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Healthier People. Health Care Value.

Alternative Payment Models:

WHAT Are Other SIM States Doing?



State Innovation Models (SIM)
Initiative Evaluation - Model Test

* CM5 contracted with RTI to develop an
evaluation of the firstyear of implementation of
the SIM Model Test states

= This is @ summary of the findings of the payment
reform efforts inthe Model Test states

* The full 331 poge report is available in Google
Drive:
hittps Sarive google comyopan fid=s0B0rbRCAFgn M W OE0 LIS A
bUAZLTA

+ Brief summary/overview of payment mogels
proposed in Round 1 Model Design states is also
included

SIM State Payment Reform Initiatives
Round 1 Model Design & Model Test
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Payment Reform Analysis

The specific payment strategies states and organizations will use in paying providers.

State Payment Methods

PCMH receives: Care coordination fees on a PMPM basis. Shared smwings poyment based on

performance.

Hesitth Homes {institutions on the ACS Waiver] recefve: Care coordinstion peyment not
Armneas contingent on performancs. The state plans to move toward 2 Performance besed PP, Case

management payment not based on performanos.

Beoth PCMH and Hesilthh Homees receive: Episcde-besed payment with retrospective risk sharing

for sslscted medical spisodes znd behavioral hesith conditions.

Primary care based, multi-stakeholder, multi-peyer 00 with shered risk. The model phases in

Izine alt=rnative payment methods into the 400 along the continuwm from shared svings, to partis

capitation, to full giobsl capitstion
Multi-peyer ACD and PCMH Model supported by a shared savings/risk payment framework with
guality incentives and an alzned multi-paysr opestional strischune.
Massachusetts Medicid's Duals Demonstration Intes i Care Drganizations ane encouraged to
use abternative payment methodologies incheding sheared ssvings/shered risk arrangements
Shared Ssvings in the Virtuel ADD Heslth Care Defivery System |HCDS) based on the diffensnce
between annusl expected and actual realfized total oost of Gane i svings ane achieved, contingent
o mesting quality and pationt sxperisnos owboomess.
The integrated ACD HCDS builds toward & two-way risk-sharing model that distributes the
difference betwmen the snnuel sxpected and actuel resfized total cost of care, contings=nt on
me=ting guality and patient sxperienos ouboomess.

Massachusstts

Minnesota

f-cherrSRnStamt. M cormdpr. Spaf

Payment Reform Analysis continued

The specific payment strategies states and organizations will use in paying providers.

State Payment Methods

Alternative payment methodologies via the Coordinated Care Model {CCM), including:
- Pay-for-performance [PAP)incentive payments built on a fee-for-s=rvioe |FF5) base.
Drezon - Shared savings payments built ona FF5 base.
- Bundled or episode pryments for all ssrvicss connected to an spisode of care.

- Primary care base psyments to support activities that FF5 does neot reimburse.

Expands the Medicare chared ssvings 00 model to inchsds Medicid and commencial paysrs
across the state’s ADD systems; employs bundled peyments for two programs.

Medicare will use PAP programs for all providers, Medicaid will work to expand P4P progams to
all participating prowviders, and commencial providers are expectsd to participate in varying soope.
The state curmently provides senvices to dualeligibles ina managed care model and hopes to
expand this modsl to inchsde Medicare dollars for this population.

Vermont
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Payment Reform Analysis continued

The specific payment strategies states and organizations will use in paying providers.

Payment Methods

Incentives for mesting guality goals and containing utilization, shared risk and savings.
Capitation
Care coordination support paid by payers to PCPs |sither throwgh per-member-per - month
Deelaware fees or new CPT codes as established by Medicare)
-Create =51 billion in total sawvings to the system through 2020
-Reinvest about half of savings in care defivery to ensure sustainability for providers
-Pasx abouwt half of sawvings on to consumers and purchassrs to precsrse affondability
Statewids, multi-payer PCMH and Madical Neighborhoods
integrate population heslth with the hesithcare delfivery system
Wil start with Mediczid and Primary care A00s, w'FF5+ pmpm payments for coordinatsd
=] are then expand to behavioral hesith and LTC. Want to expand further but depends on how
plan accepted by providers.
Patient Centered Medical Homes, Accountable Systems of Care. and Community Heslth
Innovation; Care Management Reimbursement, Pay-for-Performance, Partial Rish-Based
Capitation, Shared Savings, Population- Specific Global Payment; Accountable Systems of Cane
Michigan are financed by payment models that afign incentives across the defivery system towards
prodiucing value ower sarvice wolume; giids path froma bow risk, yet still scoountablds,
payment micdel based on shared savings, to comprehensive payment models that offer mone
Flhexibility and more rewands :

Mdaho

Payment Reform Analysis continued

The specific payment strategies states and organizations will use in paying providers.

Payment Methods

Hesitth Homes, Managed Long Term Care, & Fully-intes; i Duals Advantage; Providing
payers with inoentives to achisve penetration of value-based payment models and benefit
desizn, @5 part of the rete-review approval process; innowvative, tiersd payments that oower
the inoremental costs of negistries, cre coordination and care management, & variety of gein-
sharing inoentives for betber managing cane and costs, and wp-front funding to help support
technical assistance for practice trensformation during the transitions; sncowmge broad use
of value-based insuanos desizn {VBID) by helping to oreste transpanency about best practioss
in WEID mnd sncoursEine broed bassd adoption of such practioss soross paysrs

These payment models may inchede pay for performanos, bundled payments, shared svings
inchesive of Accountable Care Drzanizations| A00s]and ACD o= structunes znd other forms of
shared financial responsibility. 0% of people covened; Patient Centered Medical Home
{PCMH] and Hezith Homes models hold promise to achiswe owr vision. Thess models ans
alrezdy well-developed in Rhode Iskand; Valhse-based care practice coaching, training and
technical assistance

Ohlity incentives. Reguire Medicid providers to forms PCMH's. Goal of B0-500% in Valwes
based payment system. Ohio itself will foous on PCMH creation but if providers or others
want to form A00's or other models, Ohio will permit it. Inconporate population heaith
measures into &l of its regulatory and payment programs

Mew York

Rhode lskand
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Payment Reform Analysis continued

The specific payment strategies states and organizations will use in paying providers.

Payment Methods

Cumently pay 5-10 medical interventions {knee replacements, Asthma flare wps stc) as
Tennecoss episode payments rather than FF5, are transitioning towands paying mone things by a per

episcds basis. PCMH and practics transformartion

Washington as & purchaser will change the way it purchases coverage for almost 2 milkon
Wiashingbom public employses | PEE program) and Medicaid beneficaies, totafing mone than one-third of

the state’s non-slderly populstion; Accountable Care Program

Payment Reform Analysis continued

The specific payment strategies states and organizations will use in paying providers.

Payment Methods

Hesitth Homes, Managed Long Term Care, & Fully-intes; i Duals Advantage; Providing
payers with inoentives to achisve penetration of value-based payment models and benefit
desizn, @5 part of the rete-review approval process; innowvative, tiersd payments that oower
the inoremental costs of negistries, cre coordination and care management, & variety of gein-
sharing inoentives for betber managing cane and costs, and wp-front funding to help support
technical assistance for practice trensformation during the transitions; sncowmge broad use
of value-based insuanos desizn {VBID) by helping to oreste transpanency about best practioss
in WEID mnd sncoursEine broed bassd adoption of such practioss soross paysrs

These payment models may inchede pay for performanos, bundled payments, shared svings
inchesive of Accountable Care Drzanizations| A00s]and ACD o= structunes znd other forms of
shared financial responsibility. 0% of people covened; Patient Centered Medical Home
{PCMH] and Hezith Homes models hold promise to achiswe owr vision. Thess models ans
alrezdy well-developed in Rhode Iskand; Valhse-based care practice coaching, training and
technical assistance

Oty inoentives. Reguire Medicid providers to forms PEMH's. Goal of i : L=
based payment system. Dhio itself will focus on PCMH creation but i providirson s
want to form A00's or other modsls, Ohio will permit it. inconporate p-npuhﬂ;ﬁfﬁdth o
measures into &l of its regulatory and payment programs Lrm W
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Payment Reform Participants

The patients, providers, and heakh plansthat will be affected whenthe modelis
implemented.

State Participants in Payment Innovation

Patients Covered: Mediczid and Medicare, Medicare/Medicid dual figibde individusls, CHIP,
theome coversd by participating privats plans.

Providers Incheded: Medical Home and Hesith Home providers.

Health Plans: WMedicsid, Arfensas BlusCross BlosShisld, potentialy Medicere.

Patients Cowered: Medicsid, Medicare, thoss covered by participating  private plans.
Providers Incheded: Health Home and Patiznt Centered Medicl Home providers and providers
in MHMC.

Maine Heslth Plans: Medicsid, State Employess, Bath lronworks, Maine University System. Maine
has also partnered with the Maine Health Management Coalition {WMHMC). 2 mult-
stakeholder purchaser-led collaborative repressnting employers, providers, paysrs, and
CONSWMars.

Patients Cowered: IMediceid and L=dicare, MadicarsMedicid dusl =figible individucls, stats
employsss, those covered by participating private plans.

Providers Incheded: 8l primary care providers. Massachusetts has established & goal of hawving
all PCPs functioning as medical homes by 2015. PCPs are defined broadly to inchsds sroup
practices, hospital based PCPs, and communityheafth mental hesith centers that provide
primaEry Care Servioss

Heslth Plans: Medicsid, Medicare, state employess, Blue Cross Bhee Shisld of Massachusstts,
Tufts Health Plan.

Aransas

Massachusstts

Payment Reform Participants

The patients, providers, and heakh plansthat will be affected whenthe modelis
implemented.

State Participants in Payment Innovation

Patients Cowered: Medicsid, CHIP, MinnesotzCare, Medicare, thoss cowered by participarting
private plans.
Providers Incheded: Current ADDs, provider onmanizations sslscted throwush s competitive RFP
Minnesota  will participate as ACDs, Hennepin Hesith, cument Heslth Care Homes and those seeking to
become cartified.
Hesdthi Plans: Medicsid, Medicare, Medica, Blus Phus | Bhee Cross Bhes Shisld of Minnesota),
HeslthPartners, UCare, PrimeWest, South Country Health AliGnce, hasca Medical Care.
Patients Covered: Mediceid {will also allow CODs to serve as integrated Medicare and
Medicaid plans for duslly efigible individuals], state employess, and those purchasing gualified
Or=zon hezith plans on Orezon’s health insuanoe sxchangs.
Providers Incheded: Drezon’s CO0Fs and those practices that heve achisved PCPCH status.
Heslth Plans: Medicsid, state employess, qualified private hesith plans on state exchange.
Patients Cowered: Medicare, Medicsid, thoss covered by participating private plans.
Providers Incheded: Fletcher Allen and Dartmowth-Hitchoook ADD, Community Hospitals,
FOHCs, statewide networks and indspend=nt physicans.
Heslth Plans: Medicsid, Medicare, and participating commencial plans.

Wermont




Savings Potential

State cost savings estimatesto be achieved through model implementation

State Potential Savings

Arkansas

Mlain=

Masszchusstts

Minnesota

Dremon

Vermont

Extimated at 1.1 billion ower the 3~year hodel Testing pericod and B9 billion
throwgh 2020,

Estimated at $472 million for Medicid, 5554 million for commercial payers, and
524E million for Medicare ower 3 years.

Masszchusstts"s innowvation plan does not incheds an sstimate on cost savings.

Projected $111.1 million savings ower a thrse-year pericd. 5503
Medicid svings, $13.3 millicn in swvings to private payers, and 7.5 million in
Meadicare avings.

miillizn in

Estimated reduction of per capita Medicid spending by 1 perosntage point by July
2013 and 2 percentage points by July 2014. For state employess and dual-=Rgibles,
an estimated redwction of 2 peroentame points in its cost trend for sslsched
populations.

Vermont's innowvation plan does not inchedes an estimate on cost savings.

Alternative Payment Models:

EARLY Results




Expenditures

* An expected outcome of SIM Initiative activities is a
reduction or slowing in rates of health care expenditure
growth

* A baseline assessment of total average PMPM commercial
population health care expenditures across the Round 1
Test and comparison states yielded mixed results

* Dverall, average PMPM expenditure rates for the Medicare
population are substantially higher than for the
commercially insured population L

SIM State PMPM Expenditures —
Commercially Insured

All Round 1 Test states exhibited increased total expenditure PMPM ratesfrom
2010 to 2012, with the rate of increasevarying by state
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SIM State PMPM Expenditures —
Medicare

Total average PMPM payments for Medicare beneficiaries increased from 2010
to 2012 for all Test states, thoughtherates of increasevaried
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Insights

* What is Medicare's involvement in 5IM Model Test States payment
models?

» 5o far, nothing more thanwe could have guessed
* MSSP
* Medicare patient’s involved in 3IM populations
* Providingdata
* Multi-payer Advanced Primary Care Practice Demonstration

« What'sworking?
* Too soonto tell
* ER admission rates and PMPM costs generally increasing in program
year 1
* Mo analysisyetof attribution of utilization and cost

* Total Costof Care
» Almost all states mention intheir plans that they will measure total
costof care.. sofar, we have not been ableto findthe
methodologies (except for MN) or definitions (much like WI's 511
application &)



Insights continued

* Commercial payer participation
* Varies greatly across states

» Almost all states have “commitment to participate” from at
least one commercial payer

* What that means is still TBD
* Only New York mentions a diversified commercial landscape
similarto Wi
* Purchasers and employers
* Inmost states where purchasers are mentioned inthe SI1M plans,
they have not committed to engaging
* Inabout half of 51 Test states, the state employee plans have
committed to participating
* Chronic disease management

* Almost all states that mention chronic disease management
propose some type of medical home, ACO, or community/medical
neighborhood 20
[ eetwrteoseeesaeeemteessee- |
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