maine's provider community. Providers include all 39 Maine hospitals and all other non-hospital providers in the state who contract with one or more commercial carriers, Medicare and/or MaineCare.  (2) Develop/refine appropriate metrics and approach to measuring and tracking cost of care over time. (3) Publish initial edition of Healthcare Cost Fact Book and convene CEO Roundtable.


								Year 2 Targets: 
(1) Maintain access to broad-based dataset. 
(2) Publish two updated editions of Fact Book. 
(3) Convene 2 additional CEO Roundtables, increasing attendance from 20 to 30 opinion leaders.
 								Year 3 Targets: 
(1) Maintain access to broad-based dataset.  
(2) Issue two additional updates of Fact book.  
(3) Convene two additional CEO Roundtables, increasing attendance from 30 to 50 CEOs.

		Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																				$1,537,917.00								$1,367,203.00								$1,371,468.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice and payment decisions		ü						Objective 2:  Health information to influence market forces and inform policy: value based benefit design

														MHMC 15		Onboard VBID staff person		The SIM grant enables support for 1 FTE dedicated to the work around value based design						ü								ü								ü						Implementation contract with DHHS not signed timely, may delay hire

														MHMC 16		Survey plans to document current or planned activity for payment based on quality performance and cost effectiveness. 		The MHMC has been engaged in work around value based design for some time. In addition to providing a dedicated staff resource for this work, the presence of the grant provides important impetus and energy around this initiative which is a non-quantifiable asset.								ü																						1

														MHMC 17		Identify and develop key elements of value based design, based on the work of the ACI and Healthcare Cost Workgroups. Specify measures of quality performance and cost effectiveness, giving special consideration to alignment with those measures being used by payers - including Medicare and MaineCare. 										ü																						1, 2

														MHMC 18		Convene VBID workgroup and explore opportunities to align patients' out of pocket costs such as copays and deductibles with the value of services provided, as well as opportunities identified by the Healthcare Cost Workgroups and the ACI workgroup focusing on patient incentives as well as provider incentives. Learning from the experiences of payers and provider communities to date.										ü				ü				ü				ü				ü						1, 2

														MHMC 19		Evaluate and test the operability of alternative designs with regard to legal constraints including confidentiality statues, the ability of provider systems to implement and align with features of desired designs and the ability of paymers to implement such designs. Adopt set of core measures										ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				4

														MHMC 20		Rank plans according to adopted VBID metrics; update on at least an annual basis												ü								ü								ü				4, 5

														MHMC 21		Publicly report VBID rankings, updating at least annually												ü								ü								ü				6

														MHMC 22		Advance change across payers by working with the ACI Workgroup, engaging consumers and employees around the issue of VBID and by engaging CEO decision makers around the potential of this type of benefit design. 		MHMC works with employer leaders to advance this type of change in coverage. SIM is providing enhanced support for this type of effort by providing dedicated staff support to the work around VBID as well as funding to support additional CEO Roundtables, which will serve as forums and learning Collaboratives for the state's business leaders.										ü		ü		ü		ü		ü		ü		ü		ü		ü				1-7

														MHMC 22.1		MHMC will introduce the NDPP at the ACI workgroup. ACI may serve as a venue for the NDPP pilot to showcase its work, educate purchasers regarding the program, building familiarity with the NDPP across a broad community. One aspect of this effort will be to work with the purchasers in ACI to identify candidate measures that may be used to gauge the relative impact/success of the introduction of the NDPP in a pilot workplace. The MHMC will help the DCD recruit commercial plan sponsors to participate in the CDC's NDPP pilot.             		The Coalition would likely not become actively involved in working with the State to identify potential business participants for the State's NDPP initiative, if not for the SIM project.						ü																						Although the MHMC will provide the CDC with an opportunity to recruit ACI employer participants into the NDPP pilot and although the MHMC will work to encourage such participation, there is the risk that no participating employers will choose to enroll in the initiative.  The MHMC cannot guarantee such participation.		The CDC is responsible for conduct of the NDPP pilot. If the pilot does not get off the ground, there will be no need for this discussion to occur at the ACI.
Participation of the NDPP/CDC staff in the educational session(s).


														MHMC 22.2		MHMC will provide the already compiled methodology and results of State of Maine TDES program evaluation.		The Coalition would share the information relative the to TDES evaluation even in the absence of SIM.				ü

														MHMC 22.3		Using data and information generated by the Maine CDC regarding the outcomes or performance of the NDPP in the pilot worksites, the MHMC will work with ACI participants to help identify possible alternate, sustainable payment models for the National Diabetes Prevention Program (NDPP) program. This work will be informed by the relative success of the pilot project - as marked against performance measures and anticipated outcomes.		The Coalition is not likely to have become actively involved with the State's NDPP initiative in the absence of SIM. 						l		l		l		l		l		l		l		l		ü		ü		ü		The NDPP pilot effort may fail to collect data and information germane to the measures of success important to purchasers and payers participating in the ACI. Alternatively, outcomes may not be persuasive enough to encourage widespread adoption of the program in the workplace. The short time frame within which the grant occurs may not provide sufficient time to collect such convincing evidence. This will compromise the likelihood that participants will endorse or adopt any recommended funding strategies.		Successful conduct of the NDPP pilot in a timely manner, including collection of valid, reliable outcomes measures.

														MHMC 22.4		MHMC will introduce the NDPP to the VBID workgroup, in an effort to recommend elements of value based insurance design that can be used to reinforce the tenets of the NDPP.		The Coalition is not likely to have become actively involved with the State's NDPP initiative in the absence of SIM. 										ü

														MHMC 22.5		The Maine Health Management Coalition will introduce CDC's Community Health Worker (CHW) pilots to ACI steering committee, as well as seek input on the pilots from the Payment Reform Subcommittee, to inform and educate these participants on the CHW initiative being conducted by the Maine CDC. The pilot is slated to begin in the spring of 2014. If the CHW pilot proves successful, ACI participants will explore strategies to develop and implement sustainable funding mechanisms to support this service on an on-going basis. Due to the timing of the pilot and the need to allow it to run for some substantial period of time in order to prove itself, this discussion will not occur before the latter half of Year Three of the project.		The Coalition would not have become involved with the State's CHW initiative were it not for the SIM project.				 				ü																				The CHW pilot is a project of the Maine CDC. As such, the CDC is wholly responsible for the pilot getting off the ground in a timely fashion and running smoothly. The CDC is also responsible for collecting valid, reliable data regarding the outcomes of the pilot. Purchasers, payers and providers will need to be provided good outcomes data in order to move the issue of sustainable funding forward in these MHMC workgroups. The risk of not having such data within the short timeframe of the SIM grant appears to be relatively high.		The CDC is responsible for conduct of the CHW pilot. If the pilot does not get off the ground, there will be no need for this discussion to occur at the ACI.
Participation by the CHW/CDC staff in these work sessions.

				Quarterly Accountability Target												number of covered lives enrolled in plans that incorporate value based design														0		0		0		10000		0		0		0		30000

		Objective 2 Accountability Targets: 																		Planning Period Target 		Year 1 Targets:
(1) Adoption of core set of metrics against which plan designs may be benchmarked
(2) Publication of initial rankings of benefit designs								Year 2 Targets: (1) Refined metrics, as appropriate, based on trends and on market experience (2) increase in number of covered lives enrolled in plans incorporating narrowly constructed VBID , to include alignment of copays/deductibles, utilization of high value providers as determined by MHMC Get Better Maine rankings or ACI metrics, and use of shared decision making of all preference sensitive services.  Enrollment in plans with such designs will grow from 0 to 10k in Year 1.								Year 3 Targets: 
(1) Refined metrics, as appropriate, based on trends and on market experience
(2) increase in number of covered lives enrolled in plans incorporating VBID from 10k to 30k.


		Objective 2: Annual Cost  																				$351,107.00								$555,130.00								$380,333.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice and payment decisions		ü		ü		 		Objective 3: Health information to influence market forces and inform policy:  Identify common metrics across payers for public reporting and alignment with payment through the work of the PTE Workgroups

												Sub objective 3.1:  PTE Physician
























Sub objective 3.2:  APC


















Subjective 3.3:  PTE Systems





























































Sub objective 4.2: PTE Systems





















		MHMC 23		Data Collection/Evaluation: Practice Clinical and Office System Evaluation Data.  Physician, Practice Data - aggregation of data re: provider ratings for clinical recognition. Providers submit data to NCQA or BTE for selected metrics, or submit data directly to MHMCF		SIM provides critical support to this work, allowing for the scaling up of the volume of work that accompanies the grant initiative. This support comes in the form of additional FTE support dedicated to the PTE process itself, as well as data management and analytic support. Work on APC recognition would not occur in the absence of SIM






















		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Providers fail to submit data		 

														MHMC 24		MHMCF downloads recognitions, or data for recognitions, from
   -- Bridges to Excellence (RDE file)
   -- CMS (meaningful use) 
   -- IMPACT (pediatitec immunization)
   -- Practices  (pediatric asthma data)
 				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Providers fail to submit data		1

														MHMC 25		Update Provider Database on a real time basis of the MHMC provider hierarchy. This includes tracking providers, their site(s) of practice, specialty, health plan affiliation(s), ACO affiliation, and so on. 				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MHMC 26		Publically Report Physician Practice Ratings - Reporting across practices				ü		 		l		l		ü		l		l		l		ü		l		l		l		ü		PTE Workgroup fails to reach consensus re: metrics/reporting or Board fails to approve		2		 

												Sub objective 3.2		MHMC 27		PTE Physicians group to identify core metrics for APC recognition				 				ü

														MHMC 28		Testing of identified metrics for feasibility						 		ü		ü

														MHMC 29		PTE adoption of APC metrics including value assignment; board approval						 		l		l		ü

														MHMC 30		Publication of APC metrics										 		 		ü																		7

														MHMC 31		Updating of published metrics										 		 		ü		 		ü		 		ü		 		ü		 		Updated data is not submitted timely		8

												Sub Objective 3.3		MHMC 32		Data Collection/Evaluation, Hospitals and Systems - aggregation of data re: hospital and System ratings/recognition program. Obtain data for hospital evaluations from:   -- CMS (appropriate care, patient experience)
   -- Onpoint ( Medication Safety)
   -- Leapfrog (patient safety, early deliverables)
   -- MHDO (Care transitions, falls with injury)
				ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Providers fail to submit data		 

														MHMC 33		Compute, assignment of ratings, hospital review, governance review and update website - public reporting				ü		 		l		l		ü		l		l		l		ü		l		l		l		ü		PTE Workgroup fails to reach consensus re: metrics/reporting or Board fails to approve		11

														MHMC 34		Publically Report Hospital Ratings - Reporting across hospitals				ü		 		l		l		ü		l		l		l		ü		l		l		l		ü				12		 

												Sub objective 3.4: ACI Metrics  








































		MHMC 35		ACI Workgroup Meetings		The ACI Workgroup will undergo a revitalization and refocusing/redoubling of effort under SIM. The work of this group will expand to include the development of ACI metrics, to allow benchmarking of organizations; this effort is attributable to SIM. 		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Group operates by consensus; may decide to meet every other month

														MHMC 36		Define and adopt ACO standards, predicated on accepted principles of the group; vet reporting metrics up through PTE Systems to MHMC Board.						ü		l		l		l																		Group fails to reach consensus on core set of metrics for public benchmarking

														MHMC 37		Identify performance targets and measure performance against targets								ü		l		l																		Group fails to reach consensus on core set of metrics for public benchmarking		This work depends on the data management tasks outlined under Objective 1 above

														MHMC 38		Assess any change in readmission rates; care management of high cost/high utilizing patients; e-visits; and pharmacy management. Consideration of findings of the Healthcare Cost Workgroups (including BH cost group) and implications for ACO arrangements in Maine.										ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				This work depends on the data management tasks outlined under Objective 1 above

														MHMC 39		Identify additional metrics to be used for learning and contracting purposes, as opposed to public reporting and benchmarking.; these metrics may be used to inform and measure risk contracting arrangements with regard to both quality and cost. Track metrics over time. 								ü				ü								ü						ü				Group fails to reach consensus on set of metrics to be used for learning collaborative purposes

														MHMC 40		Document progress toward alignment demonstrated by systems and practice-based initiatives through biannual reports vetted through the ACI Workgroup. 										ü				ü				ü				ü				ü						14-18

												Sub objective 3.5:  Behavioral Health PTE		MHMC 41		Outreach to potentially interested persons regarding participation in new PTE BH Workgroup		This work would not occur in the absence of SIM		ü

														MHMC 42		Identify behavioral health clinical consultant; on board BH PTE staff						ü

														MHMC 43		Convene PTE BH Workgroup. At initial meeting provide orientation to PTE process, establish ground rules that will guide the work of the group.						ü		ü		ü		ü				ü				ü				ü				ü		A critical mass of interested parties fails to be identified		20, 21

														MHMC 44		Identification of Viable Performance Measures - candidate measures proposed by Committee members, staff 						ü		ü																						Group fails to reach consensus		22

														MHMC 45		Candidate measures assessed against specification review criteria (importance, scientific acceptability, usability, feasibility, addresses gaps in performance)								ü		ü																				Identified metrics prove inappropriate due to lack of availability of valid data		22

														MHMC 46		Clinical review of candidate measures that satisfy specification review criteria								ü		ü																						22

														MHMC 47		Surviving candidate measures to PTE Committee for value assignment (identify breakpoints for assignment of good/better/best ratings)										ü		ü																		Identified metrics prove inappropriate due to lack of availability of valid data		24, 25

														MHMC 48		Surviving candidate measures adopted by PTE BH workgroup and Board for review; ensures purchaser buy in												ü																		Full group/board fail to adopt		26

														MHMC 49		Approved metrics incorporated into rankings and published														ü																		26

														MHMC 50		Update measures/rankings as appropriate																		ü				ü								Data must be received from payers in timely manner		28

												Sub objective 3.6:  Reporting on Patient Experience of Care		MHMC 51		MHMCF obtains survey data from CMS-CG-CAHPS re: overall patient experience of care; data analyzed by Onpoint		SIM is funding the reporting work associated with patient experience of care surveying.				ü																								Data must be received from vendors in a timely manner

														MHMC 52		CG-CAHPS data incorporated into existing reporting database 						ü																								Data must be received from vendors in a timely manner		30

														MHMC 53		Develop methods for updating CG-CAHPs for practices alternative the annual cycle of updates.						ü																								Data set must contain valid observations to allow reporting		31

														MHMC 54		Develop reporting processes for CG-CAHPs								ü																						Data set must contain valid observations to allow reporting		32

														MHMC 55		Develop plan to continue CG-CAHPS survey past the first year.								ü																						Viability of plan will need to consider available resources; no budget for this activity. Continued MQF funding required.

												Sub Objective 3.7		MHMC91		Obtain initial clinical data feed; FTP directly to HDMS, implement and QC clinical data										ü

														MHMC92		Clinical data first included in production data and available for reporting.												ü

														MHMC93		Measure development, testing, and implementation using clinically enhanced claims data.												ü		ü

														MHMC94		Submit application to HIN to request access to the clinical data.														ü

														MHMC95		Application approval and execution of any necessary DUAs.														ü

														MHMC96		Enhance reports to include measures derived from clinically enhanced claims data.																ü

														MHMC97		Update clinical data on a continuing basis; data feeds will be received monthly, but processing to occur on a quarterly basis.																		ü		ü		ü		ü		ü		ü



												Sub objective 3.8 Accountable Communities and Related Initiatives		MHMC98		Participate in MaineCare Accountable Community measurement methodology discussions		ü						ü		ü

														MHMC99		Replicate AC member attribution using the methodology specified by the Department’s consultant (Deloitte) and approved by the Department.  The Department’s consultant (Deloitte) will work with the contractor in implementing the methodology the consultant develops, resolving any issues with the methodology. The Contractor will not carry out the attribution activity until the Department’s consultant and the Department certifies that the methodology is approved and ready for use.										ü																				Consultant fails to complete work on methodology; errors or needed changes are identified during replication process		MC5

														MHMC100		Replicate AC benchmark PMPMs using the methodology specified by the Department’s consultant (Deloitte) and approved by the Department. The Department’s consultant (Deloitte) will work with the contractor in implementing the methodology the consultant develops, resolving any issues with the methodology. The Contractor will not carry out the calculation of PMPM benchmarks until the Department’s consultant and the Department certifies that the methodology is approved and ready for use.										ü																				Consultant fails to complete work on methodology; errors or needed changes are identified during replication process		MC5

														MHMC101		Provide monthly utilization reports for ACs 												ü		ü		ü		ü		ü		ü		ü		ü		ü		Consultants fail to complete work on methodology; data required for calculations not available; CMS fails to approve the DHHS State Plan Amendment; no providers participate in AC initiative		The timeline for this activity is dependent upon the actual launch date by the Department of the AC initiative. 
MHMC98, 99, MC9

														MHMC102		Provide quarterly quality, attribution, and TCOC reports for ACs 												ü		ü		ü		ü		ü		ü		ü		ü		ü		Consultants fail to complete work on methodology; data required for calculations not available; CMS fails to approve the DHHS State Plan Amendment; no providers participate in AC initiative		The timeline for this activity is dependent upon the actual launch date by the Department of the AC initiative. 
MHMC 98, 99, MC9

														MHMC103		Measure and report final Year 1 Accountable Community scorecard and final savings or recoupment payments for each participant in the Department’s Accountable Communities initiative using the methodology specified by the Department’s consultant (Deloitte) and approved by the Department. Detailed requirements of quarterly attribution reconciliation, if needed, will be negotiated between the Contractor and the Department. Successful completion of this activity is predicated on the availability of completed performance year data for each participant in the AC initiative.																						ü								Consultants fail to complete work on methodology, data required for calculations not available; CMS fails to approve the DHHS State Plan Amendment; no providers participate in AC initiative		The timeline for this activity is dependent upon the actual launch date by the Department of the AC initiative. 
MHMC 98, 99, MC9

														MHMC104		Conduct AC member attribution based on consultant methodology for Year Two of the initiative														ü		ü														Consultant fails to complete work on methodology		MHMC99

														MHMC105		Calculate AC benchmark PMPMs based on consultant methodology for Year Two of the initiative														ü		ü														Consultant fails to complete work on methodology		MHMC100

														MHMC106		Provide monthly utilization reports for HHs 												ü		ü		ü		ü		ü		ü		ü		ü		ü		Data required to run reports is not available

														MHMC107		Provide monthly utilization reports for BHHs 												ü		ü		ü		ü		ü		ü		ü		ü		ü		Data required to run reports is not available; CMS fails to approve DHHS' State Plan Amendment; no providers enroll in BHH initiative		Actual timing of this activity is dependent upon the Department's ability to launch the BHH initiative. MC20

														MHMC108		Provide quarterly quality reports for HHs 												ü		ü		ü		ü		ü		ü		ü		ü		ü		Data required to run reports is not available

														MHMC109		Provide quarterly quality reports for BHHs 												ü		ü		ü		ü		ü		ü		ü		ü		ü		Data required to run reports is not available; CMS fails to approve DHHS' State Plan Amendment; no providers enroll in BHH initiative		Actual timing of this activity is dependent upon the Department's ability to launch the BHH initiative. MC20

				Quarterly Accountability Target												percent of Maine residents covered by alternative payment arrangements												17		20		25		30		35.5		40		45		50		61

		Objective 3: Accountability Targets 																		Planning Period Target. Convene ACI group and discuss relationship of ACI Workgroup to SIM project, SIM governance subcommittee and PTE Systems. Set ground rules that will guide the consensus process the group will work with. Identification of interested parties who wish to participate in new PTE BH Workgroup		Go Live Target: Group will come into Testing Phase ready to work, having established ground rules. Identified candidates for PTE BH workgroup. Year 1 Target: Identification of core metrics for reporting, vetted and approved  through PTE and Board. Publish initial benchmarked rankings. Percent of Maine residents covered by alternative payment arrangement grows to 219,982 or 17%
Identification of core metric set for Behavioral Health (integration and quality). Identification of core metrics for Adv Primary Care Recognition								Year 2 Targets: Learning collaborative tracking metrics identified not only for public reporting, but a separate set of metrics identified for use in learning. Number of Maine residents covered by an alternative payment arrangement grows to almost 462k, or 35.5% of population. Finalization of metrics for BH; publish first set of metrics. All metrics updated as appropriate								Year 3 Targets: Percent of Maine residents covered by alternative payment arrangements grows to 789,936 or 61%This puts on a trajectory to reach 80% coverage at the end of 5 years from start of test year. All metrics updated as appropriate

		Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																		$   25,084.00		$   1,224,396.00								$   1,071,942.00								$   1,031,855.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Health Information to manage care, plan provider and patient-level interventions				ü		 		Objective 4:  Provide Primary Care providers access to claims data for their patient panels (portals)																																														 

		  										 		MHMC 56		Identify primary care practices desiring claims portals. Prioritize implementation roll out with those practices participating in ACO arrangements having highest priority.		Provider portals are currently available to practices that are part of organizations that are members of MHMC. Expansion to non-member practices occurs as a function of the SIM grant.		 		ü																								Practices fail to sign up for portal access		 								 

														MHMC 57		Refine mechanics of portal		This work is occurring regardless of SIM		ü

														MHMC 58		Data analysis required to produce practice reports		The analytics associated with expanded access to provider portals would not be undertaken in the absence of SIM						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		Data must be received from payers in timely manner		1, 2

														MHMC 59		Roll out portal starting with highest priority practices		Provider portals are currently available to practices that are part of organizations that are members of MHMC. Expansion to non-member practices occurs as a function of the SIM grant.				 		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				3		 

				Quarterly Accountability Target												# of practices that have adopted claims portals								30		40		50		52		54		56		60		62		64		66		72

		Objective 4: Accountability Targets 																		Planning Period Target
Build out portal 		Year 1 Target: Complete design of portal and required analytics; data for MaineCare, Medicare and commercial populations will first be segregated with separate access due to challenges associated with the fundamental differences between the populations and the different risk profiles of the populations. Adoption by providers is voluntary, but it is estimated that 50 practices will adopt the portals in the first year.								Year 2 Targets: 
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. 20%, bearing in mind that adoption is voluntary								Year 3 Targets: 
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. 20%, bearing in mind that adoption is voluntary

		Objective 4: Annual Cost (Aligns with annual budget total's submitted with contract)																				$409,007.00								$337,600.00								$338,713.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Health Information to manage care, plan provider and patient-level interventions				ü				Objective 5: Provide practice reports reflecting practice performance on outcomes measures

														MHMC 60		Extend offer of provider specific reports on risk adjusted cost and use metrics for benchmarking against peers by service category and clinical condition to all interested PCPs		Practice reports have been developed for practices in organizations that are participating in the primary care medical home pilot. SIM is enabling all other interested primary care practices to also receive practice reports				ü																								Practices decide not to sign up to receive practice reports

														MHMC 61		Data analysis required for new practice reports								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				1

														MHMC 62		Roll out practice reports								ü				ü				ü				ü				ü				ü				2

														MHMC 63		Outreach to practices (working in conjunction with Quality Counts) to assist practices in gaining proficiency in reading and understanding reports and how to use the information they contain								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü				3

				Quarterly Accountability Target												percent of Primary Care Practices receiving reports								15		20		25		27		29		32		35		40		44		47		50

		Objective 5 Accountability Targets: 																		Planning Period Target 
Continue production of practice reports for currently enrolled practices		Go Live Target: Year 1 Target: Produce practice reports for all primary care practices indicating their interest in receiving them. While we will be able to produce reports for any primary care practice that serve a critical mass of patients, practices themselves must make the decision to actively request, review and use the reports. PCMH practices represent approximately 25% of primary care practices; all receive the reports. We estimated 10% of non-PCMH practices will choose to receive reports in Year One. Each new practice will receive an outreach visit.
								Year 2 Target: 
Produce practice reports for all primary care practices indicating their interest in receiving them. We estimate that there will be an incremental increase of 10% in take up of reports in Year Two. Each new practice will receive an outreach visit.
								Year 3 Target: 
Produce practice reports for all primary care practices indicating their interest in receiving them. Estimated new uptake is 15%, bringing "coverage" with practice reports to approx. 50% of PC practices. Each new practice will receive an outreach visit.


		Objective 5: Annual Cost  																				$457,385.00								$406,718.00								$408,061.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Health information for consumers		ü		 		 		Objective 6: Consumer engagement and education regarding payment and system delivery reform

		  										 		MHMC 64		Develop and implement media campaign around benefits of value based insurance design as well as broader topic of payment reform		SIM provides critical support to the educational and consumer engagement campaign; resources to undertake such a campaign are not otherwise available.

Ellen Schneiter: Ellen Schneiter:
		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																												

Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		 		ü		ü		ü		ü		ü		ü		ü		ü										 		 

														MHMC 65		Develop a VBID curriculum eligible for continuing end credits for brokers and HR specialists				ü

														MHMC 66		Provide free training for advocates, AAA advisors, navigators, free care providers, brokers and HR specialists regarding benefits of VBID and other forms of payment reform						 		 		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		 		 		 

														MHMC 67		Develop a video for payers and purchasers (including MaineCare) to use that explains how VBID plans work. 										ü

														MHMC 68		Provide training for payers' staff members, MaineCare employees regarding characteristics and merits of VBID and other forms of payment reform														ü		ü		ü		ü

														MHMC 69		Develop and make available a VBID implementation tool kit														ü

														MHMC 70		Provide CME credits and curriculum around VBID for providers																ü		ü		ü		ü		ü		ü		ü

				Quarterly Accountability Target												number people who received payment reform education										100		200		250		300		350		400		450		500		550		600

		Objective 6: Accountability Targets 																		Planning Period Target 		Go Live Target: 
Year 1 Target: Educate brokers, patient advocates, HR Specialists, union leaders on merits of VBID. Outreach to 200 people.
								Year 2 Targets: Continue education and outreach efforts, reaching for all major payer organizations and MaineCare. Reach an  additional 200 individuals.
								Year 3 Targets: Continued outreach and education; reaching an additional 200 providers and individuals


		Objective 6: Annual Cost (Aligns with annual budget total's submitted with contract)																				$102,734.00								$94,271.00								$94,484.00

		Secondary Driver		Subcommittee						Key Objective 		Associated DRR Section
		ID#		Key Milestones		How is SIM enabling this objective/activity to occur?


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		

Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

		Planning Period
7/1/13-9/30/13		Year 1
10/1/13-9/30/2014								Year 2
10/1/14-9/30/15								Year 3
10/1/15-9/30/16								Known Risks		Dependency and Link to ID#

				PR		DSR		DI												10/1/13		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4						ID#

		Data informed policy, practice and payment decisions/Aligned Payment Models/Multi-Stakeholder Coalition Building and Support				ü				Objective 7: Ensure effective management of SIM Payment Reform Subcommittee to promote sustainability of reform developed through SIM

												A, T 		MHMC 71		Identify and finalize Subcommittee membership		A. This objective/activity would not occur without SIM funding				ü

														MHMC 72		Convene Subcommittee		A. This objective/activity would not occur without SIM funding						ü

														MHMC 73		Ensure participation and process according to established protocols		A. This objective/activity would not occur without SIM funding						ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MHMC74		Develop a SIM communications Plan						ü

														MHMC75		Create and Maintain Listserv for general SIM correspondence								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MHMC76		Develop web portal for centralized communications ( Rackspace)								ü

														MHMC77		Schedule/ host bi-annual webinars								ü		ü				ü				ü				ü				ü

														MHMC78		REMOVED

														MHMC79		REMOVED

														MHMC80		Develop and implement website enhancements						ü

														MHMC81		Update and maintain SIM website								ü		ü		ü		ü		ü		ü		ü		ü		ü		ü		ü

														MHMC82		Develop/implement public information/relation strategy						ü

														MHMC83		Create branding materials (slide decks, logos, descriptions)								ü

														MHMC84		Create SIM Overview flier										ü

														MHMC85		Create and disseminate SIM Fact sheet specifically for the legislature										ü

														MHMC86		Create and disseminate SIM Fact sheet specifically for employers										ü

														MHMC87		Create and disseminate SIM Fact sheet specifically for consumers												ü

														MHMC88		Create and disseminate SIM Fact sheet specifically for providers												ü

														MHMC89		Craft and disseminate media pitches, focused on SIM data and results												ü		ü				ü				ü				ü

		Objective 7 Accountability Targets: 																		Planning Period Target: establish infrastructure, membership  for Payment Reform Subcommittee		Go Live Target: identify membership  for Payment Reform Subcommittee Year 1 Target: Provide support for Subcommittee in manner that supports active participation of membership								Year 2 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership								Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership

		Objective 7: Annual Cost  																		 		$   4,800								$   4,800								$   4,800

		Commitments from HIN/MHMC during Plan Synchronization: • Insuring a synergistic and integrative approach to the work of PTE- BH and the HIN BH RFP Quality work.
• Clearly outlining and communicating the process for a collaboration between HIN, health care provider(s) (Covered Entity(is)) and MHMC in integrating clinical and administrative claims data for a possible proof of concept.
































































































































































































































































































































































































&"Times New Roman,Regular"&8&Z&F &A	&"Times New Roman,Regular"&8&P	&"Times New Roman,Regular"&8&D




Legend

		Legend

		Codes		Definition

		ü		Original entry in the SST

		l		Additional Ongoing work that wasn't originally scheduled. Work towards semi-annual and annual milestones is reflected with this.

		n		Delayed or rescheduled start to task. Delay was caused by factors out of the control of the partner.

		t		Early start to task. Started work on task ahead of original scheduled time.

























Denominator Footnotes

				Number and Explain each denominator:



		Organization		Objective		Number		Explanation

		HIN		1		1		Currently there an average of 1,600 active provider organization users of the HIE portal, tracked by HIN. The goal is increase the number of active users per target numbers as the expansion of these services to care managers grows. It is not possible to know the number of clinical support staff (care managers in this case) that support the "Clinician providers" (MD/DO/APRN/PA), thus there is no denominator for this population, thus tracking HIE active use is the selected target.

		HIN		1		2		Currently there is an average of 450 unique provider users of the HIE or notifications on a weekly basis, tracked by HIN. We aim to increase the number of unique provider users weekly, as a measure of success of implementing notifications with users.

		HIN		2		3		In Maine there are approximately 65 independent Behavioral Health Organizations. By reaching 20 organizations we will be impacting approximately 30% of this provider community. Because the RFP awardees are not known until the RFP process is vetted, the applicants confirmed, and awardees announced, the number of unique provider organization users cannot be articulated at this time. Once the 20 organizations are identified, HIN could establish more specific targets related to these organizations. The target for objective 2 is to acheive the RFP annual milestones and distribute the incentives each year. 

		HIN		4		4		Make 230,000+ mainecare member population data available in HIN Dashboard: which includes geographic distribution, gender distribution, age distribution, chronic disease prevalence and distribution, utilization statistics, and prospective risk for use of the emergency department. MaineCare estimates as of 8.2013 that there are 280,988 MaineCare members, thus the target of 230,000 allows for a margin of error and considers that less than 100% of MaineCare members are participants in the HIE. It is not known what the exact % of MaineCare members that are participants in the HIE today.

		HIN		5		5		The goal is to engage 5% of the PHR user's for the pilot site in the go-live period of the 12 month pilot by measuring that they have accessed their CCD via the "Blue Button" technology that links the PHR to the HIE patient record summary (CCD). Once the pilot site is selected we can determine what the total number of PHR users targeted.

		MaineCare		3		6		Will be RFPd - contained as MaineCare as a placeholder for now

		MaineCare		4		7		Will be RFPd - contained as MaineCare as a placeholder for now

		Maine CDC				8		CHW Referrals: CHW Pilot sites will be located in different areas in Maine.The number of providers making referrals to the CHW program will likely vary with location type - more in urban and fewer in rural areas. This Pilot Project will explore different models of to determine what works best in the different location types.  

		Maine CDC				9		CHW clients: the projections are for number of clients carried at any point in time. We cannot accurately project the turnover rate in a CHW's caseload to identify an annual total of clients seen. 

		MHMC				10		Estimated providers: 450-500
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Maine SIM Risk Log v6-23-14.xlsx
Identified Maine SIM Risks

		Item #		Risk/Issue/Dependency Name		Impacted SIM Objectives (SST Obj #, eg. MHMC #3, HIN #4, etc)		IF….		THEN…		Accountability Target Impacts		Drivers Impacted		Item Owner  (Project Manager Name)		Status (Open, In Progress, Resolved,Closed)		Creator   (Originator)		Date Created and Date Closed		Updated by (name)		Date last updated		Weighted Priorty (1= Low, 3= Med, 5 = High)

Chenard, Randal: Chenard, Randal:
Weighted priority appropriately weights the risk based on the objectives that are potentidally impacted by the risks.  If higher priority objectives are impacted by the occurance of the risk, then the risk would receive a higher Priority rating than if the risk may impact a less impactful objective.  Refer to the Objecive weight assignments for determination, which is located on the 'weighted objective' tab in the spreadsheet.  
 
For example, a risk that may impact, the blue button pilot (HIN objective 5), will not be weighted as heavily as a risk that may impact the MaineCare Accountabile Community model development (MaineCare Objective #1)

		Probability  
1-3 (1=Low, 2= Med 3=High)		Impact
1-3 (1=Low, 2= Med 3=High)		Priority Calc		Details 

Chenard, Randal: Chenard, Randal:
Free form, can capture additional descriptive info or any updates
Chenard, Randal:
		

Chenard, Randal: Chenard, Randal:
Weighted priority appropriately weights the risk based on the objectives that are potentidally impacted by the risks.  If higher priority objectives are impacted by the occurance of the risk, then the risk would receive a higher Priority rating than if the risk may impact a less impactful objective.  Refer to the Objecive weight assignments for determination, which is located on the 'weighted objective' tab in the spreadsheet.  
 
For example, a risk that may impact, the blue button pilot (HIN objective 5), will not be weighted as heavily as a risk that may impact the MaineCare Accountabile Community model development (MaineCare Objective #1)

										Plan to address      (free form)  		Associated Risks		Above (A) or Below (B) waterline for Risk Mitigation Planning		Risk Plan Complete

		21		 Relationship between all the players in the SIM initiatives, CHW, Peer Support, Care Coordinators, etc., may lead to fragmented care and complications for patients		MaineCare - Accountable Communities ; QC Objectives 1 and 3 (HH and BHH Learning Collaboratives); CHW Initiative		If care coordination is fragmented, siloed and duplicative then patient outcomes may be compromised, costs savings will be compromised and the health improvements will suffer		continued fragmentation and siloed approaches will compromise patient outcomes and created ineffient and costy processes						Delivery System Reform 		In progress		Lisa Tuttle		2/25/14						5		3		3		45		Care coordination across SIM Initiatives may become confusing and duplicative; particularly considering specific populations (e.g., people living with intellectual disabilities
Do we need to develop a Care Coordination QB?		Plans currently being developed in DSR subcommittee.  Targeting recommendations to SC for May meeting				A		N

		5		Accountable Community Rule development delays		MaineCare Obj #1- Accountable Communities  		If rule is not written and emergency rulemaking for AC is not approved		a delay in the development of contracts and the start of the AC initiative, and potential SIM funding implications				payment reform		Michelle Probert		In progress		Jim Leonard		2/13/14		Randy Chenard		2/13/14		5		2		3		30		4-15-14 update:  AG office completed draft rule and MC is working with AG office on finalization.  		DHHS and MaineCare leadership is engaged with AG leadership				A		Y

		20		Change capacity for provider community may be maxed out – change fatigue – providers may not be able to adopt changes put forth under SIM		All SIM Delivery System Reform Initiatives
MQC Obj 1 and 2
		If providers are overwhelmed with too many change initiatives at once, they may not be able to focus and prioritize the critical changes requried to transform the delivery system		Changes will be unable to be adopted or sustained; failure in delivery system reform						Steering Committee		In progress		Lisa Tuttle		2/25/14						4		2		3		24				With DSR subcommittee for plan mitigation developmetn				A		N

		6		Behavioral Health (BH) EHR data functionality constraints across the vendors used in Maine		HIN Objective 2&3		If the RFP top scoring applicants/ participants have significant data interface constraints due to vendor constraints…		1. HIE data interface goals will be diminished greatly. 2. There will be a lack of discrete, reportable, and or measureable data in the HIE which; 3. Leads to the decreased ability to perform quality measurement		Milestone 2 and 3 delays and/or a reassessment of milestone requirements will be necessary		Data Informed Policy, practice and payment decisions related to BH Data		Katie Sendze		Open		Katie Sendze		2/21/14		Katie Sendze		3/4/14		4		2		3		24				Proactive communication with RFP paticipants about interface constrainsts and plan for data capture alternatives within funding available.				A		Y

		11		Behavioral Health Home rates		BHH member enrollment
MaineCare Obj 2
HIN Obj 2&3		Providers don't see a business case for their highest need members with SMI/ SED		BH providers steer highest need members away from BHH into existing community mental health FFS services, BHH PMPM rate exceeds level of need of resulting case mix, spending on other MH services increases without enhanced match, highest need SMI/SED members do not benefit from improved physical health integration and other enhanced services				System delivery, Payment reform		Kitty Purington		In-progress		Jim Leonard		2/24/14		Jim Leonard		2/24/14		5		2		2		20				Department plans to analyze cost and utilization data and referral trends to monitor cost of service and where members with SMI/ SED are being served.  May amend SPA to implement tiered or outlier payment methodology if necessary.  This would take some time.				A		Y

		15		Challenges in finding and hiring qualified Data Analytics Professionals.		MHMC Obj. 1, SST # 6 - Global impact on all SIM data deliverables, with the most impact on VBID     (Obj.5) and Total Cost of Care ( Obj. 1)		If qualified healthcare data analytics professionals are not hired and onboarded at the MHMC		MHMC will not have the personnel resources to complete SIM deliverables that are data dependent and ultimately delay their completion.		Any such delay could impact Yr 1 Accountability Targets for Obj. 1 which include Build claims database that spans Medicare, MaineCare and commercial populations of Maine; develop/refine appropriate metrics and approach to measuring and tracking cost of care over time; and publish initial edition of Healthcare Cost Fact Book and convene CEO Roundtable.
		Payment Reform, Reformed Service Delivery, Consumer Engagement		Elen Schneiter		Resolved		Lyndsay Sanborn		2/24/13						5		2		2		20		To date, we have been absorbing the additional workload associated with SIM activities by reassigning other MHMC employees to these tasks, taking them away from other work. This has mitigated the impact on SIM up until now. The pace of work under SIM is now getting to the point where our ability to continue to meet the workload without additional personnel will impact our ability to accomplish all of the planned work in accordance with the planned timeline. 		We have been backfilling SIM work with other MHMC resources for the time being. We have identified a potential contractor to carry out some of the analytic work and are working with a recruiter to identify appropriate candidates for direct hire or contracting.				A		Y

		19		APC Behavioral Health Metric Feasibility		MHMC Obj. 3.3 #29 - PTE adoption of APC metrics including value assignment		If an appropriate, existing national behavioral health metric is not available and if creation of a Maine-specific (home grown) alternative is not feasible		then reporting of an APC recognition is compromised		This delay will impact Obj. 3  Yr. 1 Accountability targets
Identification of core metric set for Behavioral Health (integration and quality)
		Payment Reform, Reformed Service Delivery		Ellen Schneiter		Open		Lyndsay Sanborn		2/25/14						5		2		2		20								A		Y

		22		Data gathering requirements for HH and BHHO quality measures is not determined		MQC Objective 1 and 3 -  LC for MaineCare HH's and BHH's		If measures cannot be collected we may be in non-compliance with requriements; manual burden may be unsustainable for providers		Requirements will be unable to be met and providers may not support manual processes						Michelle Probert		Open		Lisa Tuttle		2/25/14						3		2		2		12								A		Y

		23		Barriers to passing certain behavioral health information (e.g., substance abuse) may constrain integrated care		MQC Objective 1 and 3 -  LC for MaineCare HH's; BHH's		If whole-person health records are unable to be created, care will be compromised and inefficiencies will remain in the system increasing costs, unnecessary treatments and compromising patient outcomes		comprehensive integrated physical and behavioral health will be compromised, increased costs, increased fragmentation and poor health outcomes						Steering Committee		Open		Lisa Tuttle		2/25/14						3		2		2		12				Explore State Waivers; work with Region 1 SAMSHA; Launch consumer engagement efforts to encourage patients to endorse sharing of information for care				A

		8		Provider organizations interpretation of a clinician as subject to 42 CFR Part 2 rules		HIN Objective   2& 4		If a clinician (eg. PCP, BH provider) is deemed subject to Part 2 rules 		Entire provider (PCP) panels or mental health data will be withheld from the HIE; and may not be available for quality measurement under SIM program goals		None for obj. 4, Milestone delay for obj. 2		Data Informed Policy, practice and payment decisions related to BH Data		Katie Sendze		Open		Katie Sendze		41692.0		Katie Sendze		41702.0		3.0		2.0		3.0		18.0				Proactive communication with participants about SAMSHA CFR-42 Part 2 FAQ guidance related to Primary Care and program definitions and HIN's stance. 				B

		9		HIE Data Use Case Rejection by the Data owners (HIE Participants, Provider organizations)		HIN Objective 4		If HIE participants reject the authorization request to release PHI data within the MaineCare Dashboard tool…		The Dashboard tool will be limited in it's usefulness, however, how much is yet to be determined		None		Data Informed Policy, practice and payment decisions related to BH Data		Katie Sendze		Open		Katie Sendze		2/22/14		Katie Sendze		3/4/14		3		2		3		18				Develop Use Case request with strategic thoughtfulness and transparency using specific education to providers so that no false barriers to the work are created.				B

		1		Managed Care passed in legislature		MaineCare  Objective #1 and MaineCare Objective #2 - Accountable Communities (AC)  - Health Homes (HH) Stage A and B		Managed Care is passed in the Maine legistlature		Current and originally intended scope/vision of SIM needs to be reassessed		Unknown until reassessment occurs		Unknown until reassessment occurs		Randy Chenard		Resolved		Randy Chenard		2/13/14		Randy Chenard		2/13/14		5		1		3		15		If managed care passes it would not be possible to implement AC, a shared savings ACO, for members under the ACO ,since it would be extremeley idfficult to attribute any savings.  MCOs could have implications for management of operations and payment of HH.		Make legislature clear of potential impact of passage of MCO legislation on SIM and VBP initiatives.				B

		2		MHMC Replication of Deloitte Methodology		MaineCare - Accountable Communities  		If Shared Savings calcs don't line up between Deloitte and MHMC-F		delay in AC reporting, greater likelihood of litigation by providers						Michelle Probert		Open		Randy Chenard		2/13/14		Randy Chenard		2/13/14		5		1		3		15		Approval of Deloitte amendment and priority execution of Molina CR are key to ensure risk mitigation efforts are successful.		OMS has asked for an amendment to Deloitte's contract until the end of June, which provides for 3 mo of overlap once savings projections have been developed in order for Deloitte to provide TA, work with MHMC-F to ensure replication of the methodology is successful.  MHMC-F has been involved on calls with Deloitte and CMS since the fall to familiarize themselves with the methodology,  data and issues.  A Change Request for Molina toprovide MHMC-F with addt'l data fields needed has been given high priority.				B

		16		 Delay in delivery of  Claims Data (Molina, HDMS, Medicare)		MHMC Obj. 1, Obj. 3, Obj. 4. Obj., 5.  SST #7,8,9,10,32, 33, 58, 61, 62		 If there is a delay in the delivery of data from Molina, HDMS, or Medicare. Delay in availablity of complete and accurate APCDS data from Maine Health Data Organization is also a risk.		Then the practice report delivery, PTE metrics and portals will not be able to be produced on time.		This delay would impact Year 1 Accountability Target for Obj. 1 :Build claims database that spans Medicare, MaineCare and commercial populations of Maine.Obj. 3 Yr 1 Accountability targets:
Identification of core metrics for reporting, vetted and approved  through PTE and Board. Publish initial benchmarked rankings. Obj. 4 Year 1 Target: Complete design of portal and required analytics; data for MaineCare, Medicare and commercial populations will first be segregated with separate access due to challenges associated with the fundamental differences between the populations and the different risk profiles of the populations. Obj. 5 Year 1 Target: Produce practice reports for all primary care practices indicating their interest in receiving them. 		Payment Reform, Reformed Service Delivery, Consumer Engagement		Ellen Schneiter		Open		Lyndsay Sanborn		2/24/14						5		1		3		15		To date, we have not experienced any delays in the transmission of data. Note, however, that transmission of Medicare data is not anticipated to begin until Q3 of Year One. Work with Molina has gone smoothly, thus far. The submission of complete and accurate data by payers to the MHDO is an on-going risk that is beyond our control.						B

		17		Workgroup participant "fatigue."		MHMC Obj.1, Obj.2 Obj.3, Obj., 7 SST#12, 13, 14, 18, 35, 36, 37, 38,39, 40, 44,45,46, 47, 48, 49, 50, 73		If we are unable to convene regular, well attended meetings of the Healthcare Cost  and Behavioral Healthcare Cost Workgroup, PTE-BH, PTE Physicians, PTE Systems, VBID Payment Reform Workgroup, and ACI Workgroups.		Then MHMC will be delayed in identifying metrics used to track healthcare quality and  of cost of care, publishing the Cost of Care Fact book and convening the CEO Roundtables, identifying opportunities for  payment alignment.		This delay will impact Yr 1 Accountability Target for Obj. 1, #3: Publish initial edition of Healthcare Cost Fact Book and convene CEO Roundtable. Obj. 2  Year 1 Targets: (1) Adoption of core set of metrics against which plan designs may be benchmarked (2) Publication of initial rankings of benefit designs.  Obj. 3 Year 1 Target: Identification of core metrics for reporting, vetted and approved  through PTE and Board. Publish initial benchmarked rankings Identification of core metric set for Behavioral Health (integration and quality) Obj.7 Year 1 Target:  Provide support for Subcommittee in manner that supports active participation of membership		Payment Reform, Reformed Service Delivery and Consumer Engagement.		Ellen Schneiter		Open		Lyndsay Sanborn		2/24/14						5		1		3		15								B

		13		Provider Measure Overload		MaineCare Obj #2 and #3
Health homes and ACC		Providers  and the department can't reach agreement on appropriate level of quality and performance reporting		Provider participation will be negatively impacted				Systems delivery, Payment reform		Michelle Probert		In-progress		Jim Leonard		2/24/14		Jim Leonard		2/24/14		5		1		2		10		One large health system has expressed concerns re aligment and appropriateness of all measures in AC quality framework 		Committing to reassessment on annual basis as part of SIM alignment work.				B

		18		Practices do not sign up for Claims Portal Access.		MHMC Obj. 4 SST # 56,57,58,59		 If practices do not sign up for Claims Portal access		then we do not meet this accountability target for SIM and Obj. 4 is not completed.		Obj. 4 Year 1 Accountability Target:  Complete design of portal nad required analytics. Adoption by providers is volutary, but it is estimated that 50 practices will adopt the portals in the first year.		Reformed Service Delivery, Consumer Engagement		Ellen Schneiter		Open		Lyndsay Sanborn		2/24/14						3		2		1		6		Provider practices are currently faced with choosing to access any number of portals for any number of reasons; the offering of one more portal may not prove to be sufficiently attractive to practices, particularly if they do not possess in-house expertise needed to exploit this resource. 		We are working with practices to generate interest in the portals, but also will work with ownership organizations (e.g. PHOs/Systems, ACOs) to stimulate interest in this resource. It is more likely that these larger umbrella organizations will have the capacity to utilize the data available through the portals than will an individual practice.				B

		7		Behavioral Health EMR implementation delays		HIN Objective 2&3		If RFP participants without a implemented EMR do not meet implementation timelines and resources allocated….		Milestone achieved will be delayed or unachieved		Milestone 2 and 3 delays and/or a reassessment of milestone requirements will be necessary		Data Informed Policy, practice and payment decisions related to BH Data		Katie Sendze		Open		Katie Sendze		2/21/14		Katie Sendze		3/4/14		1		1		3		3				Proactive communication with RFP paticipants about implementation plans. 				B

		24		Continuation of enhanced primary care payment to support the PCMH/HH/CCT model is critical to sustaining the transformation in the delivery system		MQC Objective 1 -  LC for MaineCare HH's; MaineCare Accountable Communities Initiative
MaineCare Objective 1		If payment reform fails to support enhanced primary care delivery system reforms will be unable to be adopted and sustained.		Enhanced primary care model will be unable to be adopted and sustained						Steering Committee		Open		Lisa Tuttle		2/25/14						5		3		3		45				Meeting w/ MC and Commissioner Mayhew on 4/21 to continue discussions of strategy development/Tracking of short and long term results from the enhanced primary care models is critical to ensure that stakeholders are aware of the value being derived from the models to the Delivery System, Employers, Payers and Government				B

		25		Gap in connection of primary care (including PCMH and HH practices) to the Health Information Exchange and the associated functions (e.g. notification and alerting) will limit capability of primary care to attain efficiencies in accordance with the SIM mission/vision and DSR charge.		MQC Objective 1 -  LC for MaineCare HH's
HIN Obj #1, 2 and 3		If the HIT functions under SIM (HIE notifications, HIE access, related cost reports etc.) are not  unavailable to support enhanced primary care/Health Homes…		Inefficient and duplicative processes will remain, cost savings will suffer and patient health outcomes will not be positively impacted by such care coordination functionality as intended		n/a		Data Informed Policy, practice and payment decisions related to BH Data		Steering Committee		Open		Lisa Tuttle		2/24/14				3/4/14		5		3		2		30		This risk is hard to rate, as funding for primary care  HH to get access to HIE is not part of the scope of SIM funded activities, yet it is a directly related risk to SIM funded projects. The risk score is difficult to decide on. 		Working with non-connected orgs. to raise awareness of the value and functions of the HIE that support the triple aim and multi-payer contract goals for HH and PCMH, ACC etc. etc. Expect orgs. to continue to onboard and contribute to the HIE over the life of SIM based on information we have today. 				B - Not directly impacting SIM Ats

		26		Insufficient patient education about chronic disease management 				Patients aren't effectively educated about ways to manage chronic disease		consumer and patient engagement goals will be negatively influenced						Steering Committee				Rose Strout		4/23/14

		27		 Ability to achieve adoption of core measure set alignment for payment and contracting purposes. Payers willing to adopt aligned core measure set for ACO contracting. 												Payment Reform 		Open		Steering Committee		4/23/14								2		3

		28		Consumer engagement across SIM Initiatives and Governance structure may not be sufficient to ensure that consumer recommendations are incorporated into critical aspects of the work; Consumer/member involvement in communications and design of initiatives				If there is a lack of authentic consumer engagement across the SIM Initiative; and missing is the essential quality and participation/feedback to what could improve the quality/success of doing things.		The quality of inerventions will suffer without the consumer voice; key innovatins may be missed; initiatives may be poorly designed and delivered, lacking the experience of patients and families, lacking cultural competence and relevance; critical resources may not be leveraged to support patient centered approaches; initiatives may not appropriately be disigned or structured; worst case scenario, interventions may not be accessible, appropriate, and may lead to poor outcomes.						Delivery System Reform 		In progress		Lisa Tuttle		5/21/14						5		3		3		45				Plans currently being developed in DSR subcommittee.  Targeting recommendations to SC at June meeting

		29		There have been delays in acquiring usable commercial claims data from the state APCD.  The latest usable commercial claims datasets available to us are for claims paid through 2012.  The MHDO is working to resolve the issues that are affecting the dataset and feel confident that the result of these efforts will be an APCD that is of much higher quality than that which has been previously available, making any products derived from the database that much more valuable. MHDO representatives believe that improved, updated feeds will be available in mid-June. Note that once data are received, they are subject to a considerable amount of analysis before they are able to be used to produce practice reports.		Objective 1, Objective 3,  Objective 5		If this situation is not timely resolved, 		updates of practice reports will be not be able to be released on time, which will result in practices (and their related systems) not having timely access to information that can help inform them of their performance. Similarly, the cost/resource use data is used in developing total cost of care. Lack of current data might (but not necessarily) influence the pace of work on development of cost mitigation recommendations.		ATs from MHMC 1, 3 and 5 				Ellen Jane Schneiter		In progress		Ellen Jane Schneiter		5/21/14																						Y

												 

												Closed Plans

		10		PHR Patient Portal Pilot Partner unable to align resource allocation with SIM timelines		HIN Objective 5		If the selected pilot partner cannot align with the 12 month timeline (6/14-6/15) determined under SIM quarterly report (1/2014)…		The project deliverables will be delayed.		Delayed completion, timing issue only		None		Katie Sendze		Closed		Katie Sendze		2/22/14		Katie Sendze		3/4/14		0		0		0		0				Pilot partner EMHS has agreed to timelines and has the resoruces to put towards the project. 				B

		4		Self Evaluation Implementation Delay		SIM Program Objective 2		Evaluator is not contracted before June 1								Jay Yoe		Closed		Randy Chenard		2/13/14		Randy Chenard		2/13/14		5		1		2		10		Evaluation award has been issues and contract process is moving forward				A		B
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Guidance for Risk Mitigation Planning Templates 

Prior to initiating risk mitigation planning activities, CMMI Project Officers and State leads should review and finalize the accountability targets developed as part of the Operational Plans. These milestones should be as granular as possible, because they will be used to guide the risk mitigation planning activities, particularly those planned for Years 1-2 (short-term). In the attached example, the original accountability target was defined more specifically by defining five milestones that contribute to the overall target. This same process should be followed for longer term milestones (Year 3+) as they approach. 

Recommended risk mitigation activities include the following steps: 

Step 1 - Evaluate Risks and Risk Factors: [Refer to Tab #1] 

As a first step in the risk mitigation planning process, State teams can use the attached template to assess which accountability milestones have the greatest likelihood or risk for failure, and the greatest potential negative impact on achieving their SIM goals. 

For each accountability target, the level of associated risk should be mapped out in the tables included on Tab #1, based on each target’s relative likelihood of failure (low, medium, or high) AND its potential impact on the success of the state’s SIM work (low, med, or high). The shaded boxes in the template indicate the recommended areas of focus for a state’s risk management activities, given that these activities have a relatively high risk of failure, and failure may significantly affect the state's SIM progress.  If there is little or no likelihood of the risk event occurring, the risk may not warrant inclusion in the state's Risk Management process. 

States can begin by including an "X" in the appropriate box/cell in the template to indicate the relative likelihood of each of the accountability targets not being achieved (or failing) and the potential impact this failure could have on overall project success. It may be helpful to also include a brief statement elaborating on the risk and potential impact (as included in the attached example). 

The state should then evaluate the factors that may contribute to not meeting milestones using a three-tiered logic scheme: 

- What factors contribute to the risk? 
   A given risk may have multiple factors that contribute to its occurrence across various risk categories, as noted above. 

- Which of these factors poses the greatest total risk? 
   It will be helpful to focus on the risk factors that will have the greatest impact on total risk. This may be easiest to complete once all factors have been listed out  
   for a given set of accountability targets. 

- Which factors are within the state’s control? 
   For the purposes of developing a risk mitigation strategy, it will be important to identify upfront which factors can be impacted by the policy/regulatory levers at  
   a state’s discretion. 

The state can first list the factors contributing to the risk of not meeting each milestone. Given the focus on the medium and high impact/likelihood risks, there may be multiple risk factors under each Accountability Target that should be considered and prioritized. 

Step 2 - Develop and prioritize risk mitigation options: [Refer to Tab #2] 

a. Based on the risk factor analysis, states develop potential strategies tailored to each moderate and high risk milestone. These mitigation strategies will be detailed and specific to each milestone, but can be broadly categorized as: 
- Communication and outreach strategies 
- Operational and human resource strategies 
- Technical strategies (e.g. increase functionality testing) 
- Policy/legislative strategies 

When considering these various strategies, states should also think about the general approaches they can use to address identified risks, including: 
- Identify ways to reduce the probability or the impact of the risk 
- Define actions/contingencies to be taken in response to risk 
- Avoid the threat or condition by eliminating the cause 

b. Second, the state can prioritize which strategies: 
- Are likely to have the greatest impact and 
- Fit within an acceptable set of resource parameters/constraints. 

Using the template on Tab #2, states can list the relevant risk mitigation options associated with each risk factor previously identified (on Tab #1). For each option/strategy, it will be helpful for states to consider the following (as noted in Columns E and F): 
(1) The feasibility of the strategy based on current resources (i.e. funding, staffing, time) – this should be ranked as low, medium or high feasibility based on current level of resources at the state’s discretion, and; 
(2) The potential impact of this strategy on the success of the SIM work – this can also be rated as low, medium, or high. 

Once these two components of each strategy have been considered, states can use this information to prioritize the complete list of risk mitigation options based on their rankings in each cateogry (feasability and impact). For example, options ranking as High in both components may want to be considered first, as compared to options ranking Low in both components.  In the example listed on Tab #2, there are six risk mitigation options. When the state prioritizes this list, options that rank as most important (i.e. High and High for both components) should be given more priority than items ranking as less important (i.e. Low and Low for both components). States can also prioritize options within a given risk factor to ensure that each risk factor is addressed through at least one mitigation strategy.  

Step 3 - Select risk mitigation strategies: [Refer to Tab #3] 

Once the full set of mitigation options has been identified and prioritized, the TA team and PO will meet with the state to confirm the proposed strategies identified as likely to have the greatest impact and to fit within the state’s resource parameters. The state and POs will discuss the extent to which milestones may need to be adjusted to reflect the risk analysis. 

The risk mitigation plan can be simplified as noted in the template attached (Tab #3), including a list of the prioritized Risk factors, the related mitigation strategies, the priority category (based on total number of options considered) and any relevant contingencies or activities the state needs to consider before implementing the strategy. Identifying project contingencies will be helpful when linking activities to one another, particularly if select priorities change. States may also find it helpful to include the lead entity who will be involved in the specific strategy, any relevant timelines for a particular option and any relevant workgroups that should be involved. 

Revisit and finalize Accountability Targets: [Refer back to Tab #1 as needed] 
Based on state’s analysis above, state should work with their PO to revisit original accountability targets and adjust them for potential risks identified. 
Alternatively, states may choose to change the target to a more relevant and predictable indication of their SIM progress.  Once accountability targets have been finalized, states should plan to re-visit their risk mitigation plan on a quarterly basis to assess new risks and re-prioritize relevant risk mitigation strategies. 




Accountability Targets

		Finalized Accountability Milestones

Amy J Anderson: Amy J Anderson:
It may flow better to have the accountability targets and key milestones in separate columns?

		Updated on: [insert date when targets are finalized with CMMI]

		Sample accountability milestones included below for example purposes only.  



				Accountability Objectives		Accountability Targets for Objectives		End of FY2014 Key Milestones

		1		PCMH		1. Approval of PCMH SPA 		1. 55% of primary care providers participating in PCMH for one or more payers

						2. Performance reports developed/approved		2. 60% of Medicaid beneficiaries and 25% of state population enrolled in PCMH 

						3. Providers trained on reports and treatment guidelines		3.

						4. Medicaid provider participation		4.

						5. Participation from all payers		5.

		2		BH Health Homes		1.		1. 30% of BH population identified for assessment

						2.		2. 40% of eligible BH providers participating

						3.		3.

						4.		4.

						5.		5.

		3		ACOs		1.		1. RFP finalized

						2.		2. SPA approved

						3.		3.

						4.		4.

						5.		5.





































































































































































































































































































































































1-Evaluate Risks_Risk Factors

		Step 1 - Evaluate Risks within Accountability Target timeline and Define Relevant Risk Factors



		Complete the following template by indicating with an "X" the likelihood of each of the accountability target not being achieved (or failing) and the potential impact this failure would have 

		on the overall project success.  It may be helpful to include brief statement elaborating on risk and potential impact.

		For each identified medium to high risk below (those events where "X" falls within shaded area), list all relevant risk factors (i.e. factors that lead to the identified risk) in relevant column.  

		Risk factors can be listed for less significant events if helpful, but this is optional. 

		States can then prioritize those risk factors that are most in state's control to mitigate (using various levers at their discretion). These can be called out in the third column below (Column Q).



		Objective 1 - 55% of primary care providers enrolled in PCMH for one or more payers

		Accountability Target #1 				1. Approval of PCMH SPA 								List all relevant risk factors:



						Likelihood of Failure

DBrown: DBrown:
Risk of Failure – refers to the relative likelihood of not meeting each accountability target.								Risk Factor 1		Challenging to connect with CMCS to address issues with SPA language

						Low		Medium		High				Risk Factor 2		Approval process is long and somewhat unpredictable

		Potential Impact on Project Success

DBrown: DBrown:
Impact on Project Success – refers to the relative impact the event would have on the progress of the state’s SIM model.  		Low 										Risk Factor 3		SPA submission process is time-consuming and complex

				Medium										Risk Factor 4																				Prioritized Risk Factors


				High						X
				Risk Factor 5																				SPA submission process is time-consuming and complex

		Rationale: Fairly lengthy and unpredictable approval process without which payments to providers cannot be formalized.																																Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs

																																		Upfront costs of implementing program may impede Medicaid providers from participating 

		Accountability Target #2 				Performance reports developed/approved								List all relevant risk factors:

														Risk Factor 1		Implementation of supporting reporting system is long and complex (delays are likely)

						Likelihood of Failure								Risk Factor 2		Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs																		Training consultants hired for training on PCMH are reallocated to other projects

						Low		Medium		High				Risk Factor 3		IT system that supports reporting of provider performance is corrupted/ undermined

		Potential Impact on Project Success		Low 										Risk Factor 4		PHI issues impede sharing of relevant data for reporting

				Medium				X						Risk Factor 5		IT resources to produce reports are depleted

				High

		Rationale: Given the complexity of building standardized performance reports across multiple providers, there may be delays in this target.



		Accountability Target #4: 				Medicaid provider participation								List all relevant risk factors:



						Likelihood of Failure								Risk Factor 1		Lack of demonstrated cost savings may not encourage Medicaid providers to participate

						Low		Medium		High				Risk Factor 2		Medicaid practices may not be able to sustain both the ongoing care needs of patients and the additional PCMH transformation work 

		Potential Impact on Project Success		Low 										Risk Factor 3		Alternative delivery system/payment mechanism is developed that appeals to Medicaid 

				Medium										Risk Factor 4		Upfront costs of implementing program may impede Medicaid providers from participating 

				High				X						Risk Factor 5

		Rationale: Assuming that PCMH participation is generally voluntary, Medicaid providers may not choose to enroll, at least initially.



		Accountability Target #3: 				Providers trained on reports and treatment guidelines								List all relevant risk factors:



						Likelihood of Failure								Risk Factor 1		More providers than anticipated show interest/need in training

						Low		Medium		High				Risk Factor 2		Training consultants hired for training on PCMH are reallocated to other projects

		Potential Impact on Project Success		Low 										Risk Factor 3		Funding for coaching/training is reduced/eliminated

				Medium										Risk Factor 4

				High		X
								Risk Factor 5

		Rationale: Training needs may be fairly predictable  although the impact of incomplete training can be significant.



		Accountability Target #5: 				Participation from all payers								List all relevant risk factors:



						Likelihood of Failure								Risk Factor 1		Funding to support PCMH operations/transformation, beyond savings incurred, is limited/reduced

						Low		Medium		High				Risk Factor 2		Savings incurred by providers following guidelines are not significant enough to incentivize payers to participate

		Potential Impact on Project Success		Low 										Risk Factor 3		Alternative delivery system/payment mechanisms are developed that appeal to payers

				Medium				X						Risk Factor 4

				High										Risk Factor 5

		Rationale: Assuming participation from non-Medicaid payers is optional, there is a fair likelihood that they will not participate, at least in Yr 1, which will have some impact on the proportion of participating primary care providers.

















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































2 - Risk Mitigation Options

				Step 2: Develop and Prioritize Risk Mitigation Options



				List all risk mitigation options for each risk factors identified from Tab 1. Rate each mitigation option based on: (1) its feasibility given current resources and (2) its potential impact on

				the project using Low, Medium or High.  Once all options have been rated, rank  the state's overall priority of each strategy. The states should consider the overall priority level based 

				on the total number of options available. 



				In this example, there are six risk mitigation options identified. The option that scored as Low (feasibility of resources) and Low (potential impact on SIM progress) is

				 given the lowest priority level of 8, while the option scoring as High in both feasibility and impact is scored as 1, or the top priority. 



				Objective 1 - 55% of primary care providers enrolled in PCMH for one or more payers

				Prioritized Risk Factors
(carried over from previous tab)				Risk Mitigation Options		Feasiblity of resources 
(Low/Med/High)		Potential Impact on SIM progress
(Low/Med/High)				Overall Priority Level

				Approval of PCMH SPA

				SPA submission process is time-consuming and complex		1		Temporarily assign additional staff to support SPA process upfront		L		M				5

				Performance reports developed/approved

				Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs		1		Manual reporting mechanisms available if automated are not activated on time		M		H				3

						2		Define workarounds for PHI upfront and review appropriate PHI requirements with providers 		H		H				1

						3		More frequent check-ins to ensure progress within budget		L		L				8

				Medicaid Provider Participation

				Upfront costs of implementing program may impede Medicaid providers from participating 		1		Coordinate for additional clinical staffing to support Medicaid practices with patient care while practices pursue PCMH transformation work 		M 		H				2

						2		Link providers with established PCMH practices to support shared learnings/best practices		M		M				6

				Providers trained on reports and treatment guidelines

				Training consultants hired for training on PCMH are reallocated to other projects		1		Dedicated trainers identified/prioritized for PCMH-related training		M		H				7

						2		Lower cost modalities (remote) for training are introduced to ensure providers are adequately trained; i.e. potential partnership with other organizations with established relationships with providers		M		M				4





















3 - Risk Mitigation Plan

				Step 3 - Select Risk Mitigation Strategies



				Based on the prioritization identified on Tab #2, State teams can select those strategies they plan to focus on and finalize their risk mitigation plan,

				as illustrated below. 



				These strategies and all relevant risk factors should be revisited regularly to ensure that the plan remains up-to-date and accurate.

				As such, strategies may be re-prioritized over time.  To facilitate logical re-prioritization and ensure appropriate sequencing of activities,

				state can include any activities upon which strategies are contingent or necessary precursors as well as relevant timeline, lead entity, and relevant workgroups that should be involved.



				Objective 1 - 55% of primary care providers enrolled in PCMH for one or more payers

				Risk Factors		Prioritized Risk Mitigation Strategies		Priority 		Lead Entity/Person		Relevant Workgroups		Next Steps		Timeline		Impact on Risk Factor

		1		Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs		Define workarounds for PHI upfront and review appropriate PHI requirements with providers 		1		Office of HIT		HIT		Identify upfront PHI concerns based on provider/payer stakeholder input		Feb-Mar 2014

		2		Upfront costs of implementing program may impede Medicaid providers from participating 		Coordinate for additional clinical staffing to support Medicaid practices with patient care while practices pursue PCMH transformation work 		2		DOH		Workforce Development		Identify staffing needs given PCMH requirements 		Mar 2014

		3		Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs		Manual reporting mechanisms available if automated are not activated on time		3		DHS/Office of HIT		Payment Improvement/HIT		Define report specs and required data from each participating payer/provider		Mar-Apr 2014











































SIM Issue Log

		Issue ID		Issue 		Issue Category		Issue Owner     (Project Manager)		Status:		Creator (Originator)		Owner		Date created		Updated by (name)		Date last updated		Target resolution date		Priority (H, M, L)      		Issue Details                      (free form)   		Impact Description   (free form)  		Primary Domain Impacted  		SIM Objective(s) Impacted		Resolution  		Resolution Results		Resolution Date

				CHW Pilot RFP development needs to progress through SIM Governance						Open		Randy Chenard		Deb Wigand		2/13/14		Randy Chenard		2/13/14				L								CDC Obj 2 - CHW Pilot

				Molina CR-t











































































Weighted Objectives

		SIM Objective		Weight Score		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		Q1		Q2		Q3		Q4		SIM Objective		Weight Score		SIM Objective		Weight Score		SIM Objective		Weight Score		SIM Objective		Weight Score

		HIN Objective 1: 		4																										MHMC Objective 1: 		5		MQC Objective 1: 		3		MaineCare Objective 1: 		5		Maine CDC Objective 1: 		3

		Provide real-time notifications from the HIE to MaineCare and Health System Care Managers when MaineCare members are admitted or discharged from impatient and emergency room settings across all provider organizations connected to the HIE																												Track health care costs to influence the market and inform policy - Construction and maintenance of robust valid data set and ongoing analytics				Provide learning collaborative for MaineCare Health Homes				Implement MaineCare Accountable Communities Shared Savings ACO Initiative				NDPP: Implementation of the National Diabetes Prevention Program (NDPP)

		HIN Objective 2: 		4																										MHMC Objective 2: 		4		MQC Objective 3: 		3		MaineCare Objective 2: 		5		Maine CDC Objective 2: 		2

		Provide HIT and HIE adoption incentives to up to 20 Behavioral Health provider sites/organizations																												Value based benefit design: Incentivize use of high value services and high value providers				Provide QI Support for Behavioral Health Homes Learning Collaborative				 Implement MaineCare Behavioral Health Homes Initiative				Community Health Workers Pilot Project

		HIN Objective 3: 		4																										MHMC Objective 3: 		5		MQC Objective 4: 		1		MaineCare Objective 3: 		2

		Provide Health Information Exchange access to Behavioral Health providers																												Identify common  metrics across payers for public reporting and alignment with payment – This work relates to  the provision of health information to influence markets and inform policy decisions. It figures prominently in efforts around the payment and delivery system reform drivers. 				Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)				Develop and implement Physical Health Integration workforce development component to Mental Health Rehabilitation Technician/Community (MHRT/C) Certification curriculum.6

		HIN Objective 4: 		2																										MHMC Objective 4: 		3						MaineCare Objective 4: 		2

		Provide a clinical dashboard to MaineCare from the HIE enabling MaineCare to clinically monitor MaineCare members’ health care utilization and outcomes at the population and individual level. Develop and deploy real-time discrete data feeds for MaineCare Prescription data to HIN. 																												Provide Primary Care providers access to claims data for their patient panels (portals) 								Provide training to Primary Care Practices on serving youth and adults with Autism Spectrum Disorder and Intellectual Disabilities.7

		HIN Objective 5: 		1																										MHMC Objective 5: 		3

		Provide Maine patients with access to their statewide HIE record leveraging the “Blue Button” standards promoted by the Office of the National Coordinator for HIT (ONC).  HIN will conduct a twelve month pilot with a provider organization to make the patient chart available via a certified EHR portal administered by the pilot site.																												Providers Practice Reports

																														MHMC Objective 6: 		2

																														Consumer engagement and education regarding payment and system delivery reform 



						Year 1 Targets:
(1) Adoption of core set of metrics against which plan designs may be benchmarked
(2) Publication of initial rankings of benefit designs								Year 2 Targets:  
1)  Refined metrics, as appropriate, based on trends and on market experience
2) Increase in number of covered lives enrolled in plans incorporating narrowly contstructed VBIC, to include alignment of copays/deductibles, utilization of high value providers as determined by MHMC Gent Better Maine rankings or ACI metrics and use of shared decision making of all preference senstives services.  Enrollment in plans with such designs will grow from 0 to 10k in Year 1. 								Year 3 Targets:
1- Refined metrics, as appropriate, based on trends and on market experience
2- increase in number of covered lives enrolled in plans incorporating VBID from 10 k to 30k







						Year 1 Target: Complete design of portal and required analytics;.50 practices will adopt the portals in the first year.								Year 2 Targets:
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. additional 20%, bearing in mind that adoption is voluntary								Year 3 Targets:
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. additional 20%, bearing in mind that adoption is voluntary



						Produce practice reports for all primary care practices indicating their interest in receiving them. While we will be able to produce reports for any primary care practice that serve a critical mass of patients, practices themselves must make the decision to actively request, review and use the reports. PCMH practices represent approximately 25% of primary care practices; all receive the reports. We estimated 10% of non-PCMH practices will choose to receive reports in Year One. Each new practice will receive an outreach visit.



						Go Live Target: 
Year 1 Target: Educate brokers, patient advocates, HR Specialists, union leaders on merits of VBID. Outreach to 200 people.




						Launch enrollment of up to 80 new HH practices in PCMH/HH Learning Collaborative to provide QI support for current 75 PCMH & new HH primary care practices, with total of up to 150 participating practices; determine final NCQA status of  high risk practices (may not meet participation requirements by 12/31/13).  								Year 2 Targets: Facilitate Learning Collaborative for HH practices; sustain PCMH/HH Learning Collaborative offering support for 100% of  Year 2 participating primary care practices.  
								Year 3 Targets:  Sustain PCMH/HH Learning Collaborative offering support for 100% of Year 3 participating practices. 




						Year 1 Target: 
Launch enrollment of up to 35 new BHHs into BHH Learning Collaborative to provide QI support for BHH organizations.
								Year 2 Targets: 
Facilitate BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 2 participating BHH organizations								Year 3 Targets: 
Sustain BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 3 participating BHH organizations



						Year 1 Target: 
Launch 3 Patient Provider Partnership (P3) Pilots with 9 provider sites.
								Year 2 Targets: 
Support and facilitate learning across 9 provider sites in P3 Pilots; sustain support for 100% of  participating provider organizations



						Year 1 Target: 
Implement Accountable Communities that impact 50,000 patient lives above and beyond those impacted through Medical Homes, 3.8% of Maine's 1.3M population.  Patients are not limited to MaineCare members attributed under Accountable Communities, since all patients, regardless of attribution status and payer, should be impacted through improved care coordination incented under model.
Achieve participation from 6 Accountable Communities, including providers under current Medicare and commercial ACOs within the State (all 4 major health systems plus group of FQHC's).                  
Achieve 25,000 MaineCare lives to Accountable Communities, 8.9% of the 281,000 MaineCare population.                                            

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets: 
Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.
Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.
Implement Accountable Communities that impact an additional 5,000 patient lives above and beyond those impacted through Medical Homes, reaching 4.2% of Maine's population.
Achieve participation from 2 additional Accountable Communities.                  
Achieve attribution of additional 2,700 MaineCare lives to Accountable Communities, 9.8% of the  MaineCare population. 								Year 3 Targets: 
Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.
Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.
Implement Accountable Communities that impact an additional 5,500 patient lives above and beyond those impacted through Medical Homes, reaching 4.6% of Maine's population.
Achieve participation from 2 additional Accountable Communities.                  
Achieve attribution of additional 2,000 MaineCare lives to Accountable Communities, 10.5% of the  MaineCare population.                                                          



						Year 1 Target: 
Successfully recruit 15 Behavioral Health Home organizations (BHHOs) with 7000 enrolled members with SMI/ SED.  There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.

								Year 2 Targets: 
Increase enrolled members to 7700.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.
								Year 3 Targets: 
Increase enrolled members to 8500 total.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.



						Go Live Target: 
Year 1 Target: 
Curriculum and training plan developed for Physical Health Integration component to Mental Health Rehabilitation Technician/Community Training
								Year 2 Targets: 
500 direct service behavioral health individual providers trained in physical health integration.								Year 3 Targets: 




						Go Live Target: 
Year 1 Target: 
Curriculum and training plan developed for Adult Practice Sites
Curriculum piloted at 5 Adult Practice Sites
Training conducted at 15 pediatric sites
There are over 400 primary care practice sites in Maine.
								Year 2 Targets: 
Training conducted at 30 pediatric sites
Training conducted at 55 adult practice sites
There are over 400 primary care practice sites in Maine.								Year 3 Targets: 
Training conducted at 15 pediatric sites
Training conducted at 60 adult practice sites
There are over 400 primary care practice sites in Maine.



						Year 1 Target: 
5 out of 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets: 
1) Policy developed by MaineCare and Maine CDC to support the sustainable structure for NDPP reimbursement.  2) PCMH/ACO care delivery structures are utilizing pre-diabetes/diabetes algorithm to support/enhance patient care.								Year 3 Targets: 
1) Over 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.     Multiple payers are engaged in payment test demonstration linked to program outcomes.                   2) 300 out of 29,312 NDPP eligible beneficiaries have completed program over 3 years of SIM Grant.



						Year 1 Target: 1. Contracts for 5 CHW Pilot sites in place. 2. The 5 CHW pilot sites will have formal referral mechanisms with at least one and up to 3 providers. 

Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
								Year 2 Targets:                    1.  CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service. 9
								Year 3 Targets:                    1.  CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service.   
             








Issues

		Issue ID		Issue 		Issue Category		Issue Owner     (Project Manager)		Status:		Creator (Originator)		Owner		Date created		Updated by (name)		Date last updated		Target resolution date		Priority (H, M, L)      		Issue Details                      (free form)   		Impact Description   (free form)  		Primary Domain Impacted  		SIM Objective(s) Impacted		Resolution  		Resolution Results		Resolution Date

		3		Health Home Practice increase				MQC is unable to support additional health homes		Open 		Randy Chenard		Michelle Probert		3/3/14		Randy Chenard		3/3/14		 		M		25 new provider sites are joining HH program in Spring 2014.  there was no budgeted support for these practices.		MaineCare is out of compliance with MaineCare rule requiring provision of learning collaborative and providers are less likely to succeed in meeting program requirements and achieving triple aim, if unable to support these additional Health Homes		3.00		MQC Objective 1 -  LC for MaineCare HH's
MaineCare Objective 1 - Implement ACCs		Assess whether funds can be reallocated within SIM.
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		Outline of Maine’s SIM Risk and Issue mitigation process and the current plans that have been developed to mitigate the highest priority risks to SIM success in Maine
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Section I:  Maine SIM Risk Mitigation Process



The Maine SIM Risk Mitigation process was developed with two key objectives in mind:

1) Use the Risk and Issue process as a centerpiece of SIM governance engagement

2) Ensure that it serves as an effective means of focusing all healthcare stakeholders on the right issues that threaten effective reform as defined under the SIM program 


Maine SIM Risk and Issue Log

The Risk and Issue log, which can be found in appendix a, is a working document that is maintained and monitored by the SIM Program team.  The official working copy is stored on a shared drive, and access to it is only available to key State employees and defined partner representatives.  

The log has several key columns that need to be completed for each identified risk or issue:

1. Item Number:  The assigned Risk/Issue identification number

2. Description:  The is a brief summative description of the risk or issue

3. Impact SIM Objectives:  This section describes which SIM objectives are potentially impacted (in the case of a risk) or impacted (in the case of an issue) by the identified risk.  This association is critical to determining the weight of the risk, and determining the urgency with which it should be dealt.  A risk or issue can impact one to many SIM objectives. 

4. If/Then columns:  These columns are intended to obtain more information around the impact of the risk or issue occurring, using a simple if/then logic statement

5. Accountability Target Impacts:  There are AT’s associated with every SIM objective.  As such, the objectives identified in #2 in the risk log will have impacts on the ability to achieve those associated ATs.  The degree to which ATs may be impacted are further described in the Risk Mitigation plan as it is developed for high priority risks and issues. 

6. Item Owner:  This is the ultimate individual responsible for the appropriate articulation of the risk or issue, and then for the subsequent development of and execution of the risk or issue mitigation plan. 

7. Status:   Identified whether the risk or issue is open, in progress, resolved, or closed

8. Creator:  The original identifier of the risk or issue.  Can be an individual or committee

9. Date Created:  The date that the risk/issue was initially entered into the log

10. Weighted Priority:  Weighted priority appropriately weights the risk based on the objectives that are potentially impacted by the risks.  If higher priority objectives are impacted by the occurrence of the risk, then the risk would receive a higher Priority rating than if the risk may impact a less impactful objective.  Refer to the Objective weight assignments (appendix c) for determination.  This is on a 1-5 scale, with 5 being the highest.  

11. Probability:  This is the probability that a risk will occur, on a 1 – 3 scale with 3 being the highest .

12. Impact:  This is the impact that a risk will have on an objective in the event that it becomes an issue.  Again, a 1-3 scale. 

13. Priority Calculation:  This is the multiplicative score of a risk, multiplying the weighted priority with the probability with the impact.   The Priority calc score will determine which risk and issues rise to the top and will have a risk mitigation plan developed. 

14. Details:  Additional details to provide more information to the log reviewers.

15. Above/Below Waterline:  Indicates if a risk or issue has been determined a priority for plan development

16. Plan Developed:  Yes or No – Indicates whether a plan has been developed for the risk or issue.  Only risks that are above the waterline are expected to have a plan developed

SIM Governance Involvement

SIMs Governance model is central to its SIM Operational plan.  Managed and facilitated by the SIM program team, the SIM risk and issue mitigation process is the foundation to effective engagement of the SIM governance members, and in ensuring that the Maine model is leveraging the significant expertise that exists with its members.  There are four main components of the SIM governance involvement in the Risk/Issue mitigation process

1. Risk/Issue identification

All SIM governance groups are encouraged to liberally identify risks and issues to SIM objectives and to log them on the risk and issue log.  Since the SIM governance structures includes stakeholders from all aspects of healthcare (providers, payers, consumers, purchasers, and patients) then practical risks to reforms success can be identified regularly through this structure, from the ground level. 

2. Risk/Issue articulation

Once a risk or issue is identified, it must be appropriately articulated in the risk log so that there can be widespread understanding of the item.  This can be done either by the individual that identified the risk, or by the appropriate committee or subcommittee, or ad hoc team formed by one of the committees.   This articulation includes the calculation of the Priority score, which will determine whether the risk moves to component 3. 

3. Risk/Issue Plan Development



Plans to address each prioritized risk/issue will be developed by governance members and reviewed broadly in the governance process.   The plans will include detailed plans to address, timelines of the plans, and greater description of the impacts if the risk are to occur, or the issues aren’t resolved. 



4. Risk/Issue Plan monitoring 



The plans will be monitored by the SIM Program office, and status of the risk planning will be included in the appropriate reporting to SIM governance so that appropriate tracking and ongoing engagement is achieved and appropriate adjustments to the plans are made.  






SIM Objectives and Weighting

The SIM objectives and their associated weight is central to the SIM Risk and Issue mitigation process, and the diagram is included in appendix c.  This document is in the SIM Strategic Framework structure, aligned to the six SIM Strategic pillars.  This document will change over time as SIM objectives are added, changed, or, in rare cases, aborted.   The SIM weighting criteria are also included in appendix d, which describes how to assign SIM objectives the appropriate weighting.  The weighting is an important factor as to which SIM risks and issues are prioritized through SIM governance, creating focused alignment through the governance structure. 

Risk Plan determination

The location of the ‘waterline’ which determines  which risks or issues receive focused plan development through the SIM governance process is a moving target.  It is depending on several variables, including but not limited to resource constraints, average priority calculations of full risk set, direction set through SIM governance, and number of open SIM risks or issues.   As risk and issues are added to the log, recommendations for which risks and issues are above the waterline will be provided to the SIM governance structure from the SIM Program team.  

  

Section II:  SIM Risk Mitigation Plans

This section provides a summative description of the Risk Mitigation plans that have been developed to date.  These plans cover the Risks or Issues to Maine’s SIM success that have been prioritized through the risk calculation score, and by SIM Program Management.   As stated in the ‘Risk Plan determination’ section, the SIM governance structure will be adding additional risks that will be assessed for plan development.  As such, the risks that have plans developed will be regularly changing. 

 

Risk #5:  Accountable Community Rule Development Delays

		Field to Complete

		Relevant Information



		Risk/Issue Identified (narrative to match Risk/issue log)

		Accountable Community Rule development delays in AG office/corresponding contract



		Risk ID Number (from Risk/Issue Log)

		5



		SIM Objectives Impacted (from the SST, or outlined in SIM Strategic Framework document)

		MaineCare Objective #1- Accountable Communities  



		Accountability Targets Impacted (from SST)

		Target of achieving participating by 5 ACs and impacting 50,000 patients lives (not limited to attributed Mainecare members) will be impacted if initiative is delayed beyond SIM Year 1.



		Associated Strategic Pillar(s)

		Strengthen Primary Care

Develop New Payment Models



		Lead Contact

		Michelle Probert



		Relevant Subcommittees/Workgroups

		Payment Reform Subcommittee 





 

Risk/Issue Mitigation Plan

Please enter narrative of plan here, including key milestones and next steps for the plan

1. Continue to work on draft rule language with Attorney General’s office.

2. Finalize draft MOU language.

3. Continue to explore alternative options to standard rule promulgation, including emergency adoption and retroactive promulgation.

a. Assess AC Lead Entity willingness to sign necessary agreements prior to final rule adoption.

Risk/Issue Mitigation Plan Timeline

Please estimate the timeframes by which this risk/mitigation plan will be completed

By mid June.

Summary of Impact if Risk not mitigated or issue not resolved

Please focus on the key accountability targets outlined in the SST

If Accountable Communities cannot be implemented this summer, the underlying data analysis used to determine the benchmark total cost of care amounts will need to be refreshed.   This would result in a delay into the first quarter of SIM testing Year 2.  This risk is understated, need to tie in the downstream testing delays that are also a component of this.  This needs to be added into this document. 



Risk #6:  Behavioral Health Data Functionality Constraints

		Field to Complete

		Relevant Information



		Risk/Issue Identified (narrative to match Risk/issue log)

		Behavioral Health (BH) EHR data functionality constraints across the vendors used in Maine



		Risk ID Number (from Risk/Issue Log)

		

6



		SIM Objectives Impacted (from the SST, or outlined in SIM Strategic Framework document)

		HIN 2&3



		Accountability Targets Impacted (from SST)

		The number of BH organization’s that are able to bi-directionally connect and send data to HIN’s HIE could be the impact. 



		Associated Strategic Pillar(s)

		Integration of BH and Primary Care



		Lead Contact

		Katie Sendze



		Relevant Subcommittees/Workgroups

		Data Infrastructure Subcommittee







Risk/Issue Mitigation Plan

Please enter narrative of plan here, including key milestones and next steps for the plan:

As of May 16, 2014, this risk has not become an active “issue”. To preempt the potential issue HIN is in the process of scheduling the initial technical assessment, that will be complete by 6/30/14, with each BH organization participant involved with this risk to begin to understand the detail that is needed in order to arrive at a determination as to if this risk will become an issue and if so, on what scale. These assessment activities fall within the first milestone of objective 2. 

These assessment conversations will continue over the summer months and will involve our ability to configure VPN connections with each organization due by 9/20/2014, when milestone one is scheduled for completion. We plan to know the full extent of the risk by September 2014 and will be developing further risk mitigation to that end. 

Risk/Issue Mitigation Plan Timeline

Please estimate the timeframes by which this risk/mitigation plan will be completed:

· Initial planning will be due by 9/30/2014.

  

Summary of Impact if Risk not mitigated or issue not resolved

Please focus on the key accountability targets outlined in the SST:

· Less than 20 BH organizations will be able to send data to the HIE

· Less than 20 BH organizations will be able to measure quality using the HIE

· Fewer BH sites will be able to connect bi-directionally to the HIE








Risk #11:  Behavioral Health Home Rates

		Field to Complete

		Relevant Information



		Risk/Issue Identified (narrative to match Risk/issue log)

		Provider business case for highest need members with SMI/ SED



		Risk ID Number (from Risk/Issue Log)

		11



		SIM Objectives Impacted (from the SST, or outlined in SIM Strategic Framework document)

		BHH member enrollment

MaineCare Obj 2; HIN Obj 2&3



		Accountability Targets Impacted (from SST)

		Delivery System Reform



		Associated Strategic Pillar(s)

		Integration of Physical and Behavioral Health



		Lead Contact

		Kitty Purington



		Relevant Subcommittees/Workgroups

		Delivery System Reform







Risk/Issue Mitigation Plan

Please enter narrative of plan here, including key milestones and next steps for the plan

1. The Department will continue to analyze cost and utilization data and referral trends to monitor cost of service and where members with SMI/ SED are being served.  

2. The Department will develop opportunities for education and training for providers on enrollment, e.g., via BHH Learning Collaborative.

3. The Department will continue discussion with Behavioral Health Home providers on current reimbursement strategy.  

4. These discussions will result in a recommendation from the Department with regard to the BHH rate structure. 

5. If the recommendation from these discussions is to change current reimbursement for BHH providers, the SPA may need to be amended.

6. If the recommendation is not to change the current reimbursement strategy, the Department will need to identify other levers to encourage enrollment of eligible Mainecare members of varying acuity levels.  This may include:

a. Identifying opportunities for reduction of administrative burdens.

b. Creating disincentives for “creaming” or “cherry-picking” members with lower acuity.

Risk/Issue Mitigation Plan Timeline

Please estimate the timeframes by which this risk/mitigation plan will be completed

1. Discussions are ongoing.

2. Recommendations should be completed by the end of August

3. SPA amendment if necessary could be completed within 3-6 months.

4. Education and training within 3 months.

  Summary of Impact if Risk not mitigated or issue not resolved

Please focus on the key accountability targets outlined in the SST

1. If providers are not able to sustain programs within current reimbursement, providers may withdraw from participation.

2. Year 2 and Year 3 targets for BHH enrollment may not be met.

3. If the recommendation is to change the rate/ structure, then SPA changes will (vs may) be necessary.



Risk #15:  Challenges in finding Data Analytic professionals  

		Field to Complete

		Relevant Information



		Risk/Issue Identified (narrative to match Risk/issue log)

		Challenges in finding and hiring qualified Data Analytics Professionals.



		Risk ID Number (from Risk/Issue Log)

		15



		SIM Objectives Impacted (from the SST, or outlined in SIM Strategic Framework document)

		MHMC Obj. 1, 2,3,4,5



		Accountability Targets Impacted (from SST)

		Accountability targets with Obj. 1, 2, 3, 4, 5 could potentially be impacted by a failure to adequately mitigate this risk.



		Associated Strategic Pillar(s)

		Centralize Data & Analysis

Develop New Payment Models

Strengthen Primary Care	



		Lead Contact

		Ellen Schneiter



		Relevant Subcommittees/Workgroups

		Data Infrastructure Subcommittee, Payment Reform Subcommittee, Delivery System Reform Subcommittee, VBID workgroup, Healthcare Cost Workgroup.





 

Risk/Issue Mitigation Plan
We have experienced challenges in finding and hiring personnel with the appropriate skills and expertise to fill our data analyst positions. To date, we have been absorbing the additional workload associated with SIM activities by reassigning other MHMC employees to these tasks, taking them away from other work. This has eliminated the impact on SIM up until now. The pace of work under SIM is now increasing and our ability to continue to meet the workload without additional personnel has the potential to impact our ability to accomplish all of the planned work in accordance with the planned timeline. There are several open healthcare data analyst positions at the MHMC, with one new hire on boarded in April.  

As of this writing, this circumstance represents a risk; it is not yet an issue. We have developed a multi-faceted approach to mitigating the risk into impactful issues.  

The Coalition has already adopted an active plan to mitigate the impact of the delay in staffing up the data analyst position, which is why this risk has not expressed itself as an issue that expresses an impact on timeliness and/or deliverables. The data team has been backfilling SIM work with other MHMC resources and will continue to do so, as appropriate. We may opt to use an independent contractor to carry out some of the analytic work and have hired a recruiter to identify appropriate candidates for direct hire or contracting candidates. Additionally, we continue to conduct an active recruiting effort on our own, using our network of contacts to identify potential candidates, holding ongoing phone screening and interviews for these positions. 

Risk/Issue Mitigation Plan Timeline
The Coalition will continue to keep the State apprised of our staffing needs and communicate any potential delay in data deliverables well ahead of schedule.  



Summary of Impact if Risk not mitigated or issue not resolved

Accountability targets associated with Objectives 1, 2, 3, 4 and 5 would potentially be impacted by a failure to adequately mitigate this risk, should it ever rise to the level of becoming an issue. Note that the role of the data analysts represents only certain aspects of the work that goes into realization of an accountability target. Instead, the work of the data team makes a contribution to the processes that support, for instance, the development of the Healthcare Cost Fact Book and the recommendations developed by the Cost of Care Workgroup, but those deliverables vary in their reliance on the data department’s contributions. The development and refinement of behavioral health metrics, as well as the work related to physician and system metrics are much more dependent upon support from the data team.






Risk #19:  APC Behavioral Health Metric Feasibility

		Field to Complete

		Relevant Information



		Risk/Issue Identified (narrative to match Risk/issue log)

		APC Behavioral Health Metric Feasibility



		Risk ID Number (from Risk/Issue Log)

		19



		SIM Objectives Impacted (from the SST, or outlined in SIM Strategic Framework document)

		Obj. 3



		Accountability Targets Impacted (from SST)

		This risk has the potential of impacting Objective 3 Yr. 1 Accountability targets: Identification of core metrics for Advanced Primary Care Recognition.



		Associated Strategic Pillar(s)

		Strengthen Primary Care,  Integrate Physical and Behavioral Health



		Lead Contact

		Ellen Schneiter



		Relevant Subcommittees/Workgroups

		Delivery System Reform 







Risk/Issue Mitigation Plan and Timeline

This situation has been identified as a potential risk; it is important to note that it has not yet risen to the level of an issue that would threaten anticipated deliverables, targets or timelines. It is difficult to assign a timeline to this situation – we do not yet have an issue, so it is not possible to predict how long it might take to mitigate an issue should it arise, particularly since we cannot define with certainty precisely how an issue arising from this risk might actually express itself.



That said, we have been working since the start of the grant to keep tasks laid out in the SST on target – so in a sense, work on mitigating the potential of this risk evolving into an issue began months ago; the same efforts will continue indefinitely. In the development of the SST we made it clear that the PTE process is a multistakeholder, consensus based approach; the SST document, in fact, explicitly identifies as a known risk the potential for PTE participants to fail to reach consensus regarding a particular recognition or measure. The instance of Advanced Primary Care is not immune from that risk. 



The character of this risk is multi-faceted. First, if the PTE Steering Committee fails to endorse a recommendation for an Advanced Primary Care (APC) recognition, we will not realize our target of publicly reporting on such a designation. Second, we had originally contemplated constructing an APC designation that includes an outcomes measure related to behavioral health. If an appropriate, extant national behavioral health metric is not available and if creation of a Maine-specific (home grown) alternative is not feasible, then reporting of an APC recognition is compromised.  Rather than segregating these factors into two separate risks, we choose to treat them together, as they may both be addressed simultaneously. 



As is the case with all PTE work, Coalition staff routinely engages in careful planning and foundational work related to each metric and each PTE meeting. This practice is extended to the work around the APC recognition. This particular recognition comprises a “roll up” of several other measures that we routinely report on. The notion of “roll up” metrics has historically carried with it certain challenges – while providers may be comfortable with the metrics comprising the roll up measure, they are less comfortable with the composite measure. Over the past year, work has been done with regard to another rolled up measure and the group has gained some experience with the approach. This paves the way and provides some precedent for new roll up measures, including an APC mechanism, which should facilitate subsequent efforts.



At a recent PTE Physicians meeting, several vocal participants expressed some resistance to the notion of an APC recognition; they are not convinced of the need/benefit of establishing such a recognition. As part of the planning for upcoming meetings, staff will be working individually with those individuals to try to ascertain the source of their discomfort or lack of clarity around the measure. We work between meetings to try to resolve outstanding questions allowing hesitant participants to move to a more neutral stance regarding the metric in question; this is part of the mitigation effort and it is the same action we take in any instance where there pockets of issues related to given PTE metrics arise. Additionally, staff will be developing a “business case” regarding APC to be shared with participants at an upcoming meeting, to bolster familiarity and comfort levels with the roll up measure. 



As noted, the topic of an APC measure will be raised at an upcoming PTE meeting with participants being asked again to consider moving the measure forward on their agenda. If the group fails to reach consensus around adding this to their agenda, the known risk described in the SST will have been realized. At that point, we can bring the issue to SIM governance for guidance. It is possible to formulate the recognition outside of the PTE process and forgo publication of the recognitions on Get Better Maine. An alternative option is to publish the recognitions on another website (e.g. the SIM site or the DHHS site).  



The original conception of the APC recognition was that it would include at least one behavioral health quality measure related to depression care. At this point in time, we do not have such a metric in use in Maine on a routine basis. While the PTE-BH group is working on development of BH quality measures, the group has not yet reached consensus on prioritizing a depression metric as an early order of its business. This does not obviate the establishment of an early version of an APC roll up measure, though. We can choose to adopt an incremental approach that is designed to incorporate depression care once the measure is developed, in use and mandatory. 





Summary of Impact if Risk not mitigated or issue not resolved

As stated above, the character of this risk is multi-faceted. First, if the PTE Steering Committee fails to endorse a recommendation for an Advanced Primary Care (APC) recognition, we will not realize our target of publicly reporting on such a designation. Second, we had originally contemplated constructing an APC designation that includes an outcomes measure related to behavioral health. If an appropriate, extant national behavioral health metric is not available and if creation of a Maine-specific (home grown) alternative is not feasible, then reporting of an APC recognition is compromised.  Rather than segregating these factors into two separate risks, we choose to treat them together, as they may both be addressed simultaneously. 

 



Risk #20:  Provider Change Fatigue

 This risk has been assigned to the SIM Steering Committee, and a plan will be developed and included in the overall risk mitigation plan by the end of August. 

Risk #21: Fragmented Care Coordination

This risk mitigation plan is being actively worked on by the Delivery System Reform subcommittee, and will become part of the overall risk mitigation plan by the end of June






Section III:  Next Steps



As mentioned in several sections above, the Maine SIM Risk and Issue mitigation plan is a constantly evolving document.  It will be managed regularly by SIM Project Management, and used as a centerpiece of focus for the SIM governance process.   Risks will be identified, articulated, prioritized, plans developed, and plans executed operationally throughout the grant time period.  Updated risk mitigation plans will be submitted to CMS/CMMI as required, either with quarterly reports or on other determined frequencies. 
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Maine SIM Risk Log v4-25-14.xlsx

Identified Maine SIM Risks


			Item #			Risk/Issue/Dependency Name			Impacted SIM Objectives (SST Obj #, eg. MHMC #3, HIN #4, etc)			IF….			THEN…			Accountability Target Impacts			Drivers Impacted			Item Owner  (Project Manager Name)			Status (Open, In Progress, Resolved,Closed):  			Creator   (Originator)			Date created			Updated by (name)			Date last updated			Weighted Priorty (1= Low, 3= Med, 5 = High)


Chenard, Randal: Chenard, Randal:
Weighted priority appropriately weights the risk based on the objectives that are potentidally impacted by the risks.  If higher priority objectives are impacted by the occurance of the risk, then the risk would receive a higher Priority rating than if the risk may impact a less impactful objective.  Refer to the Objecive weight assignments for determination, which is located on the 'weighted objective' tab in the spreadsheet.  
 
For example, a risk that may impact, the blue button pilot (HIN objective 5), will not be weighted as heavily as a risk that may impact the MaineCare Accountabile Community model development (MaineCare Objective #1)

			Probability  
1-3 (1=Low, 2= Med 3=High)			Impact
1-3 (1=Low, 2= Med 3=High)			Priority Calc			Details 


Chenard, Randal: Chenard, Randal:
Free form, can capture additional descriptive info or any updates
Chenard, Randal:
			


Chenard, Randal: Chenard, Randal:
Weighted priority appropriately weights the risk based on the objectives that are potentidally impacted by the risks.  If higher priority objectives are impacted by the occurance of the risk, then the risk would receive a higher Priority rating than if the risk may impact a less impactful objective.  Refer to the Objecive weight assignments for determination, which is located on the 'weighted objective' tab in the spreadsheet.  
 
For example, a risk that may impact, the blue button pilot (HIN objective 5), will not be weighted as heavily as a risk that may impact the MaineCare Accountabile Community model development (MaineCare Objective #1)

															Plan to address      (free form)  			Associated Risks			Above (A) or Below (B) waterline for Risk Mitigation Planning			Plan Complete


			21			 Relationship between all the players in the SIM initiatives, CHW, Peer Support, Care Coordinators, etc., may lead to fragmented care and complications for patients			MaineCare - Accountable Communities ; QC Objectives 1 and 3 (HH and BHH Learning Collaboratives); CHW Initiative			If care coordination is fragmented, siloed and duplicative then patient outcomes may be compromised, costs savings will be compromised and the health improvements will suffer			continued fragmentation and siloed approaches will compromise patient outcomes and created ineffient and costy processes									Steering Committee			In progress			Lisa Tuttle			2/25/14									5			3			3			45			Care coordination across SIM Initiatives may become confusing and duplicative; particularly considering specific populations (e.g., people living with intellectual disabilities
Do we need to develop a Care Coordination QB?			Plans currently being developed in DSR subcommittee.  Targeting recommendations to SC for May meeting						A			N


			5			Accountable Community Rule development delays			MaineCare Obj #1- Accountable Communities  			If rule is not written and emergency rulemaking for AC is not approved			a delay in the development of contracts and the start of the AC initiative, and potential SIM funding implications						payment reform			Michelle Probert			In progress			Jim Leonard			2/13/14			Randy Chenard			2/13/14			5			2			3			30			4-15-14 update:  AG office completed draft rule and MC is working with AG office on finalization.  			DHHS and MaineCare leadership is engaged with AG leadership						A			Y


			20			Change capacity for provider community may be maxed out – change fatigue – providers may not be able to adopt changes put forth under SIM			All SIM Delivery System Reform Initiatives
MQC Obj 1 and 2
			If providers are overwhelmed with too many change initiatives at once, they may not be able to focus and prioritize the critical changes requried to transform the delivery system			Changes will be unable to be adopted or sustained; failure in delivery system reform									Steering Committee			In progress			Lisa Tuttle			2/25/14									4			2			3			24						With DSR subcommittee for plan mitigation developmetn						A			N


			6			Behavioral Health (BH) EHR data functionality constraints across the vendors used in Maine			HIN Objective 2&3			If the RFP top scoring applicants/ participants have significant data interface constraints due to vendor constraints…			1. HIE data interface goals will be diminished greatly. 2. There will be a lack of discrete, reportable, and or measureable data in the HIE which; 3. Leads to the decreased ability to perform quality measurement			Milestone 2 and 3 delays and/or a reassessment of milestone requirements will be necessary			Data Informed Policy, practice and payment decisions related to BH Data			Katie Sendze			Open			Katie Sendze			2/21/14			Katie Sendze			3/4/14			4			2			3			24						Proactive communication with RFP paticipants about interface constrainsts and plan for data capture alternatives within funding available.						A			Y


			11			Behavioral Health Home rates			BHH member enrollment
MaineCare Obj 2
HIN Obj 2&3			Providers don't see a business case for their highest need members with SMI/ SED			BH providers steer highest need members away from BHH into existing community mental health FFS services, BHH PMPM rate exceeds level of need of resulting case mix, spending on other MH services increases without enhanced match, highest need SMI/SED members do not benefit from improved physical health integration and other enhanced services						System delivery, Payment reform			Kitty Purington			In-progress			Jim Leonard			2/24/14			Jim Leonard			2/24/14			5			2			2			20						Department plans to analyze cost and utilization data and referral trends to monitor cost of service and where members with SMI/ SED are being served.  May amend SPA to implement tiered or outlier payment methodology if necessary.  This would take some time.						A			Y


			15			Challenges in finding and hiring qualified Data Analytics Professionals.			MHMC Obj. 1, SST # 6 - Global impact on all SIM data deliverables, with the most impact on VBID     (Obj.5) and Total Cost of Care ( Obj. 1)			If qualified healthcare data analytics professionals are not hired and onboarded at the MHMC			MHMC will not have the personnel resources to complete SIM deliverables that are data dependent and ultimately delay their completion.			Any such delay could impact Yr 1 Accountability Targets for Obj. 1 which include Build claims database that spans Medicare, MaineCare and commercial populations of Maine; develop/refine appropriate metrics and approach to measuring and tracking cost of care over time; and publish initial edition of Healthcare Cost Fact Book and convene CEO Roundtable.
			Payment Reform, Reformed Service Delivery, Consumer Engagement			Elen Schneiter			Open			Lyndsay Sanborn			2/24/13									5			2			2			20			To date, we have been absorbing the additional workload associated with SIM activities by reassigning other MHMC employees to these tasks, taking them away from other work. This has mitigated the impact on SIM up until now. The pace of work under SIM is now getting to the point where our ability to continue to meet the workload without additional personnel will impact our ability to accomplish all of the planned work in accordance with the planned timeline. 			We have been backfilling SIM work with other MHMC resources for the time being. We have identified a potential contractor to carry out some of the analytic work and are working with a recruiter to identify appropriate candidates for direct hire or contracting.						A			Y


			19			APC Behavioral Health Metric Feasibility			MHMC Obj. 3.3 #29 - PTE adoption of APC metrics including value assignment			If an appropriate, existing national behavioral health metric is not available and if creation of a Maine-specific (home grown) alternative is not feasible			then reporting of an APC recognition is compromised			This delay will impact Obj. 3  Yr. 1 Accountability targets
Identification of core metric set for Behavioral Health (integration and quality)
			Payment Reform, Reformed Service Delivery			Ellen Schneiter			Open			Lyndsay Sanborn			2/25/14									5			2			2			20												A			Y


			4			Self Evaluation Implementation Delay			SIM Program Objective 2			Evaluator is not contracted before June 1												Jay Yoe			Closed			Randy Chenard			2/13/14			Randy Chenard			2/13/14			5			1			2			10			Evaluation award has been issues and contract process is moving forward						A			B


			8.0			Provider organizations interpretation of a clinician as subject to 42 CFR Part 2 rules			HIN Objective   2& 4			If a clinician (eg. PCP, BH provider) is deemed subject to Part 2 rules 			Entire provider (PCP) panels or mental health data will be withheld from the HIE; and may not be available for quality measurement under SIM program goals			None for obj. 4, Milestone delay for obj. 2			Data Informed Policy, practice and payment decisions related to BH Data			Katie Sendze			Open			Katie Sendze			41692.0			Katie Sendze			41702.0			3.0			2.0			3.0			18.0						Proactive communication with participants about SAMSHA CFR-42 Part 2 FAQ guidance related to Primary Care and program definitions and HIN's stance. 						B


			9			HIE Data Use Case Rejection by the Data owners (HIE Participants, Provider organizations)			HIN Objective 4			If HIE participants reject the authorization request to release PHI data within the MaineCare Dashboard tool…			The Dashboard tool will be limited in it's usefulness, however, how much is yet to be determined			None			Data Informed Policy, practice and payment decisions related to BH Data			Katie Sendze			Open			Katie Sendze			2/22/14			Katie Sendze			3/4/14			3			2			3			18						Develop Use Case request with strategic thoughtfulness and transparency using specific education to providers so that no false barriers to the work are created.						B


			1			Managed Care passed in legislature			MaineCare  Objective #1 and MaineCare Objective #2 - Accountable Communities (AC)  - Health Homes (HH) Stage A and B			Managed Care is passed in the Maine legistlature			Current and originally intended scope/vision of SIM needs to be reassessed			Unknown until reassessment occurs			Unknown until reassessment occurs			Randy Chenard			Resolved			Randy Chenard			2/13/14			Randy Chenard			2/13/14			5			1			3			15			If managed care passes it would not be possible to implement AC, a shared savings ACO, for members under the ACO ,since it would be extremeley idfficult to attribute any savings.  MCOs could have implications for management of operations and payment of HH.			Make legislature clear of potential impact of passage of MCO legislation on SIM and VBP initiatives.						B


			2			MHMC Replication of Deloitte Methodology			MaineCare - Accountable Communities  			If Shared Savings calcs don't line up between Deloitte and MHMC-F			delay in AC reporting, greater likelihood of litigation by providers									Michelle Probert			Open			Randy Chenard			2/13/14			Randy Chenard			2/13/14			5			1			3			15			Approval of Deloitte amendment and priority execution of Molina CR are key to ensure risk mitigation efforts are successful.			OMS has asked for an amendment to Deloitte's contract until the end of June, which provides for 3 mo of overlap once savings projections have been developed in order for Deloitte to provide TA, work with MHMC-F to ensure replication of the methodology is successful.  MHMC-F has been involved on calls with Deloitte and CMS since the fall to familiarize themselves with the methodology,  data and issues.  A Change Request for Molina toprovide MHMC-F with addt'l data fields needed has been given high priority.						B


			16			 Delay in delivery of  Claims Data (Molina, HDMS, Medicare)			MHMC Obj. 1, Obj. 3, Obj. 4. Obj., 5.  SST #7,8,9,10,32, 33, 58, 61, 62			 If there is a delay in the delivery of data from Molina, HDMS, or Medicare. Delay in availablity of complete and accurate APCDS data from Maine Health Data Organization is also a risk.			Then the practice report delivery, PTE metrics and portals will not be able to be produced on time.			This delay would impact Year 1 Accountability Target for Obj. 1 :Build claims database that spans Medicare, MaineCare and commercial populations of Maine.Obj. 3 Yr 1 Accountability targets:
Identification of core metrics for reporting, vetted and approved  through PTE and Board. Publish initial benchmarked rankings. Obj. 4 Year 1 Target: Complete design of portal and required analytics; data for MaineCare, Medicare and commercial populations will first be segregated with separate access due to challenges associated with the fundamental differences between the populations and the different risk profiles of the populations. Obj. 5 Year 1 Target: Produce practice reports for all primary care practices indicating their interest in receiving them. 			Payment Reform, Reformed Service Delivery, Consumer Engagement			Ellen Schneiter			Open			Lyndsay Sanborn			2/24/14									5			1			3			15			To date, we have not experienced any delays in the transmission of data. Note, however, that transmission of Medicare data is not anticipated to begin until Q3 of Year One. Work with Molina has gone smoothly, thus far. The submission of complete and accurate data by payers to the MHDO is an on-going risk that is beyond our control.									B


			17			Workgroup participant "fatigue."			MHMC Obj.1, Obj.2 Obj.3, Obj., 7 SST#12, 13, 14, 18, 35, 36, 37, 38,39, 40, 44,45,46, 47, 48, 49, 50, 73			If we are unable to convene regular, well attended meetings of the Healthcare Cost  and Behavioral Healthcare Cost Workgroup, PTE-BH, PTE Physicians, PTE Systems, VBID Payment Reform Workgroup, and ACI Workgroups.			Then MHMC will be delayed in identifying metrics used to track healthcare quality and  of cost of care, publishing the Cost of Care Fact book and convening the CEO Roundtables, identifying opportunities for  payment alignment.			This delay will impact Yr 1 Accountability Target for Obj. 1, #3: Publish initial edition of Healthcare Cost Fact Book and convene CEO Roundtable. Obj. 2  Year 1 Targets: (1) Adoption of core set of metrics against which plan designs may be benchmarked (2) Publication of initial rankings of benefit designs.  Obj. 3 Year 1 Target: Identification of core metrics for reporting, vetted and approved  through PTE and Board. Publish initial benchmarked rankings Identification of core metric set for Behavioral Health (integration and quality) Obj.7 Year 1 Target:  Provide support for Subcommittee in manner that supports active participation of membership			Payment Reform, Reformed Service Delivery and Consumer Engagement.			Ellen Schneiter			Open			Lyndsay Sanborn			2/24/14									5			1			3			15												B


			22			Data gathering requirements for HH and BHHO quality measures is not determined			MQC Objective 1 and 3 -  LC for MaineCare HH's and BHH's			If measures cannot be collected we may be in non-compliance with requriements; manual burden may be unsustainable for providers			Requirements will be unable to be met and providers may not support manual processes									Michelle Probert			Open			Lisa Tuttle			2/25/14									3			2			2			12												A			Y


			23			Barriers to passing certain behavioral health information (e.g., substance abuse) may constrain integrated care			MQC Objective 1 and 3 -  LC for MaineCare HH's; BHH's			If whole-person health records are unable to be created, care will be compromised and inefficiencies will remain in the system increasing costs, unnecessary treatments and compromising patient outcomes			comprehensive integrated physical and behavioral health will be compromised, increased costs, increased fragmentation and poor health outcomes									Steering Committee			Open			Lisa Tuttle			2/25/14									3			2			2			12						Explore State Waivers; work with Region 1 SAMSHA; Launch consumer engagement efforts to encourage patients to endorse sharing of information for care						A


			13			Provider Measure Overload			MaineCare Obj #2 and #3
Health homes and ACC			Providers  and the department can't reach agreement on appropriate level of quality and performance reporting			Provider participation will be negatively impacted						Systems delivery, Payment reform			Michelle Probert			In-progress			Jim Leonard			2/24/14			Jim Leonard			2/24/14			5			1			2			10			One large health system has expressed concerns re aligment and appropriateness of all measures in AC quality framework 			Committing to reassessment on annual basis as part of SIM alignment work.						B


			18			Practices do not sign up for Claims Portal Access.			MHMC Obj. 4 SST # 56,57,58,59			 If practices do not sign up for Claims Portal access			then we do not meet this accountability target for SIM and Obj. 4 is not completed.			Obj. 4 Year 1 Accountability Target:  Complete design of portal nad required analytics. Adoption by providers is volutary, but it is estimated that 50 practices will adopt the portals in the first year.			Reformed Service Delivery, Consumer Engagement			Ellen Schneiter			Open			Lyndsay Sanborn			2/24/14									3			2			1			6			Provider practices are currently faced with choosing to access any number of portals for any number of reasons; the offering of one more portal may not prove to be sufficiently attractive to practices, particularly if they do not possess in-house expertise needed to exploit this resource. 			We are working with practices to generate interest in the portals, but also will work with ownership organizations (e.g. PHOs/Systems, ACOs) to stimulate interest in this resource. It is more likely that these larger umbrella organizations will have the capacity to utilize the data available through the portals than will an individual practice.						B


			7			Behavioral Health EMR implementation delays			HIN Objective 2&3			If RFP participants without a implemented EMR do not meet implementation timelines and resources allocated….			Milestone achieved will be delayed or unachieved			Milestone 2 and 3 delays and/or a reassessment of milestone requirements will be necessary			Data Informed Policy, practice and payment decisions related to BH Data			Katie Sendze			Open			Katie Sendze			2/21/14			Katie Sendze			3/4/14			1			1			3			3						Proactive communication with RFP paticipants about implementation plans. 						B


			10			PHR Patient Portal Pilot Partner unable to align resource allocation with SIM timelines			HIN Objective 5			If the selected pilot partner cannot align with the 12 month timeline (6/14-6/15) determined under SIM quarterly report (1/2014)…			The project deliverables will be delayed.			Delayed completion, timing issue only			None			Katie Sendze			Closed			Katie Sendze			2/22/14			Katie Sendze			3/4/14			0			0			0			0						Pilot partner EMHS has agreed to timelines and has the resoruces to put towards the project. 						B


			25			Gap in connection of primary care (including PCMH and HH practices) to the Health Information Exchange and the associated functions (e.g. notification and alerting) will limit capability of primary care to attain efficiencies in accordance with the SIM mission/vision and DSR charge.			MQC Objective 1 -  LC for MaineCare HH's
HIN Obj #1, 2 and 3			If the HIT functions under SIM (HIE notifications, HIE access, related cost reports etc.) are not  unavailable to support enhanced primary care/Health Homes…			Inefficient and duplicative processes will remain, cost savings will suffer and patient health outcomes will not be positively impacted by such care coordination functionality as intended			n/a			Data Informed Policy, practice and payment decisions related to BH Data			Steering Committee			Open			Lisa Tuttle			2/24/14						3/4/14			5			3			2			30			This risk is hard to rate, as funding for primary care  HH to get access to HIE is not part of the scope of SIM funded activities, yet it is a directly related risk to SIM funded projects. The risk score is difficult to decide on. 			Working with non-connected orgs. to raise awareness of the value and functions of the HIE that support the triple aim and multi-payer contract goals for HH and PCMH, ACC etc. etc. Expect orgs. to continue to onboard and contribute to the HIE over the life of SIM based on information we have today. 						B - Not directly impacting SIM Ats


			24			Continuation of enhanced primary care payment to support the PCMH/HH/CCT model is critical to sustaining the transformation in the delivery system			MQC Objective 1 -  LC for MaineCare HH's; MaineCare Accountable Communities Initiative
MaineCare Objective 1			If payment reform fails to support enhanced primary care delivery system reforms will be unable to be adopted and sustained.			Enhanced primary care model will be unable to be adopted and sustained									Steering Committee			Open			Lisa Tuttle			2/25/14									5			3			3			45						Meeting w/ MC and Commissioner Mayhew on 4/21 to continue discussions of strategy development/Tracking of short and long term results from the enhanced primary care models is critical to ensure that stakeholders are aware of the value being derived from the models to the Delivery System, Employers, Payers and Government						B


			26			Insufficient patient education about chronic disease management 						Patients aren't effectively educated about ways to manage chronic disease			consumer and patient engagement goals will be negatively influenced															Rose Strout			4/23/14


			27			Commercial payers aligning and accepting certain measures, or their flexibility to do so. 																								Steering Committee			4/23/14


			28			Consumer engagement across SIM Initiatives and Governance structure may not be sufficient to ensure that consumer recommendations are incorporated into critical aspects of the work; Consumer/member involvement in communications and design of initiatives						If there is a lack of authentic consumer engagement across the SIM Initiative; and missing is the essential quality and participation/feedback to what could improve the quality/success of doing things.			The quality of inerventions will suffer without the consumer voice; key innovatins may be missed; initiatives may be poorly designed and delivered, lacking the experience of patients and families, lacking cultural competence and relevance; critical resources may not be leveraged to support patient centered approaches; initiatives may not appropriately be disigned or structured; worst case scenario, interventions may not be accessible, appropriate, and may lead to poor outcomes.									SIM Initiative Owners; Steering Committee			In progress			Lisa Tuttle			5/21/14									5			3			3			45						Plans currently being developed in DSR subcommittee.  Targeting recommendations to SC at June meeting


			29			There have been delays in acquiring usable commercial claims data from the state APCD.  The latest usable commercial claims datasets available to us are for claims paid through 2012.  The MHDO is working to resolve the issues that are affecting the dataset and feel confident that the result of these efforts will be an APCD that is of much higher quality than that which has been previously available, making any products derived from the database that much more valuable. MHDO representatives believe that improved, updated feeds will be available in mid-June. Note that once data are received, they are subject to a considerable amount of analysis before they are able to be used to produce practice reports.			Objective 1, Objective 3,  Objective 5			If this situation is not timely resolved, 			updates of practice reports will be not be able to be released on time, which will result in practices (and their related systems) not having timely access to information that can help inform them of their performance. Similarly, the cost/resource use data is used in developing total cost of care. Lack of current data might (but not necessarily) influence the pace of work on development of cost mitigation recommendations.			ATs from MHMC 1, 3 and 5 						Ellen Jane Schneiter			In progress			Ellen Jane Schneiter			5/21/14																																	Y


																		 


																		 


																		 


																		 


																		 


																		 


																		 





Maine SIM Risk/Issue Tracking	



&P






Instructions-Guidance
























































Guidance for Risk Mitigation Planning Templates 

Prior to initiating risk mitigation planning activities, CMMI Project Officers and State leads should review and finalize the accountability targets developed as part of the Operational Plans. These milestones should be as granular as possible, because they will be used to guide the risk mitigation planning activities, particularly those planned for Years 1-2 (short-term). In the attached example, the original accountability target was defined more specifically by defining five milestones that contribute to the overall target. This same process should be followed for longer term milestones (Year 3+) as they approach. 

Recommended risk mitigation activities include the following steps: 

Step 1 - Evaluate Risks and Risk Factors: [Refer to Tab #1] 

As a first step in the risk mitigation planning process, State teams can use the attached template to assess which accountability milestones have the greatest likelihood or risk for failure, and the greatest potential negative impact on achieving their SIM goals. 

For each accountability target, the level of associated risk should be mapped out in the tables included on Tab #1, based on each target’s relative likelihood of failure (low, medium, or high) AND its potential impact on the success of the state’s SIM work (low, med, or high). The shaded boxes in the template indicate the recommended areas of focus for a state’s risk management activities, given that these activities have a relatively high risk of failure, and failure may significantly affect the state's SIM progress.  If there is little or no likelihood of the risk event occurring, the risk may not warrant inclusion in the state's Risk Management process. 

States can begin by including an "X" in the appropriate box/cell in the template to indicate the relative likelihood of each of the accountability targets not being achieved (or failing) and the potential impact this failure could have on overall project success. It may be helpful to also include a brief statement elaborating on the risk and potential impact (as included in the attached example). 

The state should then evaluate the factors that may contribute to not meeting milestones using a three-tiered logic scheme: 

- What factors contribute to the risk? 
   A given risk may have multiple factors that contribute to its occurrence across various risk categories, as noted above. 

- Which of these factors poses the greatest total risk? 
   It will be helpful to focus on the risk factors that will have the greatest impact on total risk. This may be easiest to complete once all factors have been listed out  
   for a given set of accountability targets. 

- Which factors are within the state’s control? 
   For the purposes of developing a risk mitigation strategy, it will be important to identify upfront which factors can be impacted by the policy/regulatory levers at  
   a state’s discretion. 

The state can first list the factors contributing to the risk of not meeting each milestone. Given the focus on the medium and high impact/likelihood risks, there may be multiple risk factors under each Accountability Target that should be considered and prioritized. 

Step 2 - Develop and prioritize risk mitigation options: [Refer to Tab #2] 

a. Based on the risk factor analysis, states develop potential strategies tailored to each moderate and high risk milestone. These mitigation strategies will be detailed and specific to each milestone, but can be broadly categorized as: 
- Communication and outreach strategies 
- Operational and human resource strategies 
- Technical strategies (e.g. increase functionality testing) 
- Policy/legislative strategies 

When considering these various strategies, states should also think about the general approaches they can use to address identified risks, including: 
- Identify ways to reduce the probability or the impact of the risk 
- Define actions/contingencies to be taken in response to risk 
- Avoid the threat or condition by eliminating the cause 

b. Second, the state can prioritize which strategies: 
- Are likely to have the greatest impact and 
- Fit within an acceptable set of resource parameters/constraints. 

Using the template on Tab #2, states can list the relevant risk mitigation options associated with each risk factor previously identified (on Tab #1). For each option/strategy, it will be helpful for states to consider the following (as noted in Columns E and F): 
(1) The feasibility of the strategy based on current resources (i.e. funding, staffing, time) – this should be ranked as low, medium or high feasibility based on current level of resources at the state’s discretion, and; 
(2) The potential impact of this strategy on the success of the SIM work – this can also be rated as low, medium, or high. 

Once these two components of each strategy have been considered, states can use this information to prioritize the complete list of risk mitigation options based on their rankings in each cateogry (feasability and impact). For example, options ranking as High in both components may want to be considered first, as compared to options ranking Low in both components.  In the example listed on Tab #2, there are six risk mitigation options. When the state prioritizes this list, options that rank as most important (i.e. High and High for both components) should be given more priority than items ranking as less important (i.e. Low and Low for both components). States can also prioritize options within a given risk factor to ensure that each risk factor is addressed through at least one mitigation strategy.  

Step 3 - Select risk mitigation strategies: [Refer to Tab #3] 

Once the full set of mitigation options has been identified and prioritized, the TA team and PO will meet with the state to confirm the proposed strategies identified as likely to have the greatest impact and to fit within the state’s resource parameters. The state and POs will discuss the extent to which milestones may need to be adjusted to reflect the risk analysis. 

The risk mitigation plan can be simplified as noted in the template attached (Tab #3), including a list of the prioritized Risk factors, the related mitigation strategies, the priority category (based on total number of options considered) and any relevant contingencies or activities the state needs to consider before implementing the strategy. Identifying project contingencies will be helpful when linking activities to one another, particularly if select priorities change. States may also find it helpful to include the lead entity who will be involved in the specific strategy, any relevant timelines for a particular option and any relevant workgroups that should be involved. 

Revisit and finalize Accountability Targets: [Refer back to Tab #1 as needed] 
Based on state’s analysis above, state should work with their PO to revisit original accountability targets and adjust them for potential risks identified. 
Alternatively, states may choose to change the target to a more relevant and predictable indication of their SIM progress.  Once accountability targets have been finalized, states should plan to re-visit their risk mitigation plan on a quarterly basis to assess new risks and re-prioritize relevant risk mitigation strategies. 






Accountability Targets


			Finalized Accountability Milestones


Amy J Anderson: Amy J Anderson:
It may flow better to have the accountability targets and key milestones in separate columns?


			Updated on: [insert date when targets are finalized with CMMI]


			Sample accountability milestones included below for example purposes only.  





						Accountability Objectives			Accountability Targets for Objectives			End of FY2014 Key Milestones


			1			PCMH			1. Approval of PCMH SPA 			1. 55% of primary care providers participating in PCMH for one or more payers


									2. Performance reports developed/approved			2. 60% of Medicaid beneficiaries and 25% of state population enrolled in PCMH 


									3. Providers trained on reports and treatment guidelines			3.


									4. Medicaid provider participation			4.


									5. Participation from all payers			5.


			2			BH Health Homes			1.			1. 30% of BH population identified for assessment


									2.			2. 40% of eligible BH providers participating


									3.			3.


									4.			4.


									5.			5.


			3			ACOs			1.			1. RFP finalized


									2.			2. SPA approved


									3.			3.


									4.			4.


									5.			5.
























































































































































































































































































































































































































































































































































1-Evaluate Risks_Risk Factors


			Step 1 - Evaluate Risks within Accountability Target timeline and Define Relevant Risk Factors





			Complete the following template by indicating with an "X" the likelihood of each of the accountability target not being achieved (or failing) and the potential impact this failure would have 


			on the overall project success.  It may be helpful to include brief statement elaborating on risk and potential impact.


			For each identified medium to high risk below (those events where "X" falls within shaded area), list all relevant risk factors (i.e. factors that lead to the identified risk) in relevant column.  


			Risk factors can be listed for less significant events if helpful, but this is optional. 


			States can then prioritize those risk factors that are most in state's control to mitigate (using various levers at their discretion). These can be called out in the third column below (Column Q).





			Objective 1 - 55% of primary care providers enrolled in PCMH for one or more payers


			Accountability Target #1 						1. Approval of PCMH SPA 												List all relevant risk factors:





									Likelihood of Failure


DBrown: DBrown:
Risk of Failure – refers to the relative likelihood of not meeting each accountability target.												Risk Factor 1			Challenging to connect with CMCS to address issues with SPA language


									Low			Medium			High						Risk Factor 2			Approval process is long and somewhat unpredictable


			Potential Impact on Project Success


DBrown: DBrown:
Impact on Project Success – refers to the relative impact the event would have on the progress of the state’s SIM model.  			Low 															Risk Factor 3			SPA submission process is time-consuming and complex


						Medium															Risk Factor 4																														Prioritized Risk Factors



						High									X
						Risk Factor 5																														SPA submission process is time-consuming and complex


			Rationale: Fairly lengthy and unpredictable approval process without which payments to providers cannot be formalized.																																																Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs


																																																			Upfront costs of implementing program may impede Medicaid providers from participating 


			Accountability Target #2 						Performance reports developed/approved												List all relevant risk factors:


																					Risk Factor 1			Implementation of supporting reporting system is long and complex (delays are likely)


									Likelihood of Failure												Risk Factor 2			Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs																											Training consultants hired for training on PCMH are reallocated to other projects


									Low			Medium			High						Risk Factor 3			IT system that supports reporting of provider performance is corrupted/ undermined


			Potential Impact on Project Success			Low 															Risk Factor 4			PHI issues impede sharing of relevant data for reporting


						Medium						X									Risk Factor 5			IT resources to produce reports are depleted


						High


			Rationale: Given the complexity of building standardized performance reports across multiple providers, there may be delays in this target.





			Accountability Target #4: 						Medicaid provider participation												List all relevant risk factors:





									Likelihood of Failure												Risk Factor 1			Lack of demonstrated cost savings may not encourage Medicaid providers to participate


									Low			Medium			High						Risk Factor 2			Medicaid practices may not be able to sustain both the ongoing care needs of patients and the additional PCMH transformation work 


			Potential Impact on Project Success			Low 															Risk Factor 3			Alternative delivery system/payment mechanism is developed that appeals to Medicaid 


						Medium															Risk Factor 4			Upfront costs of implementing program may impede Medicaid providers from participating 


						High						X									Risk Factor 5


			Rationale: Assuming that PCMH participation is generally voluntary, Medicaid providers may not choose to enroll, at least initially.





			Accountability Target #3: 						Providers trained on reports and treatment guidelines												List all relevant risk factors:





									Likelihood of Failure												Risk Factor 1			More providers than anticipated show interest/need in training


									Low			Medium			High						Risk Factor 2			Training consultants hired for training on PCMH are reallocated to other projects


			Potential Impact on Project Success			Low 															Risk Factor 3			Funding for coaching/training is reduced/eliminated


						Medium															Risk Factor 4


						High			X
												Risk Factor 5


			Rationale: Training needs may be fairly predictable  although the impact of incomplete training can be significant.





			Accountability Target #5: 						Participation from all payers												List all relevant risk factors:





									Likelihood of Failure												Risk Factor 1			Funding to support PCMH operations/transformation, beyond savings incurred, is limited/reduced


									Low			Medium			High						Risk Factor 2			Savings incurred by providers following guidelines are not significant enough to incentivize payers to participate


			Potential Impact on Project Success			Low 															Risk Factor 3			Alternative delivery system/payment mechanisms are developed that appeal to payers


						Medium						X									Risk Factor 4


						High															Risk Factor 5


			Rationale: Assuming participation from non-Medicaid payers is optional, there is a fair likelihood that they will not participate, at least in Yr 1, which will have some impact on the proportion of participating primary care providers.


























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































2 - Risk Mitigation Options


						Step 2: Develop and Prioritize Risk Mitigation Options





						List all risk mitigation options for each risk factors identified from Tab 1. Rate each mitigation option based on: (1) its feasibility given current resources and (2) its potential impact on


						the project using Low, Medium or High.  Once all options have been rated, rank  the state's overall priority of each strategy. The states should consider the overall priority level based 


						on the total number of options available. 





						In this example, there are six risk mitigation options identified. The option that scored as Low (feasibility of resources) and Low (potential impact on SIM progress) is


						 given the lowest priority level of 8, while the option scoring as High in both feasibility and impact is scored as 1, or the top priority. 





						Objective 1 - 55% of primary care providers enrolled in PCMH for one or more payers


						Prioritized Risk Factors
(carried over from previous tab)						Risk Mitigation Options			Feasiblity of resources 
(Low/Med/High)			Potential Impact on SIM progress
(Low/Med/High)						Overall Priority Level


						Approval of PCMH SPA


						SPA submission process is time-consuming and complex			1			Temporarily assign additional staff to support SPA process upfront			L			M						5


						Performance reports developed/approved


						Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs			1			Manual reporting mechanisms available if automated are not activated on time			M			H						3


									2			Define workarounds for PHI upfront and review appropriate PHI requirements with providers 			H			H						1


									3			More frequent check-ins to ensure progress within budget			L			L						8


						Medicaid Provider Participation


						Upfront costs of implementing program may impede Medicaid providers from participating 			1			Coordinate for additional clinical staffing to support Medicaid practices with patient care while practices pursue PCMH transformation work 			M 			H						2


									2			Link providers with established PCMH practices to support shared learnings/best practices			M			M						6


						Providers trained on reports and treatment guidelines


						Training consultants hired for training on PCMH are reallocated to other projects			1			Dedicated trainers identified/prioritized for PCMH-related training			M			H						7


									2			Lower cost modalities (remote) for training are introduced to ensure providers are adequately trained; i.e. potential partnership with other organizations with established relationships with providers			M			M						4
































3 - Risk Mitigation Plan


						Step 3 - Select Risk Mitigation Strategies





						Based on the prioritization identified on Tab #2, State teams can select those strategies they plan to focus on and finalize their risk mitigation plan,


						as illustrated below. 





						These strategies and all relevant risk factors should be revisited regularly to ensure that the plan remains up-to-date and accurate.


						As such, strategies may be re-prioritized over time.  To facilitate logical re-prioritization and ensure appropriate sequencing of activities,


						state can include any activities upon which strategies are contingent or necessary precursors as well as relevant timeline, lead entity, and relevant workgroups that should be involved.





						Objective 1 - 55% of primary care providers enrolled in PCMH for one or more payers


						Risk Factors			Prioritized Risk Mitigation Strategies			Priority 			Lead Entity/Person			Relevant Workgroups			Next Steps			Timeline			Impact on Risk Factor


			1			Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs			Define workarounds for PHI upfront and review appropriate PHI requirements with providers 			1			Office of HIT			HIT			Identify upfront PHI concerns based on provider/payer stakeholder input			Feb-Mar 2014


			2			Upfront costs of implementing program may impede Medicaid providers from participating 			Coordinate for additional clinical staffing to support Medicaid practices with patient care while practices pursue PCMH transformation work 			2			DOH			Workforce Development			Identify staffing needs given PCMH requirements 			Mar 2014


			3			Conflicting priorities may delay development of reports as resources are dedicated to shorter term data needs			Manual reporting mechanisms available if automated are not activated on time			3			DHS/Office of HIT			Payment Improvement/HIT			Define report specs and required data from each participating payer/provider			Mar-Apr 2014

































































SIM Issue Log


			Issue ID			Issue 			Issue Category			Issue Owner     (Project Manager)			Status:			Creator (Originator)			Owner			Date created			Updated by (name)			Date last updated			Target resolution date			Priority (H, M, L)      			Issue Details                      (free form)   			Impact Description   (free form)  			Primary Domain Impacted  			SIM Objective(s) Impacted			Resolution  			Resolution Results			Resolution Date


						CHW Pilot RFP development needs to progress through SIM Governance									Open			Randy Chenard			Deb Wigand			2/13/14			Randy Chenard			2/13/14						L												CDC Obj 2 - CHW Pilot


						Molina CR-t

















































































































Weighted Objectives


			SIM Objective			Weight Score			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			SIM Objective			Weight Score			SIM Objective			Weight Score			SIM Objective			Weight Score			SIM Objective			Weight Score


			HIN Objective 1: 			4																																							MHMC Objective 1: 			5			MQC Objective 1: 			3			MaineCare Objective 1: 			5			Maine CDC Objective 1: 			3


			Provide real-time notifications from the HIE to MaineCare and Health System Care Managers when MaineCare members are admitted or discharged from impatient and emergency room settings across all provider organizations connected to the HIE																																										Track health care costs to influence the market and inform policy - Construction and maintenance of robust valid data set and ongoing analytics						Provide learning collaborative for MaineCare Health Homes						Implement MaineCare Accountable Communities Shared Savings ACO Initiative						NDPP: Implementation of the National Diabetes Prevention Program (NDPP)


			HIN Objective 2: 			4																																							MHMC Objective 2: 			4			MQC Objective 3: 			3			MaineCare Objective 2: 			5			Maine CDC Objective 2: 			2


			Provide HIT and HIE adoption incentives to up to 20 Behavioral Health provider sites/organizations																																										Value based benefit design: Incentivize use of high value services and high value providers						Provide QI Support for Behavioral Health Homes Learning Collaborative						 Implement MaineCare Behavioral Health Homes Initiative						Community Health Workers Pilot Project


			HIN Objective 3: 			4																																							MHMC Objective 3: 			5			MQC Objective 4: 			1			MaineCare Objective 3: 			2


			Provide Health Information Exchange access to Behavioral Health providers																																										Identify common  metrics across payers for public reporting and alignment with payment – This work relates to  the provision of health information to influence markets and inform policy decisions. It figures prominently in efforts around the payment and delivery system reform drivers. 						Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)						Develop and implement Physical Health Integration workforce development component to Mental Health Rehabilitation Technician/Community (MHRT/C) Certification curriculum.6


			HIN Objective 4: 			2																																							MHMC Objective 4: 			3									MaineCare Objective 4: 			2


			Provide a clinical dashboard to MaineCare from the HIE enabling MaineCare to clinically monitor MaineCare members’ health care utilization and outcomes at the population and individual level. Develop and deploy real-time discrete data feeds for MaineCare Prescription data to HIN. 																																										Provide Primary Care providers access to claims data for their patient panels (portals) 												Provide training to Primary Care Practices on serving youth and adults with Autism Spectrum Disorder and Intellectual Disabilities.7


			HIN Objective 5: 			1																																							MHMC Objective 5: 			3


			Provide Maine patients with access to their statewide HIE record leveraging the “Blue Button” standards promoted by the Office of the National Coordinator for HIT (ONC).  HIN will conduct a twelve month pilot with a provider organization to make the patient chart available via a certified EHR portal administered by the pilot site.																																										Providers Practice Reports


																																													MHMC Objective 6: 			2


																																													Consumer engagement and education regarding payment and system delivery reform 





									Year 1 Targets:
(1) Adoption of core set of metrics against which plan designs may be benchmarked
(2) Publication of initial rankings of benefit designs												Year 2 Targets:  
1)  Refined metrics, as appropriate, based on trends and on market experience
2) Increase in number of covered lives enrolled in plans incorporating narrowly contstructed VBIC, to include alignment of copays/deductibles, utilization of high value providers as determined by MHMC Gent Better Maine rankings or ACI metrics and use of shared decision making of all preference senstives services.  Enrollment in plans with such designs will grow from 0 to 10k in Year 1. 												Year 3 Targets:
1- Refined metrics, as appropriate, based on trends and on market experience
2- increase in number of covered lives enrolled in plans incorporating VBID from 10 k to 30k











									Year 1 Target: Complete design of portal and required analytics;.50 practices will adopt the portals in the first year.												Year 2 Targets:
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. additional 20%, bearing in mind that adoption is voluntary												Year 3 Targets:
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. additional 20%, bearing in mind that adoption is voluntary





									Produce practice reports for all primary care practices indicating their interest in receiving them. While we will be able to produce reports for any primary care practice that serve a critical mass of patients, practices themselves must make the decision to actively request, review and use the reports. PCMH practices represent approximately 25% of primary care practices; all receive the reports. We estimated 10% of non-PCMH practices will choose to receive reports in Year One. Each new practice will receive an outreach visit.





									Go Live Target: 
Year 1 Target: Educate brokers, patient advocates, HR Specialists, union leaders on merits of VBID. Outreach to 200 people.






									Launch enrollment of up to 80 new HH practices in PCMH/HH Learning Collaborative to provide QI support for current 75 PCMH & new HH primary care practices, with total of up to 150 participating practices; determine final NCQA status of  high risk practices (may not meet participation requirements by 12/31/13).  												Year 2 Targets: Facilitate Learning Collaborative for HH practices; sustain PCMH/HH Learning Collaborative offering support for 100% of  Year 2 participating primary care practices.  
												Year 3 Targets:  Sustain PCMH/HH Learning Collaborative offering support for 100% of Year 3 participating practices. 






									Year 1 Target: 
Launch enrollment of up to 35 new BHHs into BHH Learning Collaborative to provide QI support for BHH organizations.
												Year 2 Targets: 
Facilitate BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 2 participating BHH organizations												Year 3 Targets: 
Sustain BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 3 participating BHH organizations





									Year 1 Target: 
Launch 3 Patient Provider Partnership (P3) Pilots with 9 provider sites.
												Year 2 Targets: 
Support and facilitate learning across 9 provider sites in P3 Pilots; sustain support for 100% of  participating provider organizations





									Year 1 Target: 
Implement Accountable Communities that impact 50,000 patient lives above and beyond those impacted through Medical Homes, 3.8% of Maine's 1.3M population.  Patients are not limited to MaineCare members attributed under Accountable Communities, since all patients, regardless of attribution status and payer, should be impacted through improved care coordination incented under model.
Achieve participation from 6 Accountable Communities, including providers under current Medicare and commercial ACOs within the State (all 4 major health systems plus group of FQHC's).                  
Achieve 25,000 MaineCare lives to Accountable Communities, 8.9% of the 281,000 MaineCare population.                                            


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: 
Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.
Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.
Implement Accountable Communities that impact an additional 5,000 patient lives above and beyond those impacted through Medical Homes, reaching 4.2% of Maine's population.
Achieve participation from 2 additional Accountable Communities.                  
Achieve attribution of additional 2,700 MaineCare lives to Accountable Communities, 9.8% of the  MaineCare population. 												Year 3 Targets: 
Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.
Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.
Implement Accountable Communities that impact an additional 5,500 patient lives above and beyond those impacted through Medical Homes, reaching 4.6% of Maine's population.
Achieve participation from 2 additional Accountable Communities.                  
Achieve attribution of additional 2,000 MaineCare lives to Accountable Communities, 10.5% of the  MaineCare population.                                                          





									Year 1 Target: 
Successfully recruit 15 Behavioral Health Home organizations (BHHOs) with 7000 enrolled members with SMI/ SED.  There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.

												Year 2 Targets: 
Increase enrolled members to 7700.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.
												Year 3 Targets: 
Increase enrolled members to 8500 total.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.





									Go Live Target: 
Year 1 Target: 
Curriculum and training plan developed for Physical Health Integration component to Mental Health Rehabilitation Technician/Community Training
												Year 2 Targets: 
500 direct service behavioral health individual providers trained in physical health integration.												Year 3 Targets: 






									Go Live Target: 
Year 1 Target: 
Curriculum and training plan developed for Adult Practice Sites
Curriculum piloted at 5 Adult Practice Sites
Training conducted at 15 pediatric sites
There are over 400 primary care practice sites in Maine.
												Year 2 Targets: 
Training conducted at 30 pediatric sites
Training conducted at 55 adult practice sites
There are over 400 primary care practice sites in Maine.												Year 3 Targets: 
Training conducted at 15 pediatric sites
Training conducted at 60 adult practice sites
There are over 400 primary care practice sites in Maine.





									Year 1 Target: 
5 out of 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: 
1) Policy developed by MaineCare and Maine CDC to support the sustainable structure for NDPP reimbursement.  2) PCMH/ACO care delivery structures are utilizing pre-diabetes/diabetes algorithm to support/enhance patient care.												Year 3 Targets: 
1) Over 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.     Multiple payers are engaged in payment test demonstration linked to program outcomes.                   2) 300 out of 29,312 NDPP eligible beneficiaries have completed program over 3 years of SIM Grant.





									Year 1 Target: 1. Contracts for 5 CHW Pilot sites in place. 2. The 5 CHW pilot sites will have formal referral mechanisms with at least one and up to 3 providers. 


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets:                    1.  CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service. 9
												Year 3 Targets:                    1.  CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service.   
             












Issues


			Issue ID			Issue 			Issue Category			Issue Owner     (Project Manager)			Status:			Creator (Originator)			Owner			Date created			Updated by (name)			Date last updated			Target resolution date			Priority (H, M, L)      			Issue Details                      (free form)   			Impact Description   (free form)  			Primary Domain Impacted  			SIM Objective(s) Impacted			Resolution  			Resolution Results			Resolution Date


			3			Health Home Practice increase						MQC is unable to support additional health homes			Open 			Randy Chenard			Michelle Probert			3/3/14			Randy Chenard			3/3/14			 			M			25 new provider sites are joining HH program in Spring 2014.  there was no budgeted support for these practices.			MaineCare is out of compliance with MaineCare rule requiring provision of learning collaborative and providers are less likely to succeed in meeting program requirements and achieving triple aim, if unable to support these additional Health Homes			3.00			MQC Objective 1 -  LC for MaineCare HH's
MaineCare Objective 1 - Implement ACCs			Assess whether funds can be reallocated within SIM.
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Program


																		Maine SIM Grant SST - Executive Level Project Plan with Accountability Targets


			SIM Partner Organization:  SIM Program Management															Lead/Point for Organization:  Randy Chenard															Milestone Timeline																																				 Risks & Dependencies																																																																																													Known Risks Associated With Task			Dependencies

Comments                                    Link to ID#




Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			SIM Funding Fully Supports, Enhances, or Accelerates this Activity


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			N/A			X			X			X			Objective 1: Manage SIM Governance Process/Structure																																																																					 


			  															 			PG 1			Develop and facilitate Steering Committee meetings and process			x			 			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			 			 												 


																					PG 2			Develop and Facilitate Leadership meetings and process			x			 			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					PG 3			Develop and oversee Subcommittee meetings and process			x						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			 			 			 


																					PG 4			Execute Risk/Issue escalation and mitigation process 			x						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			 			 


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																								


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period Target:  
Establish all governance groups including membership, accountabilities, 


Chenard, Randal: Main accomplishments expected during planning period

			Go Live Target: 
Governance structure developed and operational at beginning of test
Year 1 Target: 
Manage governance structure and facilitate collaboration across stakeholder groups


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: 
Manage governance structure and facilitate collaboration across stakeholder groups												Year 3 Targets: 
Manage governance structure and facilitate collaboration across stakeholder groups


			Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   12,750.00			$   72,684.00												$   72,684.00												$   72,684.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


									


Chenard, Randal: Main accomplishments expected during planning period

			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

									


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			SIM Funding Fully Supports, Enhances, or Accelerates this Activity


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																																																																										


Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			N/A			X			X			X			Objective 2:  Develop, Manage, and adjust SIM Operational Plan 


																					PG 6			Develop Operational Plan			X			ü			ü


																					PG 7			Adjust Operational plan			X						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					PG 8			Begin SIM Communication Plan Development			X						ü																																	 


																					PG 9			Execute SIM Communications Plan			X									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					PG 10			Begin and Execute Risk/Issue Management Process			X						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					PG 11			Begin and execute SIM status reporting process			X						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


			Objective 2 Accountability Targets: 																											Planning Period Target 
Develop Operational Plan and gain CMMI approval			Go Live Target: 
Operational Plan Approved
Year 1 Target: 
Manage Operational Plan												Year 2 Targets: 
Manage Operational Plan												Year 3 Targets: 
Manage Operational Plan


			Objective 2: Annual Cost  																											$   17,000.00			$   135,172.00												$   96,912.00												$   96,912.00


			N/A			X			X			X			Objective 3:   Manage SIM Project Plans and Overall Budget


			  															 			PG 12			Developed required SIM Contracts						ü			ü			ü			l			l																											 			 


																					PG 13			Require and facilitate the development project plan for all SIM partners						ü			ü																																				 			 


																					PG 14			Manage project plans, adjust and report as required						 			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


			Objective 3: Accountability Targets 																											Planning Period Target
Develop integrated project plan 			Go Live Target: 
Project Plan Developed
Year 1 Target: 
Manage project plan												Year 2 Targets: 
Manage Project Plan												Year 3 Targets: 
Manage Project Plan


			Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   12,750.00			$   72,684.00												$   72,684.00												$   72,684.00
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HealthInfoNet


																		Maine SIM Grant - Executive Level Project Plan with Accountability Targets


			SIM Partner Organization:  HealthInfoNet															Lead/Point for Organization:  Shaun Alfreds, Katie Sendze															Milestone Timeline																																				 Risks & Dependencies


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Link to DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#						 


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice, and payment decisions						X			X			Objective 1: Provide real-time notifications from the HIE to MaineCare and health system Care Managers when MaineCare members are admitted or discharged from inpatient and emergency room settings across all provider organizations connected to the HIE.																																																																					 


			  															VI.A
VIII. G
V
XI.A			HIN 1			Obtain PHI 'Data Release Authorization' with HIE participating Providers						ü			ü																																				Provider site (38 hospitals) could deny release of PHI 			Current provider participants in HIE												 


																					HIN 2			Establish DAA with MaineCare for PHI access						ü			l			l


																					HIN 3			Convene MaineCare partners to build data feeds									ü			ü																																	Delay in contract process or agreement			MaineCare contract process and rules			1,2


																					HIN 4			Build and test production of notifications technology and workflow									ü			ü																																	Delay in ability for MaineCare to provide eligibility data			Dependent on MaineCare resources and participation			3


																					HIN 5			Implement use of notifications. Work with MaineCare stakeholders and provider participants to provide content and process improvements related to notifications that supports SIM initiatives. This includes education about and related to notifications process and workflow. 															ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Care manager and provider engagement in workflow			MC and provider org. leadership engagement to implement new workflows			4


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											Planning Period Target 1) Establishment of a new user class of the HIE (originally provider based) as a Payors - Starting with Medicaid.
2) Create Data Use Argent (DUA) for MaineCare, Request Permissions for Sharing of PHI with New HIE Participant Class.


Chenard, Randal: Main accomplishments expected during planning period

			Go Live Target: As of October 1, 2013, make notifications available to 1,6001 Medicaid Providers and Care Managers across the state. Year 1 Target: 
Increase from 4502 to an average of 550 unique provider organization users either accessing the ED notifications or the HIE portal per week.


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: 1) Increase making notifications available to 1,800 Medicaid Provider and Care Managers/Care Coordinators.
2) Increase to an average of 600 unique provider organization users either accessing the ED notifications or the HIE portal per week.												Year 3 Targets: 1) Increase making notifications available to 2,000 Medicaid Provider and Care Managers/Care Coordinators.
2) Increase to an average of 800 unique provider organization users either accessing the ED notifications or the HIE portal per week.


			Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																											$45,616.90			$164,863.60												$195,813.51												$186,674.93


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Link to DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice, and payment decisions						X			X			Objective 2: Provide HIT and HIE adoption incentives to up to 20 Behavioral Health provider sites/organizations. 


																		V.A
VI.A
X.A			HIN 6			Develop RFP for HIT and HIE adoption incentives						ü																																										Subcommittee start dates and process


																					HIN 7			Release the RFP 									ü			l																																							6


																					HIN 8			Announce awardees 									ü			ü			l																																				7


																					HIN 9			Support Quality Measure development and reporting via the HIE for awardees; Participate in ensuring quality reporting measures are defined with feedback from BH providers to include EHR capacity for  submitting discrete data that supports specific quality measures as determined by the SIM Steering and Sub Committees through the statewide HIE. 												n			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Variable and complex technical and process barriers to enable data for quality reporting			Stakeholder participation/consensus, technology			11


																					HIN 10			RFP Milestone 1: EHR purchase, implementation, optimization, and/or upgrade - $35,000 per awardee												n			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					HIN 11			RFP Milestone 2: Active interfaces with the statewide HIE- $10,000 per awardee												n			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Legal risks: 1) 42 CFR-Part 2 limitations as it relates to MH integration, provider side patient education to opt-in to their MH data 2) Contract timelines and delays for participation			Provider technology resources beyond the grant, patient education to opt-in


																					HIN 12			RFP Milestone 3: Quality Reporting/eMeasurement with the HIE- $25,000 per awardee																																	ü			ü			ü			ü			Barriers to data integration and  interoperability			Bidirectional data integration, provider participation, patient's opting-in			12


			Objective 2 Accountability Targets: 																											Planning Period Target 
Establishment of Data Infrastructure Subcommittee (DIS) charge and membership. Determine parameters for behavioral health participation in the incentive program based on expectations of EHR adoption and capability to participate in data activities in years 2 and 3. Draft RFP for presentation to the DIS in October. 			Go Live Target: RFP requirements prepared for presentation to DIS. 
Year 1 Targets: 20 Behavioral health organizations3 demonstrate live use of EHR and milestone 1 incentive delivered.
												Year 2 Targets: 
20 organizations have access to the HIE portal and notifications and milestone 2 incentive delivered.												Year 3 Targets: 
All 20 organization's participating in e-quality measurement using the data submitted to the HIE and milestone 3 incentive delivered.


			Objective 2: Annual Cost  (Aligns with annual budget total's submitted with contract)																											$46,764.58			$957,058.30												$632,670.05												$478,837.61


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Link to DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice, and payment decisions; Improved continuum of care						X			X			Objective 3: Provide Health Information Exchange access to Behavioral Health providers


																		V.A
VI.A
X.A
XI.A			HIN 13			HIN will create access to the HIE  Year 1: HIE access, up to 10 year 1 									n			ü			ü			ü																											Legal risks: 1) 42 CFR-Part 2 limitations as it relates to Mental Health integration, provider side patient education to opt-in to their MH data 2) Contract timelines and delays for participation			Provider technology resources beyond the grant, patient education to opt-in


																					HIN 14			Year 2: HIE access, up to 15 year 2																					ü			ü			ü			ü


																					HIN 15			Year 3: HIE access, up to 15 year 3																																	ü			ü			ü			ü


																					HIN 16			HIN will bi-directionally connect up to 10 organizations to the HIE over three years: 
Year 1: Connect up to 5 bi-directional HIE sites						 			n			ü			ü			ü																																	13


																					HIN 17			Year 2: Connect up to 7 bi-directional HIE sites									 			 									ü			ü			ü			ü																					16


																					HIN 18			Year 3: Connect up to 10 bi-directional HIE sites									 			 																					ü			ü			ü			ü									17


																					HIN 19			Provide Clinical Quality Measurement as developed in Objective 2 to participating sites through HIE tools. 															 			 			 			 			 			 			ü			ü			ü			ü									12,16,17,18


			Objective 3: Accountability Targets 																											Planning Period Target 
Establish HIE participant agreement parameters for new BH HIE participants. Determine RFP requirements for presentation to DIS in October for approval.			Go Live Target: 
RFP requirements prepared for presentation to DIS. 
Year 1 Targets:
Up to 5 sites go live with bi-directional HIE participation.  												Year 2 Targets: 
Up to 7 sites go live with bi-directional HIE participation.												Year 3 Targets: 
Up to 10 sites go live with bi-directional HIE participation. 


			Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   64,968.90			$   478,771.70												$   569,067.85												$   590,673.41


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Link to DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice, and payment decisions						 			X			Objective 4: Provide a clinical dashboard to MaineCare from the HIE enabling MaineCare to clinically monitor MaineCare members’ health care utilization and outcomes at the population and individual level. Develop and deploy real-time discrete data feeds for MaineCare Prescription data to HIN. 


																		V.A
VI.A
			HIN 20			Collaborate with MaineCare to develop and define specific “Use Case” for MaineCare staff to access PHI through the HIN dashboard.									ü			ü			ü			l


																					HIN 21			Send letters to all HIN provider participants informing them of the project and requesting approval for sharing PHI with MaineCare; confirm approval from each participant for this “use Case” PHI release.									n			n			n			l																											Provider participants of the HIE could deny their authorization to support the Use Case for PHI release to MaineCare.			Communication support with MaineCare as a partner. 


			  																		HIN 22			Clinical Dashboard:
Meet with stakeholders during the pre-testing period to demonstrate current functionality and identify and confirm specific analytic needs that might be met by HIN’s data warehouse.						ü			ü																																							Current unknown data requirements and questions associated are undetermined at this time			1,2, 3


																					HIN 23			Develop recurring meetings (quarterly) with appropriate SIM teams to evaluate measures, address data deficiencies, adjust metrics etc.												n			n			n			ü			ü			ü			ü			ü			ü			ü			ü


																					HIN 24			Develop and deploy the Dashboard:


												n			n			n			ü			ü			ü			ü			ü			ü			ü			ü						The dashboard will be dependent upon the monthly submission of the MaineCare eligibility file as described in objective 1. 			20


																					HIN 25			Review the capability of HIN’s HIE data warehouse to calculate and define quality measures that support MaineCare’s Health Homes program. Establish criteria and specifications for warehouse enhancements as needed and within budget.												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						Partnership with MaineCare leadership related to quality measures work, definitions, and implementation within SIM.


																					HIN 26			MaineCare Discrete Medication Data Capture:
During pre-testing phase, meet with MaineCare MMIS and Goold staff and develop project plan for deploying real-time discrete medication data feeds from MaineCare. [Note- this activity will be necessary to support analytics for MaineCare patients on prescription use.]						ü			ü			 																																	Medicaid and state vendor, Molina HealthCare, resources available to the project and timeline of those resources			Dependent on ID 41 and the work around state requirements and support available to make this happen			26, 3


																					HIN 27			Begin technical implementation of discrete medication feeds in October 2013 with go-live targeted for no later than March 2014. [Note: this timeline is dependent on the availability of resources at MaineCare to support this activity]												ü			ü			ü			 			 			 			 			 			 			 			 			Medicaid and state vendor, Molina HealthCare, resources available to the project and timeline of those resources			Dependent on ID 41 and 48 the work around state requirements and support available to make this happen			20


			Objective 4: Accountability Targets 																											Planning Period Target 
Build, test and establish HIE dashboard and data warehouse in secure data center (shared by HIE). Work with legal team to develop HIPAA Business Associate Agreements (BAA) and Data Use Agreement (DUA) with MaineCare. 			Go Live Target: Provide MaineCare BAA and DUA for AAG review and approval.Year 1 Targets: 1. Consistent meeting with MaineCare established for MaineCare IT staff to facilitate discrete medication feeds and roles for the dashboard access. 2. DIS approval of data access strategy. 3. Go-Live with real-time medication feeds4. Establishment of VPNs for MaineCare to access dashboard. 5. Provide training for MaineCare staff in Dashboard use. 6. Make 291,000+ population data available in HIN Dashboard.												Year 2 Targets: 
1. Continued provision of Dashboard to MaineCare. 
2. Consistent data flow for MaineCare medication information into the HIE. 												Year 3 Targets: 
1. Continued provision of Dashboard to MaineCare. 
2. Consistent data flow for MaineCare medication information into the HIE. 



			Objective 4: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   319,276.10			$   607,204.40												$   620,833.53												$   605,171.54


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Link to DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice, and payment decisions; Improved continuum of care; Consumer Engagement; Patient and Family Centered Care						X			X			Objective 5: Provide Maine patients with access to their statewide HIE record leveraging the “Blue Button” standards promoted by the Office of the National Coordinator for HIT (ONC).  HIN will conduct a twelve month pilot with a provider organization to make the patient chart available via a certified EHR portal administered by the pilot site.


			  															V.A
VIII.G			HIN 28			During pre-testing phase, identify criteria for community pilot site for “Blue-Button” deployment.						ü			ü			ü									n/a																											Provider participant that can meet the required criteria for implementation must be willing to volunteer to the pilot.


																					HIN 29			Submit project criteria to the DIS and proceed to select pilot site volunteer.									ü


																					HIN 30			Confirm agreement with Pilot Partner 						 			ü			ü																																	Provider volunteer could not be able to prioritize this project			Provider volunteer			24


																					HIN30.1			conduct the 12-month pilot to test and modify technical requirements for PHR-HIE access using national standards									n			n			ü			ü			ü			ü			ü


																					HIN 31			Engage health care delivery communications and administration teams at pilot site on educating patients on the new PHR "Blue Button" technology.									n			n			ü			ü			l			l			l																		Provider volunteer could not be able to prioritize this project			Site engagement


																					HIN 32			Engage Care Managers/health care delivery staff of pilot site on educating patients on how to access and use their record.									n			n			ü			ü			l			l			l																		Provider volunteer could not be able to prioritize this project			Site engagement


																					HIN 33			Determine specifications that would support future statewide PHR roll out using best practice learning's from the pilot									n			n			n			n			n 			n			l			l																					26,27,28


			Objective 5: Accountability Targets 																											Planning Period Target: 
1. Testing of CCD export by HIN (using green CCD established by Mitre/ONC under previous contract), 
2. Finalize licensing costs/contracts for IT vendor partners and  establish audit and authorization profiles at HIN for end users. 
3. Establishment of criteria for choosing PHR CCD export pilot site for presentation to the DIS in October. 			Go Live Target: As of October 1, 2013, criteria for PHR pilot prepared and finalized for presentation to the DIS in October. Year 1 targets: Establishment of contract with pilot site, establish project management process for implementation, implementation of PHR CCD export by month 6. Demonstrated download of CCD by 5%5 of the pilot sites active PHR users  w/in go-live period of project. 												
												



			Objective 5: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   387,410.51			$   416,642.05												$   - 0												$   - 0


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
															Link to DRR Section



Chenard, Randal: If available

			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
															ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


									


Chenard, Randal: Main accomplishments expected during planning period

			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

									


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
																								Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice and payment decisions/Multi-Stakeholder Coalition Building and Support									ü			Objective 6: Ensure effective management of SIM Data Infrastructure Subcommittee to promote sustainability of reform developed through SIM


																		A, T 			HIN 34			Identify and finalize Subcommittee membership			A. This objective/activity would not occur without SIM funding						ü


																					HIN 35			Convene Subcommittee			A. This objective/activity would not occur without SIM funding						ü


																					HIN 36			Ensure participation and process according to established protocols			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


			Objective 6 Accountability Targets: 																											Planning Period Target: establish infrastructure, membership  for Data Infrastructure Subcommittee			Go Live Target: identify membership  for Payment Reform Subcommittee          Year 1 Target: 
Provide support for Subcommittee in manner that supports active participation of membership												Year 2 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership												Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership


			Objective 6: Annual Cost  																											$0.00			$100,706.00												$109,425.00												$103,744.00








			Commitments from HIN/MHMC during Plan Synchronization: • Insuring a synergistic and integrative approach to the work of PTE- BH and the HIN BH RFP Quality work.
• Clearly outlining and communicating the process for a collaboration between HIN, health care provider(s) (Covered Entity(is)) and MHMC in integrating clinical and administrative claims data for a possible proof of concept.
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Maine CDC


																		Maine SIM Grant - Executive Level Project Plan with Accountability Targets


			SIM Partner Organization:  Maine CDC 															Lead/Point for Organization:  Deb Wigand															Milestone Timeline																																				 Risks & Dependencies


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Aligned payment models, Patient-family centeredness of care, Consumer engagement, Improved continuum of care			x			x			 			Objective 1: NDPP: Implementation of the National Diabetes Prevention Program (NDPP).Need to discuss the targets with new direction that does not include MaineCare reimbursement during tests.																																																																					 


			  															VA              IIIC             XIIIA            IIIA               IIIB              VB			CDC 1			State capacity assessmentof payers/ purchasers of health plans. Track barriers to capacity throughout payment test.						 			ü			l			l			l			l			l			l			l			l			l			l			l			Health Plan payers/ purchasers may have barriers to adoption of NDPP health plan benefits			 												 


																					CDC 2			Develop with health plan payers/ purchasers NDPP health benefit payment structure for identified health plans						 									ü			ü			ü			ü			ü			ü			ü												Health Plan payers/ purchasers may have benefit plan constraints to adoption of new payment structure


																					CDC 3			Trained supported Lifestyle Coach Workforce.									 			t			ü			l			l			l			ü			l			l			l			ü						Delay in contract process or agreement to release SIM funds			DHHS releases funds for NDPP Lifestyle Coach Trainings			MC 1,2


																					CDC 4			CDC-Recognized NDPP providers complete annual written agreement with Maine CDC to provide NDPP to qualified MaineCare beneficiaries.												ü			l			l			l			ü			l			l			l			ü									Can not limit to just MaineCare beneficiaries.			Multiple payer involvement in SIM.			MC 


																					CDC 5			Work with partners to assess/adress barriers tp a sustainable NDPP reimbursement through payer/ purchasers policy/ statutes.												t			t			t			t			t			ü			ü			ü			ü			ü			ü			Needed for Maine CDC to accomplish the SIM accountability target of “Sustainable NDPP payment structure recognized by all payers in Maine”.			Future policy change options post SIM demonstration on sustainable NDPP payment structure.			 


																					CDC 5.1			NDPP payment tests developed with SIM partners (MaineCare, MHMC, MQC) guidance/support and TA from U.S. CDC.												ü			ü			l			l			l			l			l			l												NDPP payment reform tests must demonstrate value to payers.			Inclusion in VBID development, tests, payer engagement.  ACI committee engagement.			MHMC 16, 17, 18, 19, 22, 37


																					CDC 5.2			NDPP payment tests evaluation developed with SIM partners (MaineCare, MHMC, MQC, HIN) guidance/support and TA from U.S. CDC.												ü			ü			l			l			l			l			l			l												MaineCare direct support/assistance needed to help shape and redirect NDPP payment tests to align with new/emerging trends with public and private payers (VBID, HH, PCMH/ACO, etc.) involved in SIM & other MaineCare activities. 			MaineCare provides guidance/support/input at key milestones over the 3 years of SIM grant. 			MC 1,2


																					CDC 8			RFP for NDPP payment tests developed and released.												ü																																	Delay in contract process or agreement to release SIM funds			Funds released for payment tests RFP awardees/renewals			MC


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											Planning Period Target  1) MaineCare completed research on feasibility of retired S-Code assignment for NDPP Core & Post Core.  2) MaineCare will reimburse for NDPP delivery to beneficiaries 18 y/o and older who are at high risk or with pre-diabetes according to U.S. CDC DPRP standards.


Chenard, Randal: Main accomplishments expected during planning period

			Go Live Target: NDPP delivery reimbursement for contracted NDPP provider sites to MaineCare beneficiaries.  NDPP payment tests RFP released.Year 1 Target: 
5 out of 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: 
1) Policy developed by MaineCare and Maine CDC to support the sustainable structure for NDPP reimbursement.  2) PCMH/ACO care delivery structures are utilizing pre-diabetes/diabetes algorithm to support/enhance patient care.												Year 3 Targets: 
1) Over 15 NDPP provider sites have written agreements and are delivering NDPP to MaineCare beneficiaries.     Multiple payers are engaged in payment test demonstration linked to program outcomes.                   2) 300 out of 29,312 NDPP eligible beneficiaries have completed program over 3 years of SIM Grant.


			Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																														$130,500												$85,500												$85,500


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Aligned payment models, Patient-family centeredness of care, Consumer engagement, Improved continuum of care			x			x			 			Objective 2: CHW Pilot Project												Would not occur without SIM funding, which provides 100% of the funds for the CHW Pilot.


			  															  III.B, IV.A, V.B,V.C, VII.A, VII.B, XI.A,B,C,XIII.A, XV.A,   			CDC 6			RFP issued for CHW Pilot Sites						 						ü																																	 			 


																					CDC 7			CHW Pilot Site contract approval						 									ü			n


																					CDC 8			3 CHWs hired at pilot sites. 									 			 						ü																											CHW effectiveness on interdisciplinary teams is dependent on providers' familiarity with CHW model and best practices for integration.			Successful integration of CHWs into HH/PCMH/CCTs relies on providers having knowledge and awareness (i.e. education) on how to best integrate, utilize and support CHWs ( i.e. Inclusion as key learning within QC/MC Collaboratives)			QC1/MC1 MC19 


																					CDC 9			CHW clients identified									 			 						ü			ü			l			l			l			l			l			l			l			 			 


																					CDC 10			CHW services will commence															 			 			ü			ü			ü			ü			ü			ü			ü			ü


																					CDC 11			Recommendations for sustainability and use of CHW model in Maine									t			t			t			t			t			t			t			t			t			ü			ü			ü			Future sustainability dependent on payment models other than self-funding			1.MC modeling of total cost of care should be inclusive of CHW services as part of bundled payments   2. Healthcare Cost Workgroup metrics should include costs/savings related to integration of CHW services into health care teams. 			MC 5 MHMC 12 


			Objective 2: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											Planning Period Target            1. Vendor selected for Project Management, Workgroup meting to define scope and approach.


Chenard, Randal: Main accomplishments expected during planning period

			Go Live Target:              
Transformed healthcare system integrates community health workers through a pilot that demonstrates CHWs as an effective, sustainable element.  Year 1 Target: 1. Contracts for 5 CHW Pilot sites in place. 2. The 5 CHW pilot sites will have formal referral mechanisms with at least one and up to 3 providers. 


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


																								Year 2 Targets:                    1.  CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service. 9
												Year 3 Targets:                    1.  CHW clients identified with a caseload of 15-20 clients for intensive service, and 30-50 clients for less intensive service.   
             



			Objective 2: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   389,620.00			$779,239												$779,239												$389,620


			Consumer education /access to information						x			 			Objective 3: Patient engagement communication Project Remove from SST - Not conducting this strategy at this time												Would not occur w/out SIM funding; leveraging experience with tobacco communications.


			  															VIII F			CDC 12			Communications vendor is selected									ü


																					CDC 13			Workplan and strategy developed						 						ü			ü


																					CDC 14			Develop and roll out four separate patient engagement media/communication campaigns																		ü			ü						ü						ü												 			 			 


																																	 																																				 			 


																								 															 			 			 			 			 			 			 			 			 			 									 


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											Planning Period Target 


Chenard, Randal: Main accomplishments expected during planning period

			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

									Go Live Target:    Public supported with health communication messages that promote appropriate use of healthcare services and value of CHWs.     Year 1 Target: 1 campaign
Contract 


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											


Chenard, Randal: Main accomplishments expected during planning period

																																																																																																																																							


Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation			


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

			


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																																										Year 2 Targets: 2 campaigns
												Year 3 Targets: 1 campaign



			Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																														$   250,000.00												$   500,000.00												$   500,000.00


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#
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Maine Quality Counts


																		Maine SIM Grant - Executive Level Project Plan with Accountability Targets


			SIM Partner Organization:  Maine Quality Counts															Lead/Point for Organization:  Lisa Letourneau; Lisa Tuttle															Milestone Timeline																																				 Risks & Dependencies


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Improved Continuum of Care			ü			ü			 			Objective 1: Provide Learning Collaborative for MaineCare Health Homes																																																																					 


			  															XIV			QC 1			Establish organizational infrastructure for HH Learning Collaborative			A. This objective/activity would not occur without SIM funding			ü			ü																																				Maine workforce shortage of QI professionals			Gap in connecting HH primary care practices to the HIE and functions			VI.A, VIII.G, V, XI.A									 


																					QC 2			Launch and manage HH Communication Plan			A. This objective/activity would not occur without SIM funding			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						Clarification of HH Screening Tool requirements required for 2014


																					QC 3			Launch and Manage HH Education Plan; support PCMH/HH Learning Collab			A. This objective/activity would not occur without SIM funding			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Maine workforce shortage of QI professionals			Clarification of HH Screening Tool requirements required for 2014			 


																					QC 4			Launch and Manage HH Data Management Plan			A. This objective/activity would not occur without SIM funding			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			State infrastructure may not support automated colln of clinical measures


																					QC 5			Assess NCQA status of HH practices			A. This objective/activity would not occur without SIM funding			ü			ü																																				HH practices may not meet NCQA  PCMH requirements


																					QC 6			Assess baseline Core Expectation status; Assess HH practices onsite			A. This objective/activity would not occur without SIM funding			ü			ü


																					QC 7			Clarify MaineCare requirements for HH quality measure reporting			A. This objective/activity would not occur without SIM funding			ü			ü			ü			l			l																											Lack of clarity on approach may delay			Dependent upon State ability to collect HH quality measures


																					QC 8			Establish HH  participation requirements			A. This objective/activity would not occur without SIM funding			ü			ü			l			l																																	 


																					QC 9			Finalize HH practice participation based on requirements			A. This objective/activity would not occur without SIM funding						ü																																				Practice may not be able to accomplish requirements of NCQA and meet Must Pass elements


																					QC9.1			Provide Quality Improvement support to HH practices, supporting and monitoring their transformation to implement the HH model									t						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					QC 10			Ensure connection to CCT structure			A. This objective/activity would not occur without SIM funding			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Potential confusion between CCT, CHW, Care Mgt and Case Mgt functions - clarity in functional appropriateness essential for success			Critical to ensure Medicaid enhance payment structure in order to sustain HH model


																					QC 11			Prepare for Sustainability of HH/CCT model												t			t			t			ü			ü			ü			ü			ü			ü			ü			ü			Enhanced payment model required to sustain			Critical to ensure Medicaid enhance payment structure in order to sustain HH model			 


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																								Work would not be funded without SIM			Planning Period Target   Establish organizational infrastructure to support and staff Learning Collaborative; Establish baseline assessments on status of HH practices; Perform onsite assessments on up to 80 new HH Practices; Develop HH Communications Plan; Develop HH Education Plan; Develop HH Data Management Plan.   


Chenard, Randal: Main accomplishments expected during planning period

			Go Live Target:  Launch enrollment of up to 80 new HH practices in PCMH/HH Learning Collaborative to provide QI support for current 75 PCMH & new HH primary care practices, with total of up to 150 participating practices; determine final NCQA status of  high risk practices (may not meet participation requirements by 12/31/13).  Year 1 Target: Support PCMH/HH Learning Collaborative, offering supporting for 100% of participating practices; provide QI support to ensure that  ≥75% of the new HH practices reach Must-Pass elements; and ≥75% practices implement HH Year 2 MaineCare screening requirements.  
[Note: PCMH & HH practices est'd to provide care for approx. 432,000 patients]


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: Facilitate Learning Collaborative for HH practices; sustain PCMH/HH Learning Collaborative offering support for 100% of  Year 2 participating primary care practices.  
												Year 3 Targets:  Sustain PCMH/HH Learning Collaborative offering support for 100% of Year 3 participating practices. 



			Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																											$171,671			$938,933												$968,356												$983,607												Obj. subtotal			$3,062,567


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


									


Chenard, Randal: Main accomplishments expected during planning period

			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

									


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Improved Continuum of Care						ü			 			Objective 2: Provide support for SIM Delivery System Reform Subcommittee																																																																					 


																		XIV			QC 12			Identify and finalize Subcommittee membership			A. This objective/activity would not occur without SIM funding						ü


																					QC 13			Convene Delivery System Reform Subcommittee			A. This objective/activity would not occur without SIM funding									ü


																					QC 14			Ensure participation and process according to established protocols			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


			Objective 2 Accountability Targets: 																											Planning Period Target: establish infrastructure, membership  for Delivery System Reform Subcommittee			Go Live Target: identify membership  for Delivery System Reform Subcommittee. Year 1 Target:  Provide support for Subcommittee in manner that supports active participation of membership												Year 2 Targets:  Provide support for Subcommittee in manner that supports active participation of membership												Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership


			Objective 2: Annual Cost  																														$29,689												$29,731												$41,440												Obj. subtotal			$100,860





			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Improved Continuum of Care						ü			 			Objective 3: Provide QI Support for Behavioral Health Homes Learning Collaborative																																																																					 


																					QC 15			Identify & support BHHs multi-stakeholder advisory committee (e.g. QC Behavioral Health Comm)			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						 												 


																					QC 16			Launch and manage BHH Communication Plan			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					QC 17			Establish organizational infrastructure for BHH Learning Collaborative; hire BHH Program Manager & contract with BH consultant			A. This objective/activity would not occur without SIM funding									ü																																	Maine workforce shortage of QI professionals			 												 


																					QC 18			Identify & manage plan for integrating peer support into BHH curriculum & Learning Collab															ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Financial resources for peer support


																					QC 19			Launch and Manage BHH Education Plan, including BH & PCMH/HH curriculum; support BHHs Learning Collaborative			A. This objective/activity would not occur without SIM funding												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Maine workforce shortage of QI professionals			 			 


																					QC 20			Identify & manage plan for integrating BHH Education Plan with PCMH/HHs Education Plan															ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Number of potential new HH practices unknown; learning needs will vary			Dependent on coord with PCMH/HHs 


																					QC 21			Launch and Manage BHH Data Management Plan			A. This objective/activity would not occur without SIM funding												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			State infrastructure may not support automated collection of clinical measures


																					QC 22			Assess baseline status of BHHs on Core Expectation 			A. This objective/activity would not occur without SIM funding												ü			ü


																					QC 23			Clarify MaineCare requirements for BHH quality measure reporting			A. This objective/activity would not occur without SIM funding									ü			l																														Lack of clarity on approach may delay			Dependent upon State ability to collect BHH clinical quality measures


																					QC 24			Establish BHH participation requirements			A. This objective/activity would not occur without SIM funding									ü			l																														Lack of clarity on approach may delay			 


																					QC 25			Ensure connection to CCT structure			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Potential confusion between CCT, CHW, Care Mgt and Case Mgt functions - clarity in functional appropriateness essential for success


			Objective 3 Accountability Targets: 																														Year 1 Target: 
Launch enrollment of up to 35 new BHHs into BHH Learning Collaborative to provide QI support for BHH organizations.
												Year 2 Targets: Facilitate BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 2 participating BHH organizations												Year 3 Targets: 
Sustain BHH Learning Collaborative for up to 35 BHHs; sustain BHH Learning Collaborative offering support for 100% of  Year 3 participating BHH organizations


			Objective 3: Annual Cost  																											$0			$317,560												$387,088												$323,460												Obj. subtotal			$1,028,108


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																																																																										


Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Improved Continuum of Care						ü			 			Objective 4: Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)


																					QC 26			Identify priorities for focus of P3 Pilots			A. This objective/activity would not occur without SIM funding						ü			ü			l																														Need direction from  DSR Subcomm, SIM Steering Comm			Coordinate with VBID efforts


																					QC 27			Identify & support P3 multi-stakeholder advisory committee (e.g. ME Choosing Wisely Leadership Grp)			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü																								 												 


																					QC 28			Launch and manage P3 Communication Plan			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü


																					QC 29			Establish organizational infrastructure for P3 Pilots; contract with P3 Program Manager & hire staff			A. This objective/activity would not occur without SIM funding									ü																																	Maine workforce shortage of QI professionals			 												 


																					QC 30			Establish & manage process for selecting provider sites for participation in P3 Pilots			A. This objective/activity would not occur without SIM funding									ü			ü																														Sufficient interest from provider grps


																					QC 31			Identify & secure formal SDM tools												ü			l																														Must be able to support costs of formal SDM tool			Coordinate with VBID efforts


																					QC 32			Establish & manage process for providing technical assistance & facilitating collaborative learning across provider Pilot sites												ü			ü			ü			ü			ü


																					QC 33			Launch & manage 1st P3 Pilot (e.g. Choosing Wisely) with 3 provider sites			A. This objective/activity would not occur without SIM funding												ü			ü			ü			ü


																					QC 34			Launch & manage 2nd P3 Pilot (e.g. SDM) with 3 provider sites			A. This objective/activity would not occur without SIM funding												ü			ü			ü			ü


																					QC 35			Launch & manage 3rd P3 Pilot (TBD) with 3 provider sites			A. This objective/activity would not occur without SIM funding												ü			ü			ü			ü


			Objective 4 Accountability Targets: 																														Year 1 Target: 
Launch 3 Patient Provider Partnership (P3) Pilots with 9 provider sites.
												Year 2 Targets: Support and facilitate learning across 9 provider sites in P3 Pilots; sustain support for 100% of  participating provider organizations


			Objective 4: Annual Cost  																											$0			$336,003												$178,630												$0												Obj. subtotal			$514,633


			Totals																								Yearly Totals			$171,671			$1,622,185			0			0			0			$1,563,805												$1,348,507												$4,706,169




















































































































																											QC budget totals
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MaineCare


																		Maine SIM Grant - Executive Level Project Plan with Accountability Targets


			SIM Partner Organization:  MaineCare															Lead/Point for Organization: Michelle Probert 															Milestone Timeline																																				 Risks & Dependencies


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Aligned Payment Models			X			X			 			Objective 1: Implement MaineCare Accountable Communities Shared Savings ACO Initiative																																																																					 


			  															B.7, C.9, G.15. G.17, H.22, H.23, S.46			MC 1			Conduct provider outreach and education, including regional forums on proposed model			SIM is funding the ACI and PTE workgroups, which are integral to the provider outreach and education strategy.			ü			ü																																				 			 												 


																					MC1.1			Provide ongoing provider outreach and education												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MC 2			Work with Accountable Care Implementation (ACI) workgroup to educate and recruit providers, provide learning collaborative support, and achieve multi-payer alignment on quality measures and value-based payment models.			SIM is funding the ACI workgroup.			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MC 3			Develop and finalize quality framework			Development of the quality framework is benefiting from input by SIM partners, PTE, and SIM governance subcommittees.			ü			ü			l


																					MC 4			Issue provider Request for Applications (RFA) and select eligible applicants			N/A			 			ü


																					MC 5			Conduct AC attribution and develop benchmark Total Cost of Care (TCOC) amounts 			N/A.  The analytics for the initial benchmark TCOC amounts is already under subcontract with the State.  SIM partner MHMC will be duplicating this analysis in order to provide data analytics support to Accountable Communities.			ü			ü			ü			l																														Potential for problems with claims data			Timeliness of TCOC calculations by Accountable Community; replication of analysis for data analytics reports to providers			4


																					MC 6			Develop Analytics Support For Accountable Communities			SIM partner MHMC will be providing the data analytics support for practices within Accountable Communities.  Funding for the HIT infrastructure, staff, and report development are all coming through SIM.			ü			ü			ü			l			 			 			 			 			 			 			 			 			 			Ability to replicate actuaries' analysis			Replication of TCOC, attribution for analytic reports			5


																					MC 7			Obtain CMS approval for State Plan Amendment 			N/A (assistance from CMMI)						ü			ü			l																														Plan SPA submission for 11/1.  SPA approval timeline dependent on CMS.  CMS has been difficult to connect with.			Timely SPA approval


																					MC 8			Draft and adopt MaineCare rule for Accountable Communities			N/A						ü			ü			l																																				7


																					MC 9			Finalization of Accountable Communities contracts, Implementation			N/A (see SIM contributions leading up to this milestone)												ü																																				6, 7, 8


																					MC 10			Provide Accountable Communities with analytic reports			SIM partner MHMC will be providing the data analytics support for practices within Accountable Communities.  Funding for staff, report development and distribution, and assistance to practices are all coming through SIM.												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü									6, 7


																					MC 11			Open Accountable Communities RFA for additional rounds of applications			N/A															n			ü									n			ü


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											Planning Period Target 


Chenard, Randal: Main accomplishments expected during planning period

			Go Live Target: Issue RFA Year 1 Target: Implement Accountable Communities that impact 50,000 patient lives above and beyond those impacted through Medical Homes, 3.8% of Maine's 1.3M population.  Patients are not limited to MaineCare members attributed under Accountable Communities, since all patients, regardless of attribution status and payer, should be impacted through improved care coordination incented under model. Achieve participation from 6 Accountable Communities, including providers under current Medicare and commercial ACOs within the State (all 4 major health systems plus group of FQHC's).                  
Achieve 25,000 MaineCare lives to Accountable Communities, 8.9% of the 281,000 MaineCare population.                                            


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
												Year 2 Targets: Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.Implement Accountable Communities that impact an additional 5,000 patient lives above and beyond those impacted through Medical Homes, reaching 4.2% of Maine's population.Achieve participation from 2 additional Accountable Communities. Achieve attribution of additional 2,700 MaineCare lives to Accountable Communities, 9.8% of the  MaineCare population. 												Year 3 Targets: Provide all Accountable Communities with monthly utilization reports drilled down to the Primary Care practice level, and quarterly reports on actual TCOC to date and quality benchmark achievement.Achieve participation by all MaineCare Accountable Communities in 90% of bimonthly ACI learning collaborative meetings.Implement Accountable Communities that impact an additional 5,500 patient lives above and beyond those impacted through Medical Homes, reaching 4.6% of Maine's population. Achieve participation from 2 additional Accountable Communities. Achieve attribution of additional 2,000 MaineCare lives to Accountable Communities, 10.5% of the  MaineCare population.                                                          


			Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


									


Chenard, Randal: Main accomplishments expected during planning period

			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

									


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Aligned Payment Models
Improved Continuum of Care			X			X			X			Objective 2: Implement MaineCare Behavioral Health Homes Initiative


																		B.7, C.9, G.15. G.17, H.22, H.23			MC 12			Conduct provider outreach and education, including regional forums on proposed model			Leveraging SIM-funded relationship with partner Maine Quality Counts to educate and provide outreach to existing Health Home Practices and Community Care Teams regarding the Behavioral Health Homes model.			ü


																					MC 13			Issue provider Request for Applications (RFA) and select eligible applicants			N/A						ü


																					MC 14			Obtain CMS approval for State Plan Amendment 			N/A			ü			ü			ü			l																														Plan to submit SPA on 11/15 with retroactive approval to 1/15.  State would be at risk while SPA not approved.  90-day approval dependent on CMS comfort with draft SPA.


																					MC 15			Draft and adopt MaineCare rule for Behavioral Health Homes			N/A			ü			ü			ü			l																														Aggressive timeline.  Challenging new area for AAG Office review.			Implementation of rule, initiative			9


																					MC 16			Development of Behavioral Health Homes Enrollment System provider portal			N/A			ü			ü			l			l


																					MC 17			Eligible member identification and enrollment			N/A						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MC 18			Contract with entity to implement Behavioral Health Home Learning Collaborative			SIM is fully funding the learning collaborative.						ü																																				Lengthy, burdensome State contracting process			Effective date of contract.			8


																					MC 19			Development and implementation of Behavioral Health Home Learning Collaborative			SIM is fully funding the learning collaborative.						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MC 20			Implementation			N/A									ü			l


																					MC 21			Provide Behavioral Health Homes with utilization and quality reports			SIM  funding is being utilized for the development and distribution of multi-payer practice quality and utilization reports.									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


			Objective 2 Accountability Targets: 																											Planning Period Target 
Complete draft SPA and draft rule
Initiate consultations with SAMHSA, CMS			Go Live Target: 
Year 1 Target: 
Successfully recruit 15 Behavioral Health Home organizations (BHHOs) with 7000 enrolled members with SMI/ SED.  There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.

												Year 2 Targets: 
Increase enrolled members to 7700.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.
												Year 3 Targets: 
Increase enrolled members to 8500 total.
3 in-person learning sessions annually, monthly working group, monthly phone and webinar support for 15 BHHOs and partnering practices.
There are 75 Behavioral Health Organizations that currently provide services being transformed through Behavioral Health Homes, and about 24,000 members with SMI/SED.


			Objective 2: Annual Cost  																														$163,636												$218,182												$218,182


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Improved Continuum of Care 
Patient/Family Centeredness of Care						X			 			Objective 3: Develop and implement Physical Health Integration workforce development component to Mental Health Rehabilitation Technician/Community (MHRT/C) Certification curriculum.6


			  															 L.32			MC 22			Finalize contract with selected vendor			N/A			 			 			ü			l																														 			 


																					MC 23			Development of curriculum			Funded by SIM			 						n			n			ü			ü			ü


																					MC 24			Implementation of trainings/ curriculum			Funded by SIM						 			 									n			n			ü			ü			ü			ü									 			 			 


			Objective 3: Accountability Targets 																											Planning Period Target 			Go Live Target: Year 1 Target: Curriculum and training plan developed for Physical Health Integration component to Mental Health Rehabilitation Technician/Community Training												Year 2 Targets: 
500 direct service behavioral health individual providers trained in physical health integration.												Year 3 Targets: 



			Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																														$219,357												$342,342


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																																																																										


Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Improved Continuum of Care 
Patient/Family Centeredness of Care						X			 			Objective 4: Provide training to Primary Care Practices on serving youth and adults with Autism Spectrum Disorder and Intellectual Disabilities.7


																		L.32			MC 25			Finalize contract with selected vendor			N/A			 			 			ü			l																														 			 


																					MC 26			Provide training to pediatric sites			SIM enables additional 60 pediatric sites to be trained utilizing existing curriculum.			 									ü			ü			ü			ü			ü			ü			ü			ü


																					MC 27			Develop training for adult practice sites			SIM funds development curriculum to serve adults with Intellectual Disabilities and ASD.						 			 			ü																														 			 			 


																					MC 28			Implement Adult training at 5 pilot sites			SIM enables pilot of 5 adult practice sites to be trained.						 			 						ü																											 			 


																					MC 29			Provide training to adult practice sites			SIM enables 115 adult practice sites to be trained.												 			 			ü			ü			ü			ü			ü			ü			ü			ü									 


			Objective 4: Accountability Targets 																											Planning Period Target 			Go Live Target: Year 1 Target: Curriculum and training plan developed for Adult Practice Sites. Curriculum piloted at 5 Adult Practice Sites. Training conducted at 15 pediatric sites. There are over 400 primary care practice sites in Maine.												Year 2 Targets: 
Training conducted at 30 pediatric sites
Training conducted at 55 adult practice sites
There are over 400 primary care practice sites in Maine.												Year 3 Targets: 
Training conducted at 15 pediatric sites
Training conducted at 60 adult practice sites
There are over 400 primary care practice sites in Maine.


			Objective 4: Annual Cost (Aligns with annual budget total's submitted with contract)																														$42,239												$88,489												$65,738
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ME Health Management Coalition


																		Maine SIM Grant - Executive Level Project Plan with Accountability Targets																																	ü			Milestone									l			Ongoing  work in preparation of completing Milestone


			SIM Partner Organization:   Maine Health Management Coalition Foundation																					Lead/Point for Organization:  Ellen Schneiter 									Milestone Timeline																																				 Risks & Dependencies


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13- 9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice and payment decisions			ü			 			 			Objective 1:  Health information to influence market forces and inform policy:  track health care costs																																																																					 


			  															1			MHMC 1			Execute DUAs with CMS to ensure availability of Medicare data			SIM grant funds the processing of Medicare and MaineCare data.

The SIM grant provides the financial support for this work, increasing staff resources at MHMC to include ___ FTEs which will work on support of these data.			ü			ü			l			l																														Precedent security audits of data vendor by CMS			Provider participants in HIE												 


																					MHMC 2			Execute BAA with MEDHHS to ensure access to MaineCare data. DUA is incorporated into SIM sub recipient contract between MHMC and MEDHHS.						ü


																					MHMC 3			Execute/renew agreement with MHDO for receiving commercial claims on an ongoing basis												ü												ü												ü									Denial of access to claims data (highly unlikely)						 


																					MHMC 4			Establish/execute necessary BAAs and DUAs with participating commercial plans to access commercial claims data						ü


																					MHMC 5			Execute new scope of work between MHMC and data vendor, HDMS									ü																																				Delays in processing agreements			Timely execution of SIM contract with DHHS


																					MHMC 6			Onboard additional staff to support data program activities and cost of care activities						ü			ü			ü																																	Ability to identify appropriate candidates to fill positions; timely execution of state contract


																					MHMC 7			Update statewide commercial claims on an ongoing, quarterly basis						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Timeliness of availability of datasets. MHDO is transitioning to a new data vendor, which could delay processing. Compliance of commercial claims submitters.			3, 6


																					MHMC 8			Obtain initial Medicare claims data feed; FTP directly to HDMS, implement and QC Medicare data															ü																														Delay in execution of DUA with CMS. Delay in transmission of data from CMS.			1


																					MHMC 9			Obtain subsequent Medicare claims data feeds to update database; FTP directly to HDMS, implement and QC Medicare data																					ü						ü						ü						ü						Delay in execution of DUA with CMS. Delay in transmission of data from CMS.			1


																					MHMC 10			Update MaineCare data on a continuing basis; data feeds will be received monthly, but processing to occur on a quarterly basis									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Delays in transmission of data from Molina to HDMS			2, 5


																					MHMC 11			Reconvene Healthcare Cost Workgroup and convene new Behavioral Healthcare Cost Workgroup - hold first meetings			The work around cost of care and, in particular, cost of behavioral health care, would not occur if it were not for SIM. 

SIM is providing financial support for not only the data management and analysis needed to track and benchmark trends in cost of care, but also for 1 FTE dedicated specifically to work with the Healthcare Cost workgroups.						ü																																				Inability to schedule meetings during month of December


																					MHMC 12			Convene regular meetings of Healthcare Cost Workgroups.  Work to identify metrics to track cost of care, refining algorithm used in original grant proposal. Must ensure that metrics chosen complement payment reform strategies and benefit design strategies developing in Maine's health are environment.												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Ability to hold successful monthly meetings will hinge on participants' level of stamina for the task and their availability. Timely availability of claims data impacts ability to carry out work for these groups.			6,09,10,11


																					MHMC 13			Publication of Healthcare Cost Fact Book			The SIM grant is supporting the development of the underlying analyses for the Fact Book, as well as its production and distribution, which would not occur without the grant.									l			l			ü			l			ü			l			ü			l			ü			l			ü						12


																					MHMC 14			CEO Roundtables convened to inform business and opinion leaders re: cost of care in Maine, trends			The frequency of CEO Roundtables (approximately 2/year) is directly attributable to the grant. 									l			l			ü			l			ü			l			ü			l			ü			l			ü						12


			Objective 1: Accountability Targets 


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

																											Planning Targets:              Development and, when feasible, execution of necessary legal agreements required to gain access to claims datasets			Year One Target:  Build claims database that spans Medicare, MaineCare and commercial populations of Maine. This will represent approximately 900k covered lives who are eligible to receive services from Maine's provider community. Providers include all 39 Maine hospitals and all other non-hospital providers in the state who contract with one or more commercial carriers, Medicare and/or MaineCare.  (2) Develop/refine appropriate metrics and approach to measuring and tracking cost of care over time. (3) Publish initial edition of Healthcare Cost Fact Book and convene CEO Roundtable.


												Year 2 Targets: 
(1) Maintain access to broad-based dataset. 
(2) Publish two updated editions of Fact Book. 
(3) Convene 2 additional CEO Roundtables, increasing attendance from 20 to 30 opinion leaders.
 												Year 3 Targets: 
(1) Maintain access to broad-based dataset.  
(2) Issue two additional updates of Fact book.  
(3) Convene two additional CEO Roundtables, increasing attendance from 30 to 50 CEOs.


			Objective 1: Annual Cost (Aligns with annual budget total's submitted with contract)																														$   1,537,917.00			$   1,161,809.00			$   1,161,809.00			$   1,318,891.00			$   1,367,203.00			$   1,161,809.00			$   1,318,891.00			$   1,161,809.00			$   1,371,468.00			$   1,318,891.00			$   1,161,809.00			$   1,161,809.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice and payment decisions			ü									Objective 2:  Health information to influence market forces and inform policy: value based benefit design


																					MHMC 15			Onboard VBID staff person			The SIM grant enables support for 1 FTE dedicated to the work around value based design									ü												ü												ü									Implementation contract with DHHS not signed timely, may delay hire


																					MHMC 16			Survey plans to document current or planned activity for payment based on quality performance and cost effectiveness. 			The MHMC has been engaged in work around value based design for some time. In addition to providing a dedicated staff resource for this work, the presence of the grant provides important impetus and energy around this initiative which is a non-quantifiable asset.												ü																																	1


																					MHMC 17			Identify and develop key elements of value based design, based on the work of the ACI and Healthcare Cost Workgroups. Specify measures of quality performance and cost effectiveness, giving special consideration to alignment with those measures being used by payers - including Medicare and MaineCare. 															ü																																	1, 2


																					MHMC 18			Convene VBID workgroup and explore opportunities to align patients' out of pocket costs such as copays and deductibles with the value of services provided, as well as opportunities identified by the Healthcare Cost Workgroups and the ACI workgroup focusing on patient incentives as well as provider incentives. Learning from the experiences of payers and provider communities to date.															ü						ü						ü						ü						ü									1, 2


																					MHMC 19			Evaluate and test the operability of alternative designs with regard to legal constraints including confidentiality statues, the ability of provider systems to implement and align with features of desired designs and the ability of paymers to implement such designs. Adopt set of core measures															ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						4


																					MHMC 20			Rank plans according to adopted VBID metrics; update on at least an annual basis																		ü												ü												ü						4, 5


																					MHMC 21			Publicly report VBID rankings, updating at least annually																		ü												ü												ü						6


																					MHMC 22			Advance change across payers by working with the ACI Workgroup, engaging consumers and employees around the issue of VBID and by engaging CEO decision makers around the potential of this type of benefit design. 			MHMC works with employer leaders to advance this type of change in coverage. SIM is providing enhanced support for this type of effort by providing dedicated staff support to the work around VBID as well as funding to support additional CEO Roundtables, which will serve as forums and learning Collaboratives for the state's business leaders.															ü			ü			ü			ü			ü			ü			ü			ü			ü						1-7


																					MHMC 22.1			MHMC will introduce the NDPP at the ACI workgroup. ACI may serve as a venue for the NDPP pilot to showcase its work, educate purchasers regarding the program, building familiarity with the NDPP across a broad community. One aspect of this effort will be to work with the purchasers in ACI to identify candidate measures that may be used to gauge the relative impact/success of the introduction of the NDPP in a pilot workplace. The MHMC will help the DCD recruit commercial plan sponsors to participate in the CDC's NDPP pilot.             			The Coalition would likely not become actively involved in working with the State to identify potential business participants for the State's NDPP initiative, if not for the SIM project.									ü																																	Although the MHMC will provide the CDC with an opportunity to recruit ACI employer participants into the NDPP pilot and although the MHMC will work to encourage such participation, there is the risk that no participating employers will choose to enroll in the initiative.  The MHMC cannot guarantee such participation.			The CDC is responsible for conduct of the NDPP pilot. If the pilot does not get off the ground, there will be no need for this discussion to occur at the ACI.
Participation of the NDPP/CDC staff in the educational session(s).



																					MHMC 22.2			MHMC will provide the already compiled methodology and results of State of Maine TDES program evaluation.			The Coalition would share the information relative the to TDES evaluation even in the absence of SIM.						ü


																					MHMC 22.3			Using data and information generated by the Maine CDC regarding the outcomes or performance of the NDPP in the pilot worksites, the MHMC will work with ACI participants to help identify possible alternate, sustainable payment models for the National Diabetes Prevention Program (NDPP) program. This work will be informed by the relative success of the pilot project - as marked against performance measures and anticipated outcomes.			The Coalition is not likely to have become actively involved with the State's NDPP initiative in the absence of SIM. 									l			l			l			l			l			l			l			l			ü			ü			ü			The NDPP pilot effort may fail to collect data and information germane to the measures of success important to purchasers and payers participating in the ACI. Alternatively, outcomes may not be persuasive enough to encourage widespread adoption of the program in the workplace. The short time frame within which the grant occurs may not provide sufficient time to collect such convincing evidence. This will compromise the likelihood that participants will endorse or adopt any recommended funding strategies.			Successful conduct of the NDPP pilot in a timely manner, including collection of valid, reliable outcomes measures.


																					MHMC 22.4			MHMC will introduce the NDPP to the VBID workgroup, in an effort to recommend elements of value based insurance design that can be used to reinforce the tenets of the NDPP.			The Coalition is not likely to have become actively involved with the State's NDPP initiative in the absence of SIM. 															ü


																					MHMC 22.5			The Maine Health Management Coalition will introduce CDC's Community Health Worker (CHW) pilots to ACI steering committee, as well as seek input on the pilots from the Payment Reform Subcommittee, to inform and educate these participants on the CHW initiative being conducted by the Maine CDC. The pilot is slated to begin in the spring of 2014. If the CHW pilot proves successful, ACI participants will explore strategies to develop and implement sustainable funding mechanisms to support this service on an on-going basis. Due to the timing of the pilot and the need to allow it to run for some substantial period of time in order to prove itself, this discussion will not occur before the latter half of Year Three of the project.			The Coalition would not have become involved with the State's CHW initiative were it not for the SIM project.						 						ü																														The CHW pilot is a project of the Maine CDC. As such, the CDC is wholly responsible for the pilot getting off the ground in a timely fashion and running smoothly. The CDC is also responsible for collecting valid, reliable data regarding the outcomes of the pilot. Purchasers, payers and providers will need to be provided good outcomes data in order to move the issue of sustainable funding forward in these MHMC workgroups. The risk of not having such data within the short timeframe of the SIM grant appears to be relatively high.			The CDC is responsible for conduct of the CHW pilot. If the pilot does not get off the ground, there will be no need for this discussion to occur at the ACI.
Participation by the CHW/CDC staff in these work sessions.


			Objective 2 Accountability Targets: 																											Planning Period Target 			Year 1 Targets:
(1) Adoption of core set of metrics against which plan designs may be benchmarked
(2) Publication of initial rankings of benefit designs												Year 2 Targets: (1) Refined metrics, as appropriate, based on trends and on market experience (2) increase in number of covered lives enrolled in plans incorporating narrowly constructed VBID , to include alignment of copays/deductibles, utilization of high value providers as determined by MHMC Get Better Maine rankings or ACI metrics, and use of shared decision making of all preference sensitive services.  Enrollment in plans with such designs will grow from 0 to 10k in Year 1.												Year 3 Targets: 
(1) Refined metrics, as appropriate, based on trends and on market experience
(2) increase in number of covered lives enrolled in plans incorporating VBID from 10k to 30k.



			Objective 2: Annual Cost  																														$   351,107.00			$   232,651.00			$   232,651.00			$   216,476.00			$   555,130.00			$   232,651.00			$   216,476.00			$   232,651.00			$   380,333.00			$   216,476.00			$   232,651.00			$   232,651.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice and payment decisions			ü			ü			 			Objective 3: Health information to influence market forces and inform policy:  Identify common metrics across payers for public reporting and alignment with payment through the work of the PTE Workgroups


																		Sub objective 3.1:  PTE Physician
























Sub objective 3.2:  APC


















Subjective 3.3:  PTE Systems





























































Sub objective 4.2: PTE Systems





















			MHMC 23			Data Collection/Evaluation: Practice Clinical and Office System Evaluation Data.  Physician, Practice Data - aggregation of data re: provider ratings for clinical recognition. Providers submit data to NCQA or BTE for selected metrics, or submit data directly to MHMCF			SIM provides critical support to this work, allowing for the scaling up of the volume of work that accompanies the grant initiative. This support comes in the form of additional FTE support dedicated to the PTE process itself, as well as data management and analytic support. Work on APC recognition would not occur in the absence of SIM






















			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Providers fail to submit data			 


																					MHMC 24			MHMCF downloads recognitions, or data for recognitions, from
   -- Bridges to Excellence (RDE file)
   -- CMS (meaningful use) 
   -- IMPACT (pediatitec immunization)
   -- Practices  (pediatric asthma data)
 						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Providers fail to submit data			1


																					MHMC 25			Update Provider Database on a real time basis of the MHMC provider hierarchy. This includes tracking providers, their site(s) of practice, specialty, health plan affiliation(s), ACO affiliation, and so on. 						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC 26			Publically Report Physician Practice Ratings - Reporting across practices						ü			 			l			l			ü			l			l			l			ü			l			l			l			ü			PTE Workgroup fails to reach consensus re: metrics/reporting or Board fails to approve			2			 


																		Sub objective 3.2			MHMC 27			PTE Physicians group to identify core metrics for APC recognition						 						ü


																					MHMC 28			Testing of identified metrics for feasibility									 			ü			ü


																					MHMC 29			PTE adoption of APC metrics including value assignment; board approval									 			l			l			ü


																					MHMC 30			Publication of APC metrics															 			 			ü																											7


																					MHMC 31			Updating of published metrics															 			 			ü			 			ü			 			ü			 			ü			 			Updated data is not submitted timely			8


																		Sub Objective 3.3			MHMC 32			Data Collection/Evaluation, Hospitals and Systems - aggregation of data re: hospital and System ratings/recognition program. Obtain data for hospital evaluations from:   -- CMS (appropriate care, patient experience)
   -- Onpoint ( Medication Safety)
   -- Leapfrog (patient safety, early deliverables)
   -- MHDO (Care transitions, falls with injury)
						ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Providers fail to submit data			 


																					MHMC 33			Compute, assignment of ratings, hospital review, governance review and update website - public reporting						ü			 			l			l			ü			l			l			l			ü			l			l			l			ü			PTE Workgroup fails to reach consensus re: metrics/reporting or Board fails to approve			11


																					MHMC 34			Publically Report Hospital Ratings - Reporting across hospitals						ü			 			l			l			ü			l			l			l			ü			l			l			l			ü						12			 


																		Sub objective 3.4: ACI Metrics  








































			MHMC 35			ACI Workgroup Meetings			The ACI Workgroup will undergo a revitalization and refocusing/redoubling of effort under SIM. The work of this group will expand to include the development of ACI metrics, to allow benchmarking of organizations; this effort is attributable to SIM. 			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Group operates by consensus; may decide to meet every other month


																					MHMC 36			Define and adopt ACO standards, predicated on accepted principles of the group; vet reporting metrics up through PTE Systems to MHMC Board.									ü			l			l			l																											Group fails to reach consensus on core set of metrics for public benchmarking


																					MHMC 37			Identify performance targets and measure performance against targets												ü			l			l																											Group fails to reach consensus on core set of metrics for public benchmarking			This work depends on the data management tasks outlined under Objective 1 above


																					MHMC 38			Assess any change in readmission rates; care management of high cost/high utilizing patients; e-visits; and pharmacy management. Consideration of findings of the Healthcare Cost Workgroups (including BH cost group) and implications for ACO arrangements in Maine.															ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						This work depends on the data management tasks outlined under Objective 1 above


																					MHMC 39			Identify additional metrics to be used for learning and contracting purposes, as opposed to public reporting and benchmarking.; these metrics may be used to inform and measure risk contracting arrangements with regard to both quality and cost. Track metrics over time. 												ü						ü												ü									ü						Group fails to reach consensus on set of metrics to be used for learning collaborative purposes


																					MHMC 40			Document progress toward alignment demonstrated by systems and practice-based initiatives through biannual reports vetted through the ACI Workgroup. 															ü						ü						ü						ü						ü									14-18


																		Sub objective 3.5:  Behavioral Health PTE			MHMC 41			Outreach to potentially interested persons regarding participation in new PTE BH Workgroup			This work would not occur in the absence of SIM			ü


																					MHMC 42			Identify behavioral health clinical consultant; on board BH PTE staff									ü


																					MHMC 43			Convene PTE BH Workgroup. At initial meeting provide orientation to PTE process, establish ground rules that will guide the work of the group.									ü			ü			ü			ü						ü						ü						ü						ü			A critical mass of interested parties fails to be identified			20, 21


																					MHMC 44			Identification of Viable Performance Measures - candidate measures proposed by Committee members, staff 									ü			ü																																	Group fails to reach consensus			22


																					MHMC 45			Candidate measures assessed against specification review criteria (importance, scientific acceptability, usability, feasibility, addresses gaps in performance)												ü			ü																														Identified metrics prove inappropriate due to lack of availability of valid data			22


																					MHMC 46			Clinical review of candidate measures that satisfy specification review criteria												ü			ü																																	22


																					MHMC 47			Surviving candidate measures to PTE Committee for value assignment (identify breakpoints for assignment of good/better/best ratings)															ü			ü																											Identified metrics prove inappropriate due to lack of availability of valid data			24, 25


																					MHMC 48			Surviving candidate measures adopted by PTE BH workgroup and Board for review; ensures purchaser buy in																		ü																											Full group/board fail to adopt			26


																					MHMC 49			Approved metrics incorporated into rankings and published																					ü																											26


																					MHMC 50			Update measures/rankings as appropriate																											ü						ü												Data must be received from payers in timely manner			28


																		Sub objective 3.6:  Reporting on Patient Experience of Care			MHMC 51			MHMCF obtains survey data from CMS-CG-CAHPS re: overall patient experience of care; data analyzed by Onpoint			SIM is funding the reporting work associated with patient experience of care surveying.						ü																																				Data must be received from vendors in a timely manner


																					MHMC 52			CG-CAHPS data incorporated into existing reporting database 									ü																																				Data must be received from vendors in a timely manner			30


																					MHMC 53			Develop methods for updating CG-CAHPs for practices alternative the annual cycle of updates.									ü																																				Data set must contain valid observations to allow reporting			31


																					MHMC 54			Develop reporting processes for CG-CAHPs												ü																																	Data set must contain valid observations to allow reporting			32


																					MHMC 55			Develop plan to continue CG-CAHPS survey past the first year.												ü																																	Viability of plan will need to consider available resources; no budget for this activity. Continued MQF funding required.


																		Sub Objective 3.7			MHMC91			Obtain initial clinical data feed; FTP directly to HDMS, implement and QC clinical data															ü


																					MHMC92			Clinical data first included in production data and available for reporting.																		ü


																					MHMC93			Measure development, testing, and implementation using clinically enhanced claims data.																		ü			ü


																					MHMC94			Submit application to HIN to request access to the clinical data.																					ü


																					MHMC95			Application approval and execution of any necessary DUAs.																					ü


																					MHMC96			Enhance reports to include measures derived from clinically enhanced claims data.																								ü


																					MHMC97			Update clinical data on a continuing basis; data feeds will be received monthly, but processing to occur on a quarterly basis.																											ü			ü			ü			ü			ü			ü





																		Sub objective 3.8 Accountable Communities and Related Initiatives			MHMC98			Participate in MaineCare Accountable Community measurement methodology discussions			ü									ü			ü


																					MHMC99			Replicate AC member attribution using the methodology specified by the Department’s consultant (Deloitte) and approved by the Department.  The Department’s consultant (Deloitte) will work with the contractor in implementing the methodology the consultant develops, resolving any issues with the methodology. The Contractor will not carry out the attribution activity until the Department’s consultant and the Department certifies that the methodology is approved and ready for use.															ü																														Consultant fails to complete work on methodology; errors or needed changes are identified during replication process			MC5


																					MHMC100			Replicate AC benchmark PMPMs using the methodology specified by the Department’s consultant (Deloitte) and approved by the Department. The Department’s consultant (Deloitte) will work with the contractor in implementing the methodology the consultant develops, resolving any issues with the methodology. The Contractor will not carry out the calculation of PMPM benchmarks until the Department’s consultant and the Department certifies that the methodology is approved and ready for use.															ü																														Consultant fails to complete work on methodology; errors or needed changes are identified during replication process			MC5


																					MHMC101			Provide monthly utilization reports for ACs 																		ü			ü			ü			ü			ü			ü			ü			ü			ü			Consultants fail to complete work on methodology; data required for calculations not available; CMS fails to approve the DHHS State Plan Amendment; no providers participate in AC initiative			The timeline for this activity is dependent upon the actual launch date by the Department of the AC initiative. 
MHMC98, 99, MC9


																					MHMC102			Provide quarterly quality, attribution, and TCOC reports for ACs 																		ü			ü			ü			ü			ü			ü			ü			ü			ü			Consultants fail to complete work on methodology; data required for calculations not available; CMS fails to approve the DHHS State Plan Amendment; no providers participate in AC initiative			The timeline for this activity is dependent upon the actual launch date by the Department of the AC initiative. 
MHMC 98, 99, MC9


																					MHMC103			Measure and report final Year 1 Accountable Community scorecard and final savings or recoupment payments for each participant in the Department’s Accountable Communities initiative using the methodology specified by the Department’s consultant (Deloitte) and approved by the Department. Detailed requirements of quarterly attribution reconciliation, if needed, will be negotiated between the Contractor and the Department. Successful completion of this activity is predicated on the availability of completed performance year data for each participant in the AC initiative.																																	ü												Consultants fail to complete work on methodology, data required for calculations not available; CMS fails to approve the DHHS State Plan Amendment; no providers participate in AC initiative			The timeline for this activity is dependent upon the actual launch date by the Department of the AC initiative. 
MHMC 98, 99, MC9


																					MHMC104			Conduct AC member attribution based on consultant methodology for Year Two of the initiative																					ü			ü																					Consultant fails to complete work on methodology			MHMC99


																					MHMC105			Calculate AC benchmark PMPMs based on consultant methodology for Year Two of the initiative																					ü			ü																					Consultant fails to complete work on methodology			MHMC100


																					MHMC106			Provide monthly utilization reports for HHs 																		ü			ü			ü			ü			ü			ü			ü			ü			ü			Data required to run reports is not available


																					MHMC107			Provide monthly utilization reports for BHHs 																		ü			ü			ü			ü			ü			ü			ü			ü			ü			Data required to run reports is not available; CMS fails to approve DHHS' State Plan Amendment; no providers enroll in BHH initiative			Actual timing of this activity is dependent upon the Department's ability to launch the BHH initiative. MC20


																					MHMC108			Provide quarterly quality reports for HHs 																		ü			ü			ü			ü			ü			ü			ü			ü			ü			Data required to run reports is not available


																					MHMC109			Provide quarterly quality reports for BHHs 																		ü			ü			ü			ü			ü			ü			ü			ü			ü			Data required to run reports is not available; CMS fails to approve DHHS' State Plan Amendment; no providers enroll in BHH initiative			Actual timing of this activity is dependent upon the Department's ability to launch the BHH initiative. MC20


			Objective 3: Accountability Targets 																											Planning Period Target. Convene ACI group and discuss relationship of ACI Workgroup to SIM project, SIM governance subcommittee and PTE Systems. Set ground rules that will guide the consensus process the group will work with. Identification of interested parties who wish to participate in new PTE BH Workgroup			Go Live Target: Group will come into Testing Phase ready to work, having established ground rules. Identified candidates for PTE BH workgroup. Year 1 Target: Identification of core metrics for reporting, vetted and approved  through PTE and Board. Publish initial benchmarked rankings. Percent of Maine residents covered by alternative payment arrangement grows to 219,982 or 17%
Identification of core metric set for Behavioral Health (integration and quality). Identification of core metrics for Adv Primary Care Recognition												Year 2 Targets: Learning collaborative tracking metrics identified not only for public reporting, but a separate set of metrics identified for use in learning. Number of Maine residents covered by an alternative payment arrangement grows to almost 462k, or 35.5% of population. Finalization of metrics for BH; publish first set of metrics. All metrics updated as appropriate												Year 3 Targets: Percent of Maine residents covered by alternative payment arrangements grows to 789,936 or 61%This puts on a trajectory to reach 80% coverage at the end of 5 years from start of test year. All metrics updated as appropriate


			Objective 3: Annual Cost (Aligns with annual budget total's submitted with contract)																											$   25,084.00			$   1,224,396.00												$   1,071,942.00												$   1,031,855.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Health Information to manage care, plan provider and patient-level interventions						ü			 			Objective 4:  Provide Primary Care providers access to claims data for their patient panels (portals)																																																																					 


			  															 			MHMC 56			Identify primary care practices desiring claims portals. Prioritize implementation roll out with those practices participating in ACO arrangements having highest priority.			Provider portals are currently available to practices that are part of organizations that are members of MHMC. Expansion to non-member practices occurs as a function of the SIM grant.			 			ü																																				Practices fail to sign up for portal access			 												 


																					MHMC 57			Refine mechanics of portal			This work is occurring regardless of SIM			ü


																					MHMC 58			Data analysis required to produce practice reports			The analytics associated with expanded access to provider portals would not be undertaken in the absence of SIM									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			Data must be received from payers in timely manner			1, 2


																					MHMC 59			Roll out portal starting with highest priority practices			Provider portals are currently available to practices that are part of organizations that are members of MHMC. Expansion to non-member practices occurs as a function of the SIM grant.						 			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						3			 


			Objective 4: Accountability Targets 																											Planning Period Target
Build out portal 			Year 1 Target: Complete design of portal and required analytics; data for MaineCare, Medicare and commercial populations will first be segregated with separate access due to challenges associated with the fundamental differences between the populations and the different risk profiles of the populations. Adoption by providers is voluntary, but it is estimated that 50 practices will adopt the portals in the first year.												Year 2 Targets: 
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. 20%, bearing in mind that adoption is voluntary												Year 3 Targets: 
Deliver portal functionality to all requesting providers. Estimated additional uptake: est. 20%, bearing in mind that adoption is voluntary


			Objective 4: Annual Cost (Aligns with annual budget total's submitted with contract)																														$   409,007.00			$   578,684.00			$   578,684.00			$   630,858.00			$   337,600.00			$   578,684.00			$   630,858.00			$   578,684.00			$   338,713.00			$   630,858.00			$   578,684.00			$   578,684.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Health Information to manage care, plan provider and patient-level interventions						ü						Objective 5: Provide practice reports reflecting practice performance on outcomes measures


																					MHMC 60			Extend offer of provider specific reports on risk adjusted cost and use metrics for benchmarking against peers by service category and clinical condition to all interested PCPs			Practice reports have been developed for practices in organizations that are participating in the primary care medical home pilot. SIM is enabling all other interested primary care practices to also receive practice reports						ü																																				Practices decide not to sign up to receive practice reports


																					MHMC 61			Data analysis required for new practice reports												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						1


																					MHMC 62			Roll out practice reports												ü						ü						ü						ü						ü						ü						2


																					MHMC 63			Outreach to practices (working in conjunction with Quality Counts) to assist practices in gaining proficiency in reading and understanding reports and how to use the information they contain												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü						3


			Objective 5 Accountability Targets: 																											Planning Period Target 
Continue production of practice reports for currently enrolled practices			Go Live Target: Year 1 Target: Produce practice reports for all primary care practices indicating their interest in receiving them. While we will be able to produce reports for any primary care practice that serve a critical mass of patients, practices themselves must make the decision to actively request, review and use the reports. PCMH practices represent approximately 25% of primary care practices; all receive the reports. We estimated 10% of non-PCMH practices will choose to receive reports in Year One. Each new practice will receive an outreach visit.
												Year 2 Target: 
Produce practice reports for all primary care practices indicating their interest in receiving them. We estimate that there will be an incremental increase of 10% in take up of reports in Year Two. Each new practice will receive an outreach visit.
												Year 3 Target: 
Produce practice reports for all primary care practices indicating their interest in receiving them. Estimated new uptake is 15%, bringing "coverage" with practice reports to approx. 50% of PC practices. Each new practice will receive an outreach visit.



			Objective 5: Annual Cost  																														$   457,385.00			$   737,054.00			$   737,054.00			$   818,857.00			$   406,718.00			$   737,054.00			$   818,857.00			$   737,054.00			$   408,061.00			$   818,857.00			$   737,054.00			$   737,054.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Health information for consumers			ü			 			 			Objective 6: Consumer engagement and education regarding payment and system delivery reform


			  															 			MHMC 64			Develop and implement media campaign around benefits of value based insurance design as well as broader topic of payment reform			SIM provides critical support to the educational and consumer engagement campaign; resources to undertake such a campaign are not otherwise available.


Ellen Schneiter: Ellen Schneiter:
			 			ü			ü			ü			ü			ü			ü			ü			ü															 			 


																					MHMC 65			Develop a VBID curriculum eligible for continuing end credits for brokers and HR specialists						ü


																					MHMC 66			Provide free training for advocates, AAA advisors, navigators, free care providers, brokers and HR specialists regarding benefits of VBID and other forms of payment reform									 			 			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			 			 			 


																					MHMC 67			Develop a video for payers and purchasers (including MaineCare) to use that explains how VBID plans work. 															ü


																					MHMC 68			Provide training for payers' staff members, MaineCare employees regarding characteristics and merits of VBID and other forms of payment reform																					ü			ü			ü			ü


																					MHMC 69			Develop and make available a VBID implementation tool kit																					ü


																					MHMC 70			Provide CME credits and curriculum around VBID for providers																								ü			ü			ü			ü			ü			ü			ü


			Objective 6: Accountability Targets 																											Planning Period Target 			Go Live Target: 
Year 1 Target: Educate brokers, patient advocates, HR Specialists, union leaders on merits of VBID. Outreach to 200 people.
												Year 2 Targets: Continue education and outreach efforts, reaching for all major payer organizations and MaineCare. Reach an  additional 200 individuals.
												Year 3 Targets: Continued outreach and education; reaching an additional 200 providers and individuals



			Objective 6: Annual Cost (Aligns with annual budget total's submitted with contract)																														$   102,734.00			$   78,125.00			$   78,125.00			$   83,125.00			$   94,271.00			$   78,125.00			$   83,125.00			$   78,125.00			$   94,484.00			$   83,125.00			$   78,125.00			$   78,125.00


			Secondary Driver


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			Subcommittee


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									Key Objective 


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			Associated DRR Section



Chenard, Randal: If available

			ID#


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
									Key Milestones


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: If available

									How is SIM enabling this objective/activity to occur?



Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Targets must be quantifiable.  Examples:
- # of providers reached
- # of patients touched
- # of reports developed
- # of programs developed
etc.

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

																																																																																																																																										


Chenard, Randal: Chenard, Randal:
Include dependencies on tasks inside AND outside your organization.  Any dependencies should include Notes for greater explanation			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
			


Katie Sendze: PR: Payment Reform
DSR: Delivery System Reform
DI: Data Infrastructure
									


Chenard, Randal: Objectives should represent the high level goals of each partner.  These can be represented by activities as outlined in the driver diagrams, or represented on a different basis.  Importance here is that all of the objectives together cover the totality of the work that will be executed with SIM funding
			


Chenard, Randal: If available

			


Chenard, Randal: Numbering convention important to tie dependencies together in column X


			


Chenard, Randal: Milestones are the key activities that support the overall objective and include timeframes as to when those activities will occur

			


Chenard, Randal: Potential input:  
-A. This objective/activity would not occur without SIM funding
B.  This objective/activity is significantly enhanced by SIM funding

			


Ellen Schneiter: Ellen Schneiter:
			


Chenard, Randal: Refer to Driver Diagrams.  Could be aligned to multiple secondary drivers
																											Planning Period
7/1/13-9/30/13			Year 1
10/1/13-9/30/2014												Year 2
10/1/14-9/30/15												Year 3
10/1/15-9/30/16												Known Risks			Dependency and Link to ID#


						PR			DSR			DI																		10/1/13			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4			Q1			Q2			Q3			Q4									ID#


			Data informed policy, practice and payment decisions/Aligned Payment Models/Multi-Stakeholder Coalition Building and Support						ü						Objective 7: Ensure effective management of SIM Payment Reform Subcommittee to promote sustainability of reform developed through SIM


																		A, T 			MHMC 71			Identify and finalize Subcommittee membership			A. This objective/activity would not occur without SIM funding						ü


																					MHMC 72			Convene Subcommittee			A. This objective/activity would not occur without SIM funding									ü


																					MHMC 73			Ensure participation and process according to established protocols			A. This objective/activity would not occur without SIM funding									ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC74			Develop a SIM communications Plan									ü


																					MHMC75			Create and Maintain Listserv for general SIM correspondence												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC76			Develop web portal for centralized communications ( Rackspace)												ü


																					MHMC77			Schedule/ host quarterly webinars												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC78			Produce and disseminate monthly email update to list serve												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC79			Develop and Disseminate Project Managers Report												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC80			Develop and implement website enhancements									ü


																					MHMC81			Update and maintain SIM website												ü			ü			ü			ü			ü			ü			ü			ü			ü			ü			ü


																					MHMC82			Develop/implement public information/relation strategy									ü


																					MHMC83			Create branding materials (slide decks, logos, descriptions)												ü


																					MHMC84			Create SIM Overview flier															ü


																					MHMC85			Create and disseminate SIM Fact sheet specifically for the legislature															ü


																					MHMC86			Create and disseminate SIM Fact sheet specifically for employers															ü


																					MHMC87			Create and disseminate SIM Fact sheet specifically for consumers																		ü


																					MHMC88			Create and disseminate SIM Fact sheet specifically for providers																		ü


																					MHMC89			Craft and disseminate media pitches, focused on SIM data and results																		ü			ü						ü						ü						ü


			Objective 7 Accountability Targets: 																											Planning Period Target: establish infrastructure, membership  for Payment Reform Subcommittee			Go Live Target: identify membership  for Payment Reform Subcommittee Year 1 Target: Provide support for Subcommittee in manner that supports active participation of membership												Year 2 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership												Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership


			Objective 7: Annual Cost  																											 			$   4,800												$   4,800												$   4,800


			Commitments from HIN/MHMC during Plan Synchronization: • Insuring a synergistic and integrative approach to the work of PTE- BH and the HIN BH RFP Quality work.
• Clearly outlining and communicating the process for a collaboration between HIN, health care provider(s) (Covered Entity(is)) and MHMC in integrating clinical and administrative claims data for a possible proof of concept.
































































































































































































































































































































































































































































































































































































&"Times New Roman,Regular"&8&Z&F &A	&"Times New Roman,Regular"&8&P	&"Times New Roman,Regular"&8&D






Denominator Footnotes


						Number and Explain each denominator:





			Organization			Objective			Number			Explanation


			HIN			1			1			Currently there an average of 1,600 active provider organization users of the HIE portal, tracked by HIN. The goal is increase the number of active users per target numbers as the expansion of these services to care managers grows. It is not possible to know the number of clinical support staff (care managers in this case) that support the "Clinician providers" (MD/DO/APRN/PA), thus there is no denominator for this population, thus tracking HIE active use is the selected target.


			HIN			1			2			Currently there is an average of 450 unique provider users of the HIE or notifications on a weekly basis, tracked by HIN. We aim to increase the number of unique provider users weekly, as a measure of success of implementing notifications with users.


			HIN			2			3			In Maine there are approximately 65 independent Behavioral Health Organizations. By reaching 20 organizations we will be impacting approximately 30% of this provider community. Because the RFP awardees are not known until the RFP process is vetted, the applicants confirmed, and awardees announced, the number of unique provider organization users cannot be articulated at this time. Once the 20 organizations are identified, HIN could establish more specific targets related to these organizations. The target for objective 2 is to acheive the RFP annual milestones and distribute the incentives each year. 


			HIN			4			4			Make 230,000+ mainecare member population data available in HIN Dashboard: which includes geographic distribution, gender distribution, age distribution, chronic disease prevalence and distribution, utilization statistics, and prospective risk for use of the emergency department. MaineCare estimates as of 8.2013 that there are 280,988 MaineCare members, thus the target of 230,000 allows for a margin of error and considers that less than 100% of MaineCare members are participants in the HIE. It is not known what the exact % of MaineCare members that are participants in the HIE today.


			HIN			5			5			The goal is to engage 5% of the PHR user's for the pilot site in the go-live period of the 12 month pilot by measuring that they have accessed their CCD via the "Blue Button" technology that links the PHR to the HIE patient record summary (CCD). Once the pilot site is selected we can determine what the total number of PHR users targeted.


			MaineCare			3			6			Will be RFPd - contained as MaineCare as a placeholder for now


			MaineCare			4			7			Will be RFPd - contained as MaineCare as a placeholder for now


			Maine CDC						8			CHW Referrals: CHW Pilot sites will be located in different areas in Maine.The number of providers making referrals to the CHW program will likely vary with location type - more in urban and fewer in rural areas. This Pilot Project will explore different models of to determine what works best in the different location types.  


			Maine CDC						9			CHW clients: the projections are for number of clients carried at any point in time. We cannot accurately project the turnover rate in a CHW's caseload to identify an annual total of clients seen. 


			MHMC						10			Estimated providers: 450-500
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SIM Objectives Strategic Framework 4-25-14.xlsx

Objective Summary


			Strengthen Primary Care			Weight			Integrate Physical and Behavioral Health			Weight			Develop New Workforce Models			Weight			Develop New Payment Models			Weight			Centralize Data & Analysis			Weight			Engage People & Communities			Weight


			$6,551,741						$8,664,973						$9,506,017						$8,515,411						$10,753,292						$3,669,366


			MaineCare Objective 1: 			5			MaineCare Objective 2: 			5			MHMC Objective 3: 			5			MHMC Objective 3: 			5			MHMC Objective 1: 			5			Maine CDC Objective 1: 			3


			Implement MaineCare Accountable Communities Shared Savings ACO Initiative						Implement MaineCare Behavioral Health Homes Initiative						Public Reporting for Quality Improvement and Payment Reform 						Public Reporting for Quality Improvement and Payment Reform 						Track Healthcare Costs to influence market forces and inform policy						NDPP: Implementation of the National Diabetes Prevention Program (NDPP)


			QC Objective 1: 			4			HIN Objective 2: 			4			QC Objective 1: 			4			MaineCare Objective 1: 			5			MHMC Objective 3: 			5			Maine CDC Objective 2: 			2


			Provide learning collaborative for MaineCare Health Homes						Through a RFP process, HIN will select 20 qualified Behavioral Health organizations to provide $70,000 each towards their EHR investments including their ability to measure quality.						Provide learning collaborative for MaineCare Health Homes						Implement MaineCare Accountable Communities Shared Savings ACO Initiative						Public Reporting for Quality Improvement and Payment Reform 						Community Health Workers Pilot Project


			HIN Objective 1: 			3			HIN Objective 3: 			4			QC Objective 3: 			4			MHMC Objective 2: 			4			HIN Objective 1: 			3			MHMC Objective 6: 			2


			HIN’s Health Information Exchange (HIE) data will support both MaineCare and provider Care Management of ED and Inpatient utilization by sending automated email’s to Care Managers to notify them of a patient’s visit along with associated medical record documents. 						Connect Behavioral Health providers to HIN’s Health Information Exchange						Provide QI Support for Behavioral Health Homes Learning Collaborative						Stimulate Value Based Insurance Design						HIN’s Health Information Exchange (HIE) data will support both MaineCare and provider Care Management of ED and Inpatient utilization by sending automated email’s to Care Managers to notify them of a patient’s visit along with associated medical record documents. 						Consumer engagement and education regarding payment and system delivery reform 


			MHMC Objective 4: 			3			QC Objective 3: 			3			MaineCare Objective 3: 			3			MHMC Objective 5: 			3			HIN Objective 4: 			2			HIN Objective 5: 			1


			Provide Primary Care Providers access to claims data for their patient panels (portals)						Provide QI Support for Behavioral Health Homes Learning Collaborative						Develop and implement Physical Health Integration workforce development component to Mental Health Rehabilitation Technician/Community (MHRT/C) Certification curriculum.6						Provide practice reports reflecting practice performance on outcomes measures						HIN will provide MaineCare with a web-based analytics tool referred to as a “Dashboard”. The Dashboard will combine the current real-time clinical HIE data with MaineCare’s claim’s data. This is the first test of Maine’s HIE to support a “payer” using clinical EHR data. 						HIN will provide patients with access to their HIE medical record by connecting a Provider’s “Patient Portal” to the HIE. The patient will access the HIE record via a “blue button” in their local patient portal environment.


			MHMC Objective 5: 			3			QC Objective 1: 			5			Maine CDC Objective 2: 			2			QC Objective 1: 			4									QC Objective 4: 			1


			Provide practice reports reflecting practice performance on outcomes measures						Provide learning collaborative for MaineCare Health Homes						Community Health Workers Pilot Project						Provide learning collaborative for MaineCare Health Homes												Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)


			MaineCare Objective 4: 			2															Maine CDC Objective 1: 			3


			Provide training to Primary Care Practices on serving youth and adults with Autism Spectrum Disorder and Intellectual Disabilities.																		NDPP: Implementation of the National Diabetes Prevention Program (NDPP)


			QC Objective 4: 			1


			Provide QI Support for Patient-Provider Partnership Pilots (P3 Pilots)










































































			 
















































































			 





			 

































































			 





			 


























			 





























									


Chenard, Randal: Go Live Target = What are we testing beginning on 10/1/3
 
Year 1 Target - How will we be expanding that test

More information s/b provided for Year 1 versus year 2 or 3
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Maine State Innovation Model Strategic Framework	



&P	



Year 2 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership.


Year 3 Targets: 
Provide support for Subcommittee in manner that supports active participation of membership.
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Weighting Criteria for Maine SIM Objectives





Definitions: 


			Strategic Pillar Objective


			The Strategic level objective that the identified SIM objective aligns to, i.e. – the objective of ‘Strengthening Primary Care’





			SIM Objective


			The SIM objectives that are aligned to the appropriate SIM Strategic Pillar, i.e., MaineCare Objective 1: Implement MaineCare Accountable Communities Shared Savings ACO Initiative








			Objective Weight Assignment


			Objective Category


			Guiding Criteria





			5


			Foundational Objective


			1. The objective is foundational to SIM Grant’s ability to achieve the Strategic level objectives represented by the Strategic Pillar, 





			4


			Critical Objective


			1. A SIM objective that is critical to the Strategic level objective, and failure to achieve this objective would hamper the effectiveness of any foundational objective, aligned to the Strategic Pillar, or


2. The objective is integrated with other objectives within the Strategic Pillar, meaning failure to achieve it would impact other objectives and challenge significantly the ability to achieve  the Strategic Pillar objective








			3


			Supportive Objective


			1. The objective provides substantial support to a foundational or critical objective aligned in the Strategic Pillar, or


2. Failure to achieve a supportive objective would have a moderate impact on the ability to achieve the strategic objective





			2


			Contributory Objective


			1. The SIM objective contributes to the Strategic objectives  for targeted populations


2. Limited integration exists with other SIM objectives in the Strategic Pillars 





			1


			Limited Scope Objective


			1. The objective is of limited scope or time period


2. Little or no integration exists with other objectives 
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Quarter%203%202014%20Financial%20report.xlsx
Objects FFY14

																		April		May		June

		Object Name		Legal Name		Department		Bucket Name		Unit		Unit Name		Object		Object Name		23		24		25		Totals

		Consultation 		Randy Chenard		10A		Cash Expenses		3080		SIM		4073		Contract 		$14,423.07		$9,615.38		$9,615.44		$33,653.89

		Consultation 		HealthInfoNet		10A		Cash Expenses		3080		SIM		4073		Contract 		$297,280.00		$140,201.00		$294,201.00		$731,682.00

		Consultation 		MHMC		10A		Cash Expenses		3080		SIM		4073		Contract 		$473,915.00		$323,363.00		$331,380.00		$1,128,658.00

		Consultation 		Quality Counts		10A		Cash Expenses		3080		SIM		4073		Contract 		$135,181.00		$135,183.00		$135,183.00		$405,547.00

		Consultation 		MCD		10A		Cash Expenses		3080		SIM		4073		Contract 		$118.15		$17,351.41				$17,469.56

		Other		Unknown		10A		Cash Expenses		3080		SIM		4099		Misc. Prof fees		$264.00		$0.00		$276.00		$540.00

		Personnel				10A		Cash Expenses		3080		SIM		3110		Permanent Regular								$0.00

		Personnel				10A		Cash Expenses		3080		SIM		3210		Limited Period Regular		$3,216.14		$2,348.12		$3,296.93		$8,861.19

		Personnel				10A		Cash Expenses		3080		SIM		3280		Limited Period Vacation		$319.52						$319.52

		Personnel				10A		Cash Expenses		3080		SIM		3281		Limited Period Holiday				$159.76		$159.76		$319.52

		Personnel				10A		Cash Expenses		3080		SIM		3282		Limited Period Sick		$49.93		$59.91				$109.84

		Personnel				10A		Cash Expenses		3080		SIM		3612		Premium Overtime		$49.95						$49.95

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3901		Health Insurance		$717.32		$731.84		$958.49		$2,407.65

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3905		Dental Insurance		$18.63		$18.77		$23.13		$60.53

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3906		Workers Comp		$52.49		$52.94		$65.23		$170.66

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3908		Employer Retiree Health		$386.53		$227.24		$305.95		$919.72

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3910		Employer Retirement Costs		$165.50		$122.01		$197.44		$484.95

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3911		Employer Group Life		$27.33		$19.30		$25.55		$72.18

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3912		Employer Medicare Costs		$47.83		$33.04		$43.55		$124.42

		Fringe Benefits				10A		Cash Expenses		3080		SIM		3960		Retire Unfunded Liability - Reg		$526.05		$371.55		$500.19		$1,397.79

		Legal				10A		Cash Expenses		3080		SIM		4142		Legal Services						$4,988.00		$4,988.00

		Travel												4360		OOS Air Fare								$0.00

		Travel												4380		Auto mileage OOS								$0.00

		Travel												4381		Other Transportation								$0.00

		Travel												4383		Hotel Room								$0.00

		Travel												4384		Meals and Gratuities								$0.00

		Contract				10A		Cash Expenses		3080		SIM		4607		Rental				$250.00				$250.00

		IT/Technology				10A		Cash Expenses		3080		SIM		5302		Telephone						$66.76		$66.76

		IT/Technology				10A		Cash Expenses		3080		SIM		5310		IT End User						$218.90		$218.90

		IT/Technology				10A		Cash Expenses		3080		SIM		5331		Network Access								$0.00

		IT/Technology				10A		Cash Expenses		3080		SIM		5359		Servers								$0.00

		IT/Technology				10A		Cash Expenses		3080		SIM		5380		Subscription 						$75.02		$75.02

		IT/Technology				10A		Cash Expenses		3080		SIM		5386		Mobile Data						$14.19		$14.19

		IT/Technology				10A				3080		SIM		5387		Citrix						$49.00		$49.00

		Supplies				10A		Cash Expenses		3080		SIM		5602		Office supplies						$627.30		$627.30

		Indirect														DI- CAP				$7,347.00		$3,546.00		$10,893.00

		Indirect				10A		Cash Expenses		3080		SIM		8511		STACAP		$17,641.54		$30,983.19		$34,186.20		$82,810.93

		Totals				10A		Cash Expenses		3080		SIM						$944,399.98		$668,438.46		$820,003.03		$2,432,841.47

		Last run		7/21/14
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Work St FFY14



		Category		Personnel		4/1/14		5/1/14		6/1/14		Total Q1 FFY 2014

		Consultation		Randal Chenard		$14,423.07		$9,615.38		$9,615.44		$33,653.89

		Consultation		Maine Health Management Coalition		$473,915.00		$323,363.00		$331,380.00		$1,128,658.00

		Consultation		HealthInfoNet		$297,280.00		$140,201.00		$294,201.00		$731,682.00

		Consultation		Quality Counts		$135,181.00		$135,183.00		$135,183.00		$405,547.00

		Consultation		Medical Care Development		$118.15		$17,351.41		$0.00		$17,469.56

		Personnel				$3,635.54		$2,567.79		$3,456.69		$9,660.02

		Fringe Benefits				$1,941.68		$1,576.69		$2,119.53		$5,637.90

		Travel										$0.00

		Supplies								$627.30		$627.30

		IT				$0.00		$0.00		$423.87		$423.87

		Rentals						$250.00				$250.00

		Other				$264.00				$276.00		$540.00

		Legal								$4,988.00		$4,988.00

		Indirect Charges				$17,641.54		$38,330.19		$37,732.20		$93,703.93

		Totals				$944,399.98		$668,438.46		$820,003.03		$2,432,841.47



&"Times New Roman,Regular"WORK BREAKDOWN STRUCTURE		&"Times New Roman,Regular"&A                               


&"Times New Roman,Regular"&8&Z&F&A		&"Times New Roman,Regular"&9&D




Costs

		Summary		Implementation Phase						Third Quarter

		Category		Budget Imp		Spent		Balance		Budget 		Spent 		Balance

		State		$254,054.00		$64,031.69		$190,022.31		$169,226.50		$108,398.02		$60,828.48

		Contracts		$2,096,683.08		$2,075,908.69		$20,774.39		$2,334,341.00		$2,317,550.45		$16,790.55

		Total		$2,350,737.08		$2,139,940.38		$210,796.70		$2,503,567.50		$2,425,948.47		$77,619.03

		Contracts

		Randy		$45,673.08		$45,673.05		$0.03		$31,250.00		$33,653.89		-$2,403.89

		MHMC		$980,360.00		$980,360.00		$0.00		$1,128,659.00		$1,128,658.00		$1.00

		QC		$171,671.00		$171,671.00		$0.00		$405,549.00		$405,547.00		$2.00

		HIN		$863,335.00		$863,335.00		$0.00		$731,680.00		$731,682.00		-$2.00

		CDC		$35,644.00		$14,869.64		$20,774.36		$37,203.00		$17,469.56		$19,733.44

		Others		$0.00		$0.00		$0.00		$0.00		$540.00		-$540.00

		LG								$0.00		$0.00		$0.00

		Subtotal		$2,096,683.08		$2,075,908.69		$20,774.39		$2,334,341.00		$2,317,550.45		$16,790.55

		State Calculations

		Personnel		$99,169.00		$2,253.38		$96,915.62		$34,950.00		$9,660.02		$25,289.98

		Fringe		$54,543.00		$1,394.99		$53,148.01		$19,222.50		$5,637.90		$13,584.60

		Travel		$4,714.00		$4,847.60		-$133.60		$2,650.50		$0.00		$2,650.50

		Supplies		$1,998.00		$748.21		$1,249.79		$496.50		$627.30		-$130.80

		IT		$3,742.00		$3,096.52		$645.48		$2,424.75		$423.87		$2,000.88

		Rentals		$0.00		$0.00		$0.00		$0.00		$250.00		-$250.00

		Indirect Charges		$77,638.00		$50,964.99		$26,673.01		$101,957.25		$86,810.93		$15,146.32

		Legal		$12,250.00		$726.00		$11,524.00		$7,525.00		$4,988.00		$2,537.00

		Subtotal		$254,054.00		$64,031.69		$178,498.31		$169,226.50		$108,398.02		$60,828.48

		Chart Drivers		Budget		Spent		Balance		Budget		Spent		Balance

		State		$254,054.00		$64,031.69		$190,022.31		$169,226.50		$108,398.02		$60,828.48

		Other		$45,673.08		$45,673.05		$0.03		$31,250.00		$34,193.89		-$2,943.89

		MHMC		$980,360.00		$980,360.00		$0.00		$1,128,659.00		$1,128,658.00		$1.00

		QC		$171,671.00		$171,671.00		$0.00		$405,549.00		$405,547.00		$2.00

		HIN		$863,335.00		$863,335.00		$0.00		$731,680.00		$731,682.00		-$2.00

		CDC		$35,644.00		$14,869.64		$20,774.36		$37,203.00		$17,469.56		$19,733.44

		Total		$2,350,737.08		$2,139,940.38		$210,796.70		$2,503,567.50		$2,425,948.47		$77,619.03



SIMS Costs	
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Charts



SIMS Quarterly Spend Chart	
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Testing Phase Year 1, Quarter 3

4/1/2014-6/30/2014

Budget	State	Other	MHMC	QC	HIN	CDC	Total	169226.5	31250	1128659	405549	731680	37203	2503567.5	Spent	State	Other	MHMC	QC	HIN	CDC	Total	108398.01999999999	34193.89	1128658	405547	731682	17469.560000000001	2425948.4700000002	
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