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Objectives

• Review Maine PCMH Pilot

• Introduce plans for Pilot Phase 2 expansion

• Introduce MaineCare Health Homes initiative
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» CMS Requirements

» Maine Health Homes model

• Plan for joint application process

• Discussion, Q&A



Defining Medical Home Model

“A medical home is not a building, house, or hospital, but 

rather an approach to providing comprehensive 

primary care.  A medical home is defined as primary 

care that is accessible, continuous, comprehensive, 

family centered, coordinated, compassionate, and family centered, coordinated, compassionate, and 

culturally effective.” 

- American Academy Pediatrics (1964)
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Maine PCMH Pilot 
Key elements:

– Convened by MQF, Maine Quality Counts, MHMC

– Originally, 3-year multi-payer PCMH pilot (now 5 yrs)

– Collaborative effort of key stakeholders, major payers

– Adopted common mission & vision, guiding principles for 

Maine PCMH modelMaine PCMH model

– Selected 22 adult / 4 pedi PCP practices across state 

– Supporting practice transformation & shared learnings 

beyond pilot practices

– Committed to engaging consumers/ patients at all levels

– Conducting rigorous outcomes evaluation (clinical, cost, 

patient experience of care)





Maine PCMH Pilot 
Practice “Core Expectations”

1. Demonstrated physician leadership

2. Team-based approach

3. Population risk-stratification and management

4. Practice-integrated care management

5. Same-day access5. Same-day access

6. Behavioral-physical health integration

7. Inclusion of patients & families

8. Connection to community / local HMP

9. Commitment to waste reduction

10. Patient-centered HIT



Maine PCMH Pilot 
Payment Model

• Major private payers participating: Anthem, 

Aetna, HPHC, Medicaid & Medicare (MAPCP)

• Using “standard” 3-component payment:
� Prospective (pmpm) care management payment – approx 

$3pmpm commercial & Medicaid; $7 pmpm Medicare

� Ongoing FFS payments

� Performance payment for meeting quality targets (existing 
P4P programs)



Maine PCMH Pilot-MAPCP Timeline

Jan 2010 2011 2012 2013 2014

ME PCMH Pilot - Original

Jan 1, 2010

MAPCP Demo – 3yr

ME PCMH Pilot - Extended

Dec 31, 2014

Jan 1, 2012

Pilot Expansion



Community Care Teams

• Multi-disciplinary, community-based, practice-

integrated care teams

• Build on successful models (NC, VT, NJ)

• Support patients & practices in Pilot sites, helping 

patients overcome barriers to care, improve patients overcome barriers to care, improve 

outcomes

• Receive pmpm payments from Medicaid, Medicare, 

commercial payers

• Key element of cost-reduction strategy, targeting 

high-cost patients to reduce avoidable costs (ED use, 

admits)



High-need 

Individual PCMH Practice

Maine PCMH Pilot Community Care Teams

Transportation

Workplace

Environment

Food 

Systems
Specialists

Outpatient 

Services

Medication 

Mgt

•Housing

Care Mgt

Family

Individual

Shopping

Income

Heat

Faith 

Community

Literacy

Coaching

Physical 

Therapy

Hospital 

Services

Mgt

Behavioral 

Health & SA



ME PCMH Pilot CCTs
• Androscoggin Home Health

• Coastal  Care Team (Blue Hill FP, Community Health 
Center/MDI, Seaport FP)

• Community Health Partners (Newport FP, Dexter FP)

• DFD Russell

• Eastern Maine Homecare

• Kennebec Valley (MEGenl)

• MMC

• PCHC



Pilot Phase 2 Expansion

• 20 new adult practices to be selected for 

participation in multi-payer Pilot 

• Will enter Pilot (with payment) Jan 2013

• Expectations:• Expectations:

– Strong leadership for change

– NCQA PCMH recognition (Level 1 or higher)

– Fully implemented EMR

– Commitment to implement Pilot Core Expectations



CMS Health Homes – ACA Section 2703

• CMS will provide 90/10 match for Health Home services 

to eligible members for eight quarters 

• CMS must approve Medicaid “State Plan Amendment”

• Health Homes may serve individuals with:

» Two or more chronic conditions
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» Two or more chronic conditions

» One chronic condition and who are at risk for another

» Serious mental illness 

– Adults with serious & persistent mental illness (SPMI)

– Children with severe emotional disturbance (SED)

• Dual eligible beneficiaries cannot be excluded from 

Health Home services



Chronic conditions include:

– Mental health

– Substance abuse

– Asthma

CMS Health Homes – ACA Section 2703
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– Diabetes

– Heart disease

– Overweight (BMI > 25) & Obesity 

– Other – to be proposed by state (and approved by 

CMS)



Required Health Home services include:
– Comprehensive care management

– Care coordination and health promotion

– Comprehensive transitional care from inpatient to other 

settings

CMS Health Homes – ACA Section 2703
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– Individual and family support

– Referral to community and social support services

– Use of health information technology (HIT)

– Prevention and treatment of mental illness and substance 

abuse disorders

– Coordination of and access to preventive services, chronic 

disease management, and long-term care supports



•Core Set – Quality Measures
– Adult BMI assessment

– Ambulatory Sensitive Condition admission rate

– Care transitions record transmitted to PCP (within 24hrs)

– Follow up after mental health admission

– All-cause 30 day readmission rate

CMS Health Homes – Required Measures
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– All-cause 30 day readmission rate

– Depression screening & follow up

– Initiation & engagement of treatment for alcohol/drug 

dependence

•State-Specific Goals & Measures
– State must set HH measurable goals (e.g reduce ED visits)

–Must identify measures to operationalize those goals



Maine Health Homes Proposal

Stage A:

• Health Home = Medical Home primary care practice + CCT 

• Payment weighted toward medical home

• Eligible Members:

» Two or more chronic conditions

» One chronic condition and at risk for another
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» One chronic condition and at risk for another

Stage B:

• Health Homes = Community Mental Health Center (CMHC) CCT 

+ Medical Home primary care practice

• Payment weighted toward CMHC CCT

• Eligible Members:

» Adults with Serious and Persistent Mental Illness

» Children with Serious Emotional Disturbance
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Maine Health Homes Proposal
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Pilot Expansion & Health Homes 

Application

Process:

•Interested practices apply through joint PCMH Pilot/ 

Health Homes online application

– http://www.surveymonkey.com/s/ME_PCMH_Pilot_Phase2_Expansion_Applic

– Due by March 31, 2012
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• 20 practices will be selected for multi-payer 

PCMH Pilot Phase 2 expansion

• All other practices meeting basic qualifications will 

be eligible to become MaineCare Health Home

• CCTs will be selected through separate application 

process (May-June 2012)



Pilot Expansion & Health Homes 

Application

Eligibility – MaineCare Health Homes:

•Pediatric or Adult Primary care practice site with at least 

one full-time primary care physician or nurse practitioner

•NCQA PCMH recognition (Level 1 or higher) by time of 

selection (May 31, 2012)

•Fully implemented EMR
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•Fully implemented EMR

•Commitment to meet Maine PCMH10 Core Expectations 

•Commitment to provide CMS-mandated Health Homes 

services

•Agreement to identify Maine PCMH Pilot Community Care 

Team (CCT) to partner in managing high-needs patients



Pilot Expansion & Health Homes 

Application

Eligibility – Maine PCMH Pilot Expansion:

•Practice meets MaineCare Health Home requirements

•Adult primary care practice site with at least one full-time 

primary care physician or nurse practitioner

•Practice site does not currently participate in the CMS FQHC 

Advanced Primary Care (APC) Demonstration
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Advanced Primary Care (APC) Demonstration

•Minimum patient panel of 1000+ patients enrolled in Pilot 

health plans (Anthem BCBS, Aetna, Harvard Pilgrim Health 

Care, MaineCare, and Medicare).

•Completion of Maine PCMH Pilot Phase 2 Expansion 

“Memorandum of Agreement” (MOA)



Health Homes Timeline

Feb 2012: 

PCMH Pilot 
Expansion/ 

Health 
Home RFP 
posted by 

Quality 
Counts

May 2012:

Practices 
selected

CCT 
application 
released

Aug 2012: 

New CCTs 
selected
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Mar 2012: 

Submit Health 
Homes State 

Plan 
Amendment 

(SPA)

PCMH/ Health 
Homes 

applications 
due

July 2012:

SPA approval 
for 

implementation

CCT application 
deadline

Jan 2013: 

Implementation 
for members 

with SPMI, SED



Other Medical Homes in Maine

~ 540 Maine Primary Care 

Practices 

82 NCQA PCMH  

Recognized 

~100 MaineCare 

HH Practices??

23

26 Maine 

PCMH Pilot 

Practices 

20 Pilot 

Phase 2 

Practices

14 FQHCs  

CMS APC 

Demo

Recognized 

Practices 

HH Practices??



Other Medical Homes in Maine

~ 540 Maine Primary Care 

Practices 

82 NCQA PCMH  

Recognized 

~100 MaineCare 

HH Practices??

Payer: 

Medicaid
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26 Maine 

PCMH Pilot 

Practices 

20 Pilot 

Phase 2 

Practices

14 FQHCs  

CMS APC 

Demo

Recognized 

Practices 

HH Practices??

Payers: 

•Medicare

•Medicaid

• Commercials 

(Anthem, 

Aetna, HPHC)

Payer: 

Medicare



www.mainequalitycounts.org



www.maine.gov/dhhs/oms/vbp



Contact Info / Questions

• Maine PCMH Pilot: www.mainequalitycounts.org

(See “Major Programs” � “PCMH Pilot”)

• Lisa Letourneau MD, MPH: LLetourneau.lisa@mainequalitycounts.org

• PCMH: Nancy Grenier: ngrenier@mainequalitycounts.org• PCMH: Nancy Grenier: ngrenier@mainequalitycounts.org

• CCTs: Helena Peterson: hpeterson@mainequalitycounts.org

• MaineCare Health Homes
– Michelle Probert: michelle.probert@maine.gov


