EXHIBIT  C


DEPARTMENT OF HUMAN SERVICES, MEDICAL SERVICES

SUBJECT:  SPA #2013-011 -  Establishing the Arkansas Medicaid Patient-Centered Medical Home Program; PCMH-NEW-13, Section I-4-13, and Section V-7-13
DESCRIPTION:  Arkansas Medicaid will implement the Patient Centered Medical Home integrated care model.  A part of the Arkansas Payment Improvement Initiative, this model aims to enhance quality of and access to care for Arkansas Medicaid beneficiaries and improve the health of the Arkansas Medicaid population, while controlling growth in the cost of healthcare.  The Patient Centered Medical Home consists of a two-part payment structure:  a care coordination payment and a shared savings incentive payment that rewards the delivery of economic, efficient, and quality care.
PUBLIC COMMENT:  A public hearing was held September 10, 2013.  The public comment period expired September 13, 2013.  The Department received the following comments:
Doug Beecher, UAMS Clinic Manager
COMMENT:   I wish to make a few comments regarding the information included in the "PatientCentered Medical Home (PCMH) Provider Manual (PCMH-ll of 11)" listed on the website. It appears that public comments will be taken until 09113 /2013 that are related to the file, PCMH-NEW-13up.doc. I appreciate the opportunity to address areas that I think will be problematic if implemented as proposed.
Currently, our UAMS Family Medical Centers in Fayetteville and Springdale participate with the national CPC initiative. In the last sentence of the proposed provider manual, section II Patient Centered Medical Home Contents, item 232.000 Shared Savings Incentive Payments Eligibility, the statement occurs, "Eligibility requirements for shared savings for CPC practices are described in Section 251.000." Under Section 251.000 the comment is found, "Practices and physicians participating in the Comprehensive Primary Care Initiative (CPC) are not eligible to receive PCMH program practice support. Practices participating in the CPC initiative may receive PCMH program shared savings incentive payments if they: A. Enroll in the PCMH program; B. Meet the requirements for shared savings incentive payments, except that a practice participating in CPC need not maintain eligibility for practice support described in Section 222.000 and C. Achieve all CPC milestones and measures on time." 
Certainly, our clinics support the CPC initiative and accept that we will not be eligible for the Arkansas PCMH practice support payments as long as we are participating and receiving payments from the CPC national initiative. We also understand that we will be eligible to enroll and receive shared savings incentive payments if we meet the requirements for such. Our concern is the last sentence of the first paragraph of Section 

244.000 which states, "To receive a shared savings incentive payment, the shared savings entity or practice must meet at least two-thirds of the quality metrics on which the entity of practice is assessed, and also be eligible for practice support." This sentence seems to be in conflict with the information in Section 251.000.
Please clarify that Arkansas providers/practices that are participating in the national CPC initiative will qualify for the Arkansas PCMH shared savings incentive payments without having to also be eligible for practice support. 

Would you also clarify for us whether our practices participating in CPC will be required to meet the Quality Metrics listed under Section 244.000 in order to be eligible for shared savings incentive payments and if so, how those metrics will be reported? Will this information come from claims data? We continue to be quite concerned regarding the amount of additional work initiated by the state for primary care providers in Arkansas associated with all of the requirements, reporting and analysis related to APII and PCMH in Arkansas.
We appreciate the opportunity to review the proposed Arkansas PCMH program and look forward to your clarifications of the document.
RESPONSE:  Thank you for your comments regarding the language in the proposed provider manual. Practices that participate in CPC are eligible for PCMH shared savings incentive payments if all eligibility requirements outlined in the proposed provider manual are met. When determining eligibility for shared savings incentive payments, CPC participants are exempt from meeting the practice support requirements. The proposed provider manual has been updated to more clearly articulate this point. 
However, CPC participants must meet all other eligibility requirements, including the quality metric requirements, outlined in the proposed provider manual in order to receive shared savings incentive payments. These metrics will be evaluated based on claims data. Additionally, eligible CPC practices must successfully meet all milestones and requirements of the CPC Initiative to receive shared savings incentive payments.
Orrin Davis, MD, FAAP, President

Aimee Berry, Executive Director

American Academy of Pediatrics

COMMENT:  We appreciate the intent of Arkansas Medicaid to continue the fee-for-service environment for physician practices while embarking on incentivizing the redesign of clinical care via the PCMH. To best achieve our mutual goals of the

Triple Aim of health care for children, we recommend consideration of the following:

· All recommended preventive services in Bright Futures for children are reimbursed, following the periodicity schedule that is outlined in Bright Futures. We strongly endorse this provision of the Affordable Care Act.

· Removal of the 365 day requirement between preventive/EPSDT exams for children after the age of 3 years.

· Payment for preventive exams at 30 months, 7 years and 9 years that are not currently paid.

· Payment for developmental screens at intervals recommended in Bright Futures.
In terms of the manual, we have the following concerns:

1. Under section 222.420, Total Cost of Care Exclusions, we believe the 12-month performance period cap on fee-for-service claims of $100,000 on each beneficiary is too high. It is unlikely that many children will reach this level of expense, but there are likely to be many more children that would reach $25,000 or even $50,000 in expenses with one hospitalization. We propose that the cap be lowered for beneficiaries between the ages of 0 and 18 years.

2. Under section 231.000, Activity Metrics, we are concerned about the ability of practices to carry out Activity D (identification of high priority beneficiaries) successfully. This is in large part due to the unknown specifics of either the patient panel data to be provided by DMS, or the specifics about the provider portal mentioned throughout this section. Our collective experience with a provider portal in the ADHD Episode of Care is that the time needed to enter patient data is not trivial, and for some smaller practices, this places additional burden on physicians. With an entire panel of Medicaid patients to empanel, this task will be significant. Although this may be an administrative duty that some large practices will opt to have done by a non-physician, we nonetheless see the possibility for physician time to be displaced from patient care. We hope to see additional detail on this process in order to better inform the physicians represented by our group.
3. Under sections 233.000 and 234.000, Pools of Attributed Beneficiaries and Requirements for Joining and Leaving Pools, we feel that limiting pooling to only two practices in year 2014 unfairly keeps smaller practices from being eligible for potential shared costs savings. Under this current proposal, less than a handful of pediatric practices would qualify for shared savings in 2014. This discriminates against smaller practices, making it less likely that these practices would enroll in PCMH the first year. As an organization we feel it is important to represent the interests of pediatricians in all types of practices. Instead of delaying pooling of multiple practices until 2015, we propose allowing multiple practices to pool on their own or allowing participation in the state default pool from the onset of the PCMH program in 2014.
We are deeply appreciative of the initiative of Arkansas Medicaid to align payment incentives with clinical care redesign, and particularly appreciative of the opportunity to collaborate on what we believe is a historic and unprecedented opportunity to achieve the Triple Aim of health care. We remain committed to work with Medicaid to ensure the smoothest start to this process and along the way in a collaborative relationship. Please feel free to contact us if you have any questions or need additional information.
RESPONSE:   Thank you for your comments regarding the proposed provider manual. Please see the below responses that address your three concerns. 
1.  To develop the $100,000 per beneficiary cap, we researched how other shared savings programs address this issue, and then we tailored the program to meet local needs. $100,000 is in line with the cost of care caps of existing programs when all design elements are considered. The PCMH program has a hard cap, with no percentage of cost above the cap used in the total cost of care calculations. Further, shared savings incentive payments are based on a practice's cost of care relative to its historical baseline. Unless there are significant year-over-year shifts in a practice's patient panel, there should not be appreciable effects on the shared savings incentive payments. Any reduction in the $100,000 cap would decrease opportunities for a practice to generate savings from these high-cost beneficiaries, and therefore would reduce the potential shared savings incentive payments. We will continue to evaluate the cap as more data becomes available over time. 

2.  The identification of high priority patients is a challenging endeavor for the healthcare industry. As a starting point, the PCMH program is designing an easy to use web-based tool that will provide relevant data to practices when selecting high priority patients. A practice can sort its patients by risk score or other factors including age, gender, and recent diagnoses to more easily select its high priority patients. Practices can provide clinical input by identifying important criteria and use this information to prioritize patients. A practice may also choose to use the high priority patients identified by using the DMS patient panel data that ranks the beneficiaries by risk. 

3.  The limit on pooling at two practices for the first year is an important and meaningful step towards pooling more broadly. After a variety of stakeholder feedback about the challenges associated with pooling, Medicaid adjusted its plan and decided to scale-back from broad pooling and test with a maximum of two practices for the first performance period beginning in 2014. Focusing on large providers in this first wave allows the PCMH program to test and establish processes without compromising the integrity of the program, and to prepare for a future in which pooling will be available to all enrolled practices starting in 2015. 

I hope this clarifies your practice's ability to benefit from PCMH, and I look forward to your participation in this innovative program.
Mary Garnica, DNP, APRN, FNP-BC

Chair, Health Policy Committee

Arkansas Nurses Association

COMMENT:  
 The Arkansas Nurses Association (ARNA) wishes to comment on proposed regulations for the Patient Centered Medical Home. ARNA supports the implementation of the Institute of Medicine's (10M) concept of team based care; " ... the provision of health services to individuals, families, and/or their communities by at least two health providers who work collaboratively, to the extent preferred by each patient. The purpose of Team Based Care is to provide coordinated, high quality, and patient-centered care." (lOM Best Practice Innovation Collaborative, 2012). 

Upon review of the proposed PCMH regulations, we note the following sections, which are worded as limited to physicians. If provider restrictive language remains, it could impede utilization of other primary care providers, including nurse practitioners, as team leaders of the PCMH. This could occur even in communities lacking a physician, and with a primary care APRN who would be willing to serve in the role of PCP/team leader. This is needlessly restrictive at a time when the Arkansas health care system will be working hard to meet the needs of roughly a quarter million newly insured people. 

We suggest the following language revisions, which do not require but would enable the utilization of APRNs as primary care providers and as team leaders:
CURRENT PROPOSED LANGUAGE:   Participating practice: A physician practice that is enrolled in the PCMH program. Practice may be composed of a single PCP or a team of PCPs that share clinical responsibilities. p. 2
PROPOSED CHANGE:  Participating practice: A practice that is enrolled in the PCMHprogram. Practice may be composed ofa single PCP or a team ofpCPs that share clinical responsibilities. * 
*PCP defined as primary care provider; and primary care provider is inclusive ofAPRNs with practice certification in primary care
CURRENT PROPOSED LANGUAGE:  An individual primary care physician (Provider Type 01 or 03) B. A physician group of primary care providers who are affiliated with a common group identification number (Provider Type 02 or 04). p.3
PROPOSED CHANGE:  An individual primary care provider (Provider Type 01 or 03) B. A group ofprimary care providers who are affiliated with a common group identification number (Provider Type 02 or 04).
CURRENT PROPOSED LANGUAGE:  physician-selected exclusions. p. 8
PROPOSED CHANGE:  Provider-selected exclusions
CURRENT PROPOSED LANGUAGE:  an employee of the primary care physician. p. 12

PROPOSED CHANGE:  an employee of the primary care provider
CURRENT PROPOSED LANGUAGE:  Percentage of beneficiaries who had an inpatient stay who were seen by physician within 7 days of discharge. p.13
PROPOSED CHANGE:  Percentage of beneficiaries who had an inpatient stay who were seen by a primary care provider within 7 days of discharge
CURRENT PROPOSED LANGUAGE:  If any physician in a practice participates in the 
CPC program, the entire practice shall be considered to participate in the CPC program. 
p. 15
PROPOSED CHANGE:  If any primary care provider in a practice participates in the CPC program, the entire practice shall be considered to participate in the CPC program.
A solid body of evidence demonstrates nurse practitioners (NPs) to be cost-effective providers of high-quality care. For example, NPs practicing in Tennessee's state-managed managed care organization (MCO) delivered health care at 23% below the average cost associated with other primary care providers, achieving a 21 % reduction in hospital inpatient rates and 24% lower lab utilization rates compared with physicians (Spitzer, 1997). Based on a systematic review of37 studies, Newhouse et al (2011) found consistent evidence that cost-related outcomes such as length of stay, emergency visits, and hospitalizations are equivalent to those of physicians. Nurse managed centers (NMCs) have demonstrated significant savings, less costly interventions, and fewer emergency visits and hospitalizations (Hunter, Ventura, and Keams, 1999; Coddington and Sands, 2009). 

According to the Healthy Workforce in Arkansas Study (2013) the state is facing a shortage of 1,000 primary care physicians within the next five years. This shortage could seriously jeopardize access to care in rural communities. Compared with other primary care disciplines, NPs are most likely to practice in rural communities. Nationally, 18% ofNPs practice in communities of fewer than 25,000 residents. In states with a favorable regulatory environment and a large percentage of rural residents, the percentages are notably higher (AANP,2013). In Arkansas, recognition of the APRN as a primary care provider and team leader in patient centered medical homes would create the potential to establish new access points for primary care across the state.
RESPONSE:  Thank you for your comments regarding the proposed Patient-Centered provider manual and your support for encouraging team-based care and the PCMH model in Arkansas. Arkansas Medicaid recognizes the vital role of nurse practitioners within the medical home team and the health care system as a whole. 
Arkansas Medicaid believes a measured approach to implementing the program is necessary to ensure its overall success. As such, the proposed PCMH builds on the long-standing ConnectCare program and the infrastructure that supports that program. Though the PCMH is a new program, it does not make changes to policy already in place. Thus, the language used in the proposed PCMH provider manual reflects the current policy of the ConnectCare program as described in Section I of all of the Medicaid Provider Manuals. 

As ConnectCare serves only a portion of the Medicaid population, we envision multiple iterations of the PCMH program to eventually include all beneficiaries served by the Medicaid program. Additionally, infrastructure needs such as information technology, beneficiary assistance, and provider support will need to be in place in order to expand the PCMH beyond ConnectCare. However, rather than delay implementation of an important first step in incentivizing adoption of the widely-supported PCMH model of care, Arkansas Medicaid has opted for the phased in approach reflected in the proposed rules. 

We look forward to continuing this important dialogue both through the Interim Study Proposal process regarding nurse practitioners and as future phases of the PCMH program are designed and implemented.

The proposed effective date for the final rule is January 1, 2014.
CONTROVERSY:  This is not expected to be controversial.  The department expects the health care systems, healthcare professional associations and advocacy organizations to comment.  In general, these groups have been supportive of the patient-centered medical home concept.
FINANCIAL IMPACT:   The net expected financial impact of the PCMH Program includes (a) savings achieved by participating practices, (b) care coordination payments made by Medicaid to practices, and (c) shared savings incentive payments made by Medicaid to practices.  This includes practices that enroll in the PCMH program in both calendar years 2014 and 2015.  Due to the front-end investment of care coordination payments, the initial net financial impact to Medicaid is negative.  In SFY17, when practices have at least 2 years in the program, the net savings to Medicaid is expected to be $6,770,000.

To cost to implement the program is $1,924,000 for the first state fiscal year (2014) ($1,349,000 federal and $575,000) and for the second state fiscal year (2015) the cost is $3,931,000 ($2,756,000 federal and $1,175,000 state).

Economic Impact Statement:

1.
The type or types of small businesses that will be directly affected by the proposed rule, bear the cost of the rule, or directly benefit from the proposed rule.
Physicians.
2.
A description of how small businesses will be adversely affected.
There are currently no negative incentive payments associated with the proposed rule.  Physicians may benefit from the Patient Centered Medical Home model.  Impact to any individual provider will depend on the provider’s performance.
3.
A reasonable determination of the dollar amounts the proposed rule will cost small businesses in terms of fees, administrative penalties, reporting, recordkeeping, equipment, construction labor, professional services, revenue loss, or other costs associated with compliance.
Physicians will receive care coordination payments to support the delivery of services associated with the required activities and targets of the PCMH program.  The net revenue impact to a provider will depend on its performance.
4.
A reasonable determination of the dollar amounts of the costs to the agency of implementing the proposed rule, as well as the financial benefit to the agency of implementing the rule.
The department projects a cost resulting from implementation of this initiative of $3,931,000 in SFY 2015.  This figure represents both the state and federal share.
5.
Whether and to what extent alternative means exist for accomplishing the objectives of the proposed rule that might be less burdensome to small businesses and why such alternatives are not being proposed.
Not applicable.
6.
A comparison of the proposed rule with federal and state counterparts.
Not applicable.
LEGAL AUTHORIZATION:  Arkansas Code § 20-76-201 authorizes the Department of Human Services to administer programs for the indigent and to "make rules and regulations" pertaining to the administration of those programs.  Arkansas Code § 20-77-107 specifically authorizes the department to "establish and maintain an indigent medical care program."

