
August 9, 2019 
 
To:  Kate McEvoy, Director, Health Services, CT Department of Social Services 
From:  Medicaid Study Group 
Re:  Concerns and recommendations for Medicaid PCMH and PCMH Plus 
 
As a group of independent Connecticut consumer health advocates, we write in response to 
rising concerns about the impact of PCMH Plus, Connecticut Medicaid’s shared savings payment 
program, on members’ health and the state budget. We urge the Department of Social Services 
to suspend both new Accountable Care Organization (ACOs) applications for a third wave of 
PCMH Plus and any consideration of enrolling fragile Medicare and Medicaid members into the 
program until these serious concerns are addressed, members are protected from harm, and 
the program no longer creates more costs to taxpayers.  
 
Results from PCMH Plus’s first year were disappointing. Initial reviews of program performance  
and subsequent information found that  

• PCMH Plus members’ health deteriorated during the first year of the program, while the 
health of a comparison group of HUSKY members improved 

• PCMH Plus per member costs were $36.85 per month higher than the comparison group 

• PCMH Plus members were 32% more likely to visit an ER than comparison group 
members 

• PCMH Plus resulted in over a million dollars in extra costs to taxpayers 

• ACO payments were not linked to quality -- the highest and lowest quality performing 
ACOs received equal per member payments 

• Hints of underservice in durable medical equipment and dental care have been ignored  

• ACOs received savings generated by the fully state-funded, very successful Intensive 
Care Management programs that also served their members 

 
A new analysis of risk adjustment in PCMH Plus found that the deterioration in members’ 
health, unintentionally, increased payments to ACOs. Adjusting for the increase in members’ 
health risk scores substantially increases the costs to the state over original estimates. Newly 
published studies (here and here) have found pervasive evidence of adverse selection, or 
cherry-picking, in other shared savings programs that artificially boost shared savings payments. 
We have received reports of PCMH Plus members “churning” between practice sites in and out 
of the program, with unknown impacts on services, quality measurements, and shared savings 
calculations. 
 
Despite PCMH Plus’s poor first year performance and despite advocates’ urging prudence, last 
year DSS chose to move forward with a two-year expansion of the program, potentially putting 
members’ health and state finances at even greater risk. While we still do not have any 
indication of program performance from that expansion, DSS has recently announced plans to 
extend the program for a further two years.  
 

http://cthealthpolicy.org/wp-content/uploads/2018/12/PCMH-first-year-report-formatted.pdf
https://cthealthpolicy.org/index.php/2019/07/03/large-study-finds-selection-bias-in-medicare-shared-savings-erases-savings-and-quality-improvements-advocates-saw-this-coming/
https://cthealthpolicy.org/index.php/2017/04/10/study-raises-concerns-about-aco-savings-and-gaming-the-system/


Given the added urgency to renew PCMH Plus and consideration of adding Medicaid/Medicaid 
dually eligible members to the program, as advocates for all Medicaid members we want to 
reaffirm our previous recommendations to protect members and taxpayers. Our 
recommendations include: 
 

• Carefully consider whether the PCMH Plus experiment is worth continuing, as it appears 
to be harming the quality of care and raising costs to the state’s budget. 

• At a minimum, do not move forward with ACO applications for another contracting 
period or a study of enrolling Medicare/Medicaid dually eligible members into PCMH 
Plus until there is a thorough evaluation and concerns have been addressed. 

• Implement robust underservice and adverse selection prevention, monitoring and 
correction policies. 

• Overhaul PCMH Plus quality payment metrics to reward meaningful performance and 
improvement; reward only performance that exceeds the comparison group level. 

•  Do not change the comparison group composition for future years. Post-hoc changes to 
methodology after poor performance invite distrust.  

• Use prior year risk scores to remove incentives for gaming the system and to reward 
maintenance of improvements in health status. 

• Expand the minimum number of members in ACOs from 2,500 to at least 5,000, 
mirroring Medicare ACO rules. 

• As originally promised, require participating ACOs to have 100% of primary care sites in 
their health system certified as PCMHs, whether or not they participate in PCMH Plus, to 
counter incentives to cherry-pick members for financial gain. 

• People have a right to know what is happening to them and why. Send PCMH Plus 
members effective, understandable notices that clearly state that their providers are at 
financial risk for the total costs of their care which could result in stinting. Conduct valid 
surveys of PCMH Plus consumer experience and to assess whether they understand the 
risks of the shared savings model to their care. 

• Expand and equalize upfront payments to all ACOs. Members served by all ACOs 
deserve the same resources for their care. 

• Disenroll ICM members from PCMH Plus to ensure that high-need members continue to 
get the care they need from these successful programs and that ACOs do not benefit 
from fully state-funded intensive care coordination. 

• We also reaffirm our very longstanding recommendation to shift the PCMH (no Plus) 
program to a per-member-per- month, capitated payment model as is the case for most 
PCMH programs across the state and the US. Upfront payments are more stable and 
predictable for both primary care practices operating on thin margins and for the state 
budget. Connecticut Medicaid’s current PCMH model of increased office visit rates 
encourage overutilization and unnecessary visits. Providers must bring patients in for 
follow up visits, even if they are now well, causing members to arrange unnecessary 
transportation, miss work and school, enter waiting rooms with unwell patients, and 
take scarce primary care appointments from people who need them. This has update to 

https://cthealthpolicy.org/wp-content/uploads/2019/05/Wave-3-PCMH-Plus-reccomendations-w-quality-list.pdf


PCMH payments has been promised for years but has yet to be implemented in 
Connecticut Medicaid.  

 
We stand ready to continue to work with DSS to improve the Medicaid program and look 
forward to hearing from you about these concerns and recommendations. 
 


