
 

22 March 2018 
Office of Health Strategy 
Attn: SIM 
PO Box 340308 
410 Capital Avenue, MS #13OHS 
Hartford, CT 06134-0308 
 
Dear Mark Schaefer and SIM Office,  
  
Thank you for this opportunity to share our input on the primary care payment 
models outlined in the white paper entitled: “Primary Care Payment Reform: 
Unlocking the Potential of Primary Care.”  Connecticut Voices for Children has long 
advocated for health insurance coverage, access to health services, and quality health 
care for children and families as well as improvements in pediatric care specifically. 
As Connecticut Voices for Children’s Health Policy Fellow, I work to generate 
research and participate in advocacy to promote equitable opportunities for all of 
Connecticut’s Children and Families. I also coordinate Covering Connecticut’s Kids 
and Families, a project that brings together state health insurance programs—like 
HUSKY and the Access Health CT insurance exchange—with community partners 
in health and social services to share information and improve health insurance 
coverage and access to care.  
 
We appreciate the Connecticut State Innovation Model’s efforts to address health 
care costs and promote a whole-person, social determinants approach to health. 
Addressing the social determinants of health is key to promoting health equity in 
Connecticut.1 We are particularly supportive of recommendations 1, 9, 10 and 11 of 
the report with recommended clarifications, expressed below.  
  
Pediatric care provides unique opportunities for life-long health improvements and 
related long-term cost savings, particularly because of the high rate of utilization of 
primary care and frequent contact with primary care providers in childhood and 
youth.2 However, we concur with the conclusions of the section “Special 
Considerations for Pediatrics,” which notes that children are responsible for a small 
portion of the state’s health spending. As a result, while care coordination and 
integration of services are clearly beneficial, they are unlikely to result in short- or 
even medium-term cost savings related to children’s health services. As noted in the 
report, cost savings associated with connecting families to supports and services such 
as mental health care, parenting supports, and education are likely to be realized in 
systems other than health, such as juvenile justice and child welfare. Thus, pediatric 
primary care presents powerful opportunities for whole-family approaches to 
wellness, including referral to well-established and federally funded social and 
community service programs.3 Yet, pediatric primary care may not be a successful 
venue for value-based payment reform due to the low likelihood of near-term cost 
savings.   
  
Various models of Medicare reform have evidenced mixed results in terms of both 
quality improvement and cost savings.4 The results are promising and may be limited 
by short study periods. However, higher percentages of spending are attributable to 



the Medicare population, who are individuals with severe disabilities and adults aged 
65 and older. When considering the needs of families, it is difficult to track the cost 
savings of improved health and social outcomes for children. These changes will not 
happen overnight and, as noted above, are likely to be seen cross-sector rather than 
in a specific budget line. Evidence from European countries suggests that lower 
health care expenditures may result from higher spending on social supports.5 
Overall, addressing social determinants may affect health without related savings 
within one system; thus, payment reform efforts should be tailored to various 
populations to reflect the relative risks and opportunities in improving outcomes as 
well as savings. Still, investment in pediatric primary care practice transformation has 
long been a model for improving population health.6 As noted above, the pediatric 
primary care setting is rife with opportunities to integrate services and supports that 
improve the quality of life for all members of a family.  
  
We respectfully suggest incorporating the following into the final report:  

1. Invest in pediatric primary care practice transformation. Whether within 
one of the proposed models or as a separate effort, the state should 
recognize meaningful transformation of pediatric primary care practices. 
Suggestions for how to measure “meaningful progress” are included in our 
second recommendation, below. Practices must invest in care coordination, 
linkages to community services, and integration of behavioral and oral health 
services in order to accomplish a transformation of care; payment systems 
should recognize these efforts.  

2. Require ongoing evaluation of any new payment system to ensure 
quality, monitor progress, adjust for changes in best-practices, and 
inform future improvements. Quality measures should be robust, 
meaningful, and outcome-based. In particular, Connecticut’s existing 
innovations7 do not measure the encouraged integration of community-based 
services with health services. Progress towards health equity necessitates 
connecting families with the housing, environmental, nutritional, and 
community-based supports that affect social determinants of health. National 
projects8 have developed specific outcomes and process indicators; these 
projects can guide the development of evaluation tools that are feasible and 
reliable. Further, evaluation tools should participate in and utilize state efforts 
to integrate data. Meaningful practice transformation requires 
communication across social services, community-based services, and non-
primary-care providers. The triple aim of improving health care experiences, 
improving the health of populations, and reducing costs should guide 
practice transformation efforts.9  

3. Safeguard the HUSKY programs’ administrative efficiency.10  Recent 
reports from the Department of Social Services show a stable state share of 
Medicaid spending and low per member per month costs. While some of this 
fiscal efficiency may be related to lower expenditures in some areas, it would 
be counterproductive to bundle payments in a manner that increases 
administrative costs without expanding access to services or resulting in 
other correlated benefits to patients.  



4. Recognize and promote the role of community health workers in 
improving access to community-based services.11  The state has begun a 
process to consider certifying community health workers. Integration of 
social services, coordination of care, and connecting patients to community-
based services often depend on the knowledge and skills of community 
health workers. Any model that aims to bolster services to address social 
determinants of health should include funding for and recognition of this 
work.  

5. Ensure compliance with American Medical Association’s guidance 
regarding patient consent to non-visit-based care.12 We are supportive of 
encouraging telehealth and other innovations; however, the system needs to 
honor patients’ preferences for visit-based care resulting from potential 
impediments, such as language or communication challenges, limited access 
to technology, or prior experience with health systems.  

Thank you considering our comments and suggestions,  

  
Karen Siegel  
Health Policy Fellow 
203-498-4240 x120 
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