PC Collaborative.

January 8.2020




Business:
» Approval of Minutes

» Discussion of Standard Operating Procedur

» CO PCPRC 2019 Annual Report - Appendix H

» Recommendations and reports: SB 227 “annual”
» Appointments are from SB116

» Member terms: ? 2 years for tWo terms

» Absences and Use of Proxy:
» Full voting privileges

» Prior notification to Staff for meeting purposes



MEDICAID/MCO UPDATE:

» Medicaid ACO RFP

» HMA VBP MEDICAID MCOs:

>
>

» Update on VBPM and PCMH:

>

DE on page 21-22

Comments on focus areas: Maternity, Pharmacy, Behavioral
social determinants; quality metrics; provider support and c
management — DE has data sharing under provider support

Total overall percentage participation

» How many are in PCMH/ PCMH type models

V..V .V

Number of quality metrics
Challenges>>what measures are in place to increase participation

Successes>>have you deliberately increased percentage spend on PC
through VBM

Ability to provide a PCF-like track



CO Primary Care and Payment

Reform Collaborative

>
>

Legislatively mandated under HB19-1233 under DOI - sunse

Mission: developing strategies for increased investments in
care that deliver the right care in the right place at the ri

CO GA envisions a highly functional health system built on
foundation of a robust PC system

Uses a definition of Primary Care from Institute of Medicine b
includes narrow and broad definition of PCP

Appendix D — data analysis
Appendix H - Operations of Collaborative

Appendix L — comparison to other states (next slide)



Rhode Island

Oregon

Delaware

Connecticut

# Each health insurer’s annual, actual
primary care expenses (direct and
indirect) shall be at least 10.7% of
annual medical expenses for all
insured lines of business

e At least 50% of medical payments
should be under an alternative
payment model, with a minimum
downside risk for providers

e Prominent carriers (annual health
insurance premium income > $200
million) offering commercial and MA
plans, state public employee board
plans, and Medicaid CCOs must spend
at least 12% of total expenditures for
physical and mental health on primary
care services by 2023

e |If spend less, must document how will
increase spending by at least 1%
annually

® Recommendation: State should
mandate payers to progressively
increase PC spending to reach
percentage milestones that eventually
account for 12% of total health care
spending (based on Rl and OR)

e Increase will occur either through 1%
point increase per year or within 5
years, whichever is faster

e Standard will apply to at least
Medicaid, MA, self-insured, fully
insured, state employees’ health plans

e Performance measured by standard
definition of primary care spending
and total medical spending

e Developing primary care bundled
payments that cover office visits, with
supplemental bundles that include a
PMPM fee to allow practices to hire
care managers or invest in HIT, as part
of multi-payer model

e DMulti-payer reform model aims to
gradually double revenue stream to
primary care providers while
maintaining TCC trend through
combination of upfront supplemental
payments to PC providers who agree
to assume risk on controlling TCC

Background:

PC spending increased through
combination of structural payments (loan
repayment, care management fees, and
value-based payment opportunities)
while hospital rates were capped

Background:

Primary care spending requirements
follow a series of delivery and payment
model reforms over the past decade,
which had already boosted primary care
spending on average to the 12%
benchmark

Background.

State facing acute PC workforce issues,
growing health care costs; series of
legislative resolutions and EOs focused
attention on costs and quality; first state
to set health care spending growth target
and track quality and health measures

Background:

Planned investment is strictly in upfront
supplemental payment revenue made
with the expectation that primary care
providers transform practices to offer
alternative means of accessing primary
care services that are not billable and by
using a more extensive care team

Other key features.

e 2010 - OHIC required each insurer to
annually increase total commercial
medical payments to PC

e Capital investments in PC, including
supporting PT and EHR systems, count
toward primary care spending

e Each payer must contract with
specified share of PC physicians in
PCMHSs, increasing annually

o To help contain costs, hospital rates
are capped at CPIU+1% and ACO total
cost of care budgets are capped at
CPI-U+1.5%

Other key features:
e 2015-2016 - legislation required state
to report on percentage of PC spend
e Analysis includes claim-based and
non-claims-based payments
o Claims-based collected through

state’s APCD
o  Mon-claims based collected

through reporting template
e 5B 231- established PC Payment
Reform Collaborative, tasked with
helping develop and implement the

Primary Care Transformation Initiative

Other key features:

e PCspend increase should include
upfront investment of resources to
build infrastructure and capacity, not
just increase in FF5 rates for PCPs

® Support/incentives for use of HIT,
support for team-based model of care
across range of PC setting, value-
based incentive payments

e PCspend requirements should be
compatible with state benchmarking
process of promoting only sustainable
increases in TCC

Other key features:

e Building off SIM (thru Jan 2020)

e Goal: enhance provider performance
on shared savings or shared risk
arrangements via PC payment reform

& State priorities: building diverse care
teams; expanding patient access to PC
via email, home visits, telemedicine;
adopting technology with likely ROI;
integrating care to better treat
behavioral health, address SDOH;
developing practice specializations to
better treat certain patient
subpopulations




Washington State PC Expenditures Report,
December, 2019

» State Office of Financial Management

» Additional commentary re: non claims investments, PCMH,
iIncentives, workorce

» Evaluated expenditures for 2018

» Included copays,deductibles and pharmacy claims for total
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%



UPFRONT INVESTMENTS ACO




Summary of Survey.

» 14 of 17 respondents (12 listed; one sent in)
» Majority vs Consensus
» Purpose:

» Assess approach to self-insured_-_forganizations for data
to calculate PC spend with total health care spend

» Assess viability of aligning care 'm.odel with payment refor



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
delivered

» —Timely and accurate data sharing
» — Risk adjustment to account for differences in patient

» - Prospective payments to allow practices to make upfro
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



ast Proposals

AAFP APC-APM

Advanced Primary Care
Alternative Payment Model
(APC-APM)

CATEGORY 2 CATEGORY 3 CATEGORY 4

APMS BUILT ON POPULATION -
NOLINKTO LINK TO QUALITY FEE-FOR-SERVICE

BASED PAYMENT
QUALITY & VALUE & VALUE ARCHITECTURE

FEE FOR SERVICE - FEE FOR SERVICE -

Population-Based
Payment

« Per patient per month

A A A
Foundational Payments AFMs with Shared Condition-Specific
for Infrastructure & Savings Population-Based
Operations
[e.g., shared savings with Foymant
upside risk anly)

JOVETS non-lac
VICES
« Pros
payment

[e.g., care coordination fees (&4, per member per month
and payments for HIT payments, paymants for
investments| B speciaty services, such as
g APMS with Shared ancology or mental health)
Savings and Downside B
Pay for Reparting Risk
Comprehensive
(g, bonuses for reporting (e., episode-based P ulnlﬂun-nued
data of penatties for not payments for procedures o
and comprehensive Peymant
c payments with upside and {e5., global budgets ar
downside risk)

full/percent of premium
Pay-for-Performance payments)

Performance-Based Fee-ForService
s iy : Payment
Incentive Payment y

oy chimcally r

(&, bonuses for quality C
parformance)
. Integrated Finance
& Delivery System
(e8., global budgets or
full/percent of pramiim
payments in integrated
systems]

N aN
Risk Based Payments Capitated Payments
NOT Linked to Quality NOT Linked to Quality

ilive vadue umls
Basad on parformance me
luding quality and

df




Health Plans

3 funding streams:

1. Delegated Care Key measures

Management Fees | ssociz_attedwith
A el an withhaie

Shared Savings g | ~ Shared Risk

Pay for
Performance

1l



Previous Comments: This past Spring

» Value of PCMH:Total Cost savings was greatest with mature PCMH
higher risk populations

» important characteristics:
» upfront investment without being additive to total cos
» Accountability=risk

» Building of infrastructure: data; care coordination at pr
defined targets for outcomes, cost savings, accountabili

» Role of established ACOS in state



Current Consensus:

» PC providers: as stated in SB 227
» Family practice, internal medicine, geriatics, pediatrics
» Physicians, NPs, PAs

» Recommendations to OVBHCD:
» Use of APCD - DHIN presentation?

» Mandating TPA to disclose aggregate data (10/21) with
option vs learning collaborative from survey

» Specifications:
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