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Agenda:

 JHU/Arnold Foundation Presentation
 SEBC Commentary
 DOI Update
 Legislative Update
 Approval of Minutes and Outstanding Items
 Recommendations



Legislative Update:

 SB200 - passed
 SB206 – out of committee



Annual Report Recommendations:

 Report to General Assembly and DHCC – progress and goals
 Defining Operating Procedures: (Line 25 of SS1 for SB116)

 Proxy representatives may have voting rights and shall be 
communicated to c-chairs as attending proxy prior to meeting 
so they may be included in meeting communications and 
information

 Term limits: 2 year term with appointment as per SB 116 and SB 
206, excluding ex-officio positions

 Quorum for voting
 Meeting information and materials to be sent out one week prior 

to meeting





 State Office of Financial Management 

 Evaluated expenditures for 2018
 Included copays,deductibles and 

pharmacy claims for total medical 
expenditures but not non-claims based 
expenditures

 Also used IOM definition of PC and the 4Cs: 
contact, continuity, comprehensive and 
coordinated care

 Calculated narrow and broad definition of 
providers and services

 Included commercial, Medicaid, Medicare 
but not Self-insured, federal and VA 
benefits

 4.4-5.6% with highest in age group <18: 
10.4-11.2%

 PC providers: SB 227
 Family practice, internal medicine, 

geriatics, pediatrics
 Physicians, NPs, PAs

 OVBHCD:
 Use of APCD
 Specifications: 

 Formulated by OVBHCD with input by 
PCC>>>?PCC data subcommittee

 Outpatient and office expenditures

 ?non –claims payments – aggregated data 
from payors who are also contributing data 
to DHIN

 NO TOPIC RECOMMENDATIONS PROVIDED



A clinical model plus a payment approach to 
enable the model can lead to improved 
outcomes

 Common elements of successful models include: 
 – Clear goals for outcomes with a vision for how care will be 

delivered
 – Timely and accurate data sharing
 – Risk adjustment to account for differences in patient panels
 – Prospective payments to allow practices to make upfront 

investments
 – Payments connected to a focused set of metrics and 

performance on the 4 C’s (contact, continuity, 
comprehensiveness, and coordination) 

 Use of multidisciplinary care teams 



Previous Comments: This past Spring
 Value of PCMH:Total Cost savings was greatest with mature PCMH or 

higher risk populations
 important characteristics: 

 upfront investment without being additive to total cost
 Accountability=risk
 Building of infrastructure: data; care coordination at practice level; pre-

defined targets for outcomes, cost savings, accountability
 Role of established ACOS in state





Trinity Health ACO

 Next Generation ACO with upside and downside risk
 Included patients from health systems and private groups in Illinois, 

Michigan, New Jersey, and Ohio
 100K Medicare patients with up to 15% of medical spend at risk
 Centralized team that provided actuarial support and data 

analytics at the system level
 Local teams responsible for care management, social work, care 

coordination, clinician engagement, and leadership
 Expectation that local group spent $22 PMPM on the infrastructure 

above



Current Recommendations from Survey:
 Primary Care is foundational to health care delivery in DE
 Practices which demonstrate a team-based or PCMH like delivery 

of care should have more upfront investment
 Initial increase in upfront investments should be tied to an agreed 

upon definition of “risk” and “value” as well as overall cost saving 
benchmark
 Increased PMPM, care coordination payments, non claims payment

 ERISA Plans: 

 Provide a Learning collaborative – creation of subcommittee
Voluntary contribution of data - ?aggregated from TPA or specifications in 

to APCD



Past Proposals
AAFP APC-APM



Health Plans

13

3 funding streams:

1. Delegated Care 
Management Fees

2. Shared Savings

3. Pay for 
Performance

Proposed  
Funding Model 

ACO

Care 
Management

Shared 
Savings to 

Shared Risk

• Upfront PMPM CM Fees 
with task accountability

• Used to fund CM 
staffing and 
infrastructure

• Amount related to 
% premium with 
both a  cost of 
service and ROI 
perspective

• Included as an 
expense in 
calculating shared 
savings/risk pool

• Savings split 
between ACO and 
Plan

• Transition to 
Shared Risk over 
Time

• Stop-loss for high 
dollar cases 

• Risk corridor when 
transition to risk

• Quality gate 
• Guard against 

price increases 
eliminating savings 
from improved 
utilization 

• Key measures 
associated with 
Plan withhold or 
quality goals

• Metric choice 
aligned across 
payers for similar 
populations

• Number of metrics 
allows providers to 
focus their QI 
programs 

• Improvement and 
attainment goals 
achievable 

Pay for 
Performance

Health Plans



Future Meetings:

 THIRD MONDAY OF EACH MONTH:
 3/16/20
 4/20/20
 5/18/20
 6/15/20 (If needed) 
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