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Health Care and the Federal Budget
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Income-related health disparities are large...
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...and Income-related health disparities are growing
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Death rates have risen for
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service expenditures for
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In the US, for $1 spent on health care, about 55 cents is spent on social services
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Determinants of Health Outcomes
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Big Health Policy Issues for 2017

* Repeal +/- modification or replacement of ACA individual
insurance market reforms and Medicaid expansion

* Medicaid reform
* Drug pricing

«  “Must pass” legislation related to health: FDA user fees, Childrens
Health Insurance Program (CHIP), debt limit

Improving value and value-based payment reforms
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Emerging House Republican Leadership

ACA Replacement Provisions

* Sooner...
- Short-term budget provisions to help stabilize insurance exchanges

- Refundable, age-related tax credit for those without employer coverage (indexed to
CPI)

- Health savings account (HSA) expansions
- State Innovation Grants to support high-risk pools, other state-based reforms
- Transition time to implement

- Potential financing mechanisms: temporary continuation of some ACA taxes, cap on
employer tax exclusion, savings from reduced long-term Medicaid costs

 Later?

- Insurance Market Regulatory Reform

» (Guaranteed issue and only age-related premium difference based on health status for
those who remain continuously enrolled in coverage

» |[nterstate health insurance purchasing options
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Medicaid Reform

* Legislative Proposals
- Address Medicaid Expansion

= Most of coverage increase in ACA
» 31 states + DC including states with Republican governors

- Medicaid Structural Reform

»  Shift toward per-capita or block grants to states, account for expansion costs —
particularly for expansion and “optional” populations

= Savings through lower growth rate

 Administrative Actions

- More flexibility in Medicaid waivers

» Medicaid managed care including dually-eligible beneficiaries, benefit and work
requirements, other care reforms

- Expanded use of other programs to support state flexibility
= ACA Section 1332, CMMI authorities

« QOpportunities for State Leadership in Health Reform
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Alongside the Repeal/Replace/Repair Debate...

» Potential bipartisan interest in controlling costs
o Drug pricing reforms likely
o Pressure for delivery system and payment reform

«  MACRA implementation (Medicare physician payment reform) will
continue

* Other payment reform initiatives including CMMI activities likely to
evolve, in conjunction with reform initiatives through states and
private plans

* Increased focus on state-led initiatives to change payment streams
and reform care

i
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Policy approaches for reducing costs—
and improving quality and outcomes

* Reduce prices
o May limit access to care

* Change payment and coverage to support better care
o Alternative payment models (APMs) aim to align payment more closely with better and
less costly care models, particularly those not supported well by FFS:
o lower-cost care settings
telemedicine/mhealth
more efficient team-based care models

care coordination

O O O O

better support for social services and non-medical interventions that can reduce complications
and medical costs

o APMs aim to provide more flexibility in how providers can deliver care, with more
accountability for results and costs
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Value-Based Payment Reforms

« Growing adoption of new payment models driven by health care
fundamentals

* Physician payment (MACRA) implementation emphasizes expansions of
alternative payment models

 Potential new directions for Center for Medicare and Medicaid Innovation
(CMMI)
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Alternative Payment Models (APMs)

“Pay for Payment Linked to Patient Not Services
Traditional Performance” Limited More Complete
Category 1 Category 2 Category 3 Category 4
Fee for Service - Fee for Service - APMs Built on Population-Based
Mo Link to Quality Link to Quality Fee-for-Service Payment
& Value & Value Architecture

HCP#LAN
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ACO Growth by Payer

Payment Arrangement Growth by Payer Type
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“Component” Alternative Payment Model Examples

Primary Care Payments

* Medical home payments
* Direct primary care (PMPM) payments
* Accountability and shared savings for population outcomes and costs

Episode-Based Payments Specialized Population Payments

* Elective procedure episodes (e.g., hip/knee e Comprehensive care for high-risk patients

replacement) » End-of-life/palliative care patients
* Hospital admission episodes (e.g., Bundled Payment * Specialty-based care teams with overall

for Care Improvement initiative) accountability (e.g., Comprehensive ESRD Care,
* Diagnosis-based episodes (e.g., pregnancy, back pain) Project SONAR for patients with chronic Gl
* Chronic disease episodes (e.g., oncology care model, disease)

liver disease, heat failure)
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Payment Reform Evidence Hub:
Better Evidence for Payment Reform

* Inventory of current payment reforms and evidence
« Best practices and tools for effective evaluation
* Integrating evidence across payment reform experiences

* Financial and technical support for payment reform evaluations
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Current Evidence on Payment Reforms

Evaluations by LAN Category
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CCOUNTABLE CARE
ARNING COLLABORATIVE

LE

Most health care organizations not yet (Y
succeeding in value-based care models
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ACCOUNTABLE CARE

LEARNING COLLABORATIVE
AT WESTERN GOVERNORS UNIVERSITY

Responding to the challenge of successful
and sustainable reforms in care |

Recommendations

. 1. Support public-private precompetitive
Vltal collaboration to identify competencies and

Dlre(:t"]ns pathways to develop them

for Health and Health Care 2. Develop evidence of the impact of improved

A National Academy of Medicine Initiative com p ete NncC | es
e

WitheNAMedicine mam, eduVitaiDrections 3

. Align federal payments with value-based
health care, informed by key competencies

4. Provide federal support and incentives for key
data exchange capabilities to improve care
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ACCOUNTABLE CARE

LEARNING COLLABORATIVE

Key competency domains (AT

COMPETENCY 1

- Governance and Culture GIEGORY - §
« Financial Readiness |
« Health IT Infrastructure/ Data Use
. Patient Risk Assessment and AISORT
Stratification
» Care Coordination S
e Quality and Safety 5 L
 Patient Centeredness -

COMPETENCY 1 |
COMPETENCY 2 |

CATEGORY
4
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Further Steps on Accountable Care ~
Competencies (&

Health IT

23

Patient
Centeredness

16 MISSION:

Care Coordination

31 Categories

Patient
Assessment
Data

“To accelerate the
successful adoption of

” Platform for - Competencies
accountable care o : : : :
Governance & Patient Risk Patient \ Support use of multiple common analytics tools via
Culture Assessment Assessment | an open API

26 16

Patient Enable user defined variable weights & models for

PR multiple care programs

Domains Process

Support a wide diversity of the population
Population
Financial Readiness Quality Risk

e e Assessment Support multiple risk assessment models based on

27 p Dashboard business need
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ACLC 2017 Activities

C N E
EARNING COLLABORATIV

E

Provider Transition Glide Paths

Governance and Culture

priorities and goals.
Category

Leadership GC.1.1 Identify interdisciplinary leader(s), as appropriate, who have
How a leader or a proven reputation and abilities among peers to achieve value
governing body uses their outcomes, carry out quality improvement initiatives, and
position, responsibility, manage risk
and power to make GC.1.2 Define your organization's strategy,
decisions or create common terminology, and vision for the served
policies that will drive populaticn
successful accountable GC.1.3 Develop policies that support business processes, compliance,
care adoption. ethical behavior, patient rights, and patient-centeredness
Commitment to Value GC.4.1 Align your organization’s mission, vision, and strategy with your
Encompasses values and commitment to value-based care objectives
behaviors that permeate GC.4.2 Align guality improvement initiatives with
throughout the ethical obligations
organization and GC.4.3 Challenge the cultural assumption that
demonstrate an High-cost treatment is the same as high-value treatment
organization’s
commitment to
value based care.
Financial i

FR1.1 Aggregate multiple services from full episode of care for
Financial Systems consolidated, flexible payment processing
Systems, tools, and more | FR.L.2Z  Automate, centralize, and integrate authorization approvals
importantly, orientation and claims payment methodologies from all payers
of work process to focus FR.1.3 Establish and maintain systems to track utilization, revenues,
on patient level, and costs when bearing financial risk
population level financial FR.1.4 Establish systems that accurately capture data from all coding
assessment. methodologies

FR.1.5 Organize and design financial measures based on specific

patient populations

FR.1.& Create & system to manage deferred or denied authorizations
Health IT
HIT Infrastructure HIT.1.1 Create a comprehensive health IT strategy, inclusive of
Products, platforms, considerations for interoperability, change management plan,
processes, and and payment model(s) functionality, that supports the payment
investments that support model(s) and financial risk associated with your organizational
the organization’s strategy goals.
for accessing and using HIT.1.2 Analyze and mitigate privacy and security risks
health data and HIT.1.3 Assess the health IT ecosystem across the organization
information that will HIT.1.4 Develop a stable platform for information systems that is
support the organization's consistent and aligned with the organization’s HIT strategy.
short and long term HIT.1.5 Coordinate appropriate staffing to maintain infrastructure
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Industry Resource Center

Competency
Case Study Briefs
MACRA
Associations
Vendors

Industry Case Studies
Webinars

Designing Governance for
Bottom-Up Innovation
UT Southwestern's Approach

Domain: GOVERNANCE & CULTURE  Category: CULTURE OF STAKEHCLDER ENGAGEMENT

Competency: GC.31 Engage physicians and clinician lsaders throughout sl levels of the organization o camy out and drive value based obiectives

BACKGROUND

In 2010, coneamed about the sustainabllity of health care's
‘economic structure, UT Southwestern's leadership (UTSW)
organtzad an Intemal analysis of various approsches to financial and
clinical transformation. The exercise Informed a numbsr of strategic
impsratives for the system, including the need to grow Its network
of employed and Independent primary care providers, to create
greater effickney by tracking true costs of care In svery setting.
and to appropriately expand its footprint through partnerships,
Ultimatsly, these strategic objectives resultsd In the formation

of a new organization called Southwestern Health Resources,

P n UTSW and it's employed faculty 1700
physicians), Texas Health Resources and tts employed physician
group (-600 physicians), and UT Southwester Clinically Affiliated
Physician Program (UTSCAP), 3 group of inde pendent providers
(385 physicians), forming a clinically integrated network with which
to approach accountable care and other valua-based contracting.

APPROACH

About Southwestern Health Resources

The SWHR network of 21 hospitals and maore than 350
outpatient facilities provides improved access to high-
quality care far communities throughout Narth Texas.

Location: Dallas-Fort Worth and the Metroplex in North
Texas; Managing patients across 8 counties

VBP Activity:

* Track 1 MSSP (-82,000 beneficiaries)

* Medicare Advantage (-31.000 beneficiaries)

+ Rizk-pased commercial arrangements with

* UnitedHealthcare and Aetna (110,000 members)
More: In 2017 the ACO will be joining the NGACD modsl
and adding a commercial contract with Cigna

Webs icine org/ health-pr

Like many organizations utlizing partnerships for accountatle care, UTSW has had to think sbout engaging physicians differsntly,

To unify

oroups under

d objectives, UTSW created a governance structure with multiple

mechanisms for meaningful frontline engagement. First, the ACO designed its goveming board to have equal re presentation from ail
three of Its physiclan group partrers, The board Is supported by physician-led committees that alss have equal representation from all
partners. The ACO then created 3 pod structurs with 10 to 15 physicians organized by geographic rgion In sslf-governing, selk-auditing
groups. The multiple levels of gowernance, particularly the committses and pods, have bean key to meaningful sngageme it throughout
the organization. Through this structure, the ACE Is able to empower Its physiclans with data, education, and most importantly, a

meaningful seat at the table,

The ACC's pod structiire has praven to be a valuable avenue for engagement In many ways. First, the pods create smalker, more
tangible networks for motivation and support. Fer example, the ACO gives Its physiclans acoess Lo qualty and cost outcomes data on
all of thelr pod peers, Providers are also given pod-level transparency Into the distribution of shared savings and other bonuses from
the ACCs risk-based contracts, showing the amounts received and the rason. According to ACD leadsrs, this kind of pesr pressure
and sensitization has beenvalusble In diving higher engagement and higher performance.

Another posttive but unexpectsd bensiit of the pod structure has besn its biliy to facilitat bottom-up Innovation. In the beginning,
the ACO sxpected to Inform all clinical cars peotocols and institute changes diven by the board and quality committs, However,

the pods have been the primary source of practios transformation and also a system for meaningful frontline engagement. Since
they were first established in 2013, the pods have produced a number of dinical care protocols, seme of which hawe led to network-
‘wide performance Improveme nt Iniuatives. When a pod develops an idea for a new clinical protecol, the pod's slected physician

representative takes the idea to the

(.. Guality

Utlitzation Review & Management, Credentialing,

Metwark Adeduacy), which then vets the proposal for the expanded use by other pods, even to potentially be Instituted network-wide
by the board, For example, one of these pod-driven ACO protocels asks that pod practices rotats offering sxtended hours at least thres
nights per wesk, allowing other pod physiclans to refer patents to the oper-late practice,

While the ACO's thoughtful gavernance structure has enabled physiclan engagement and enhanced participation in valus-driven

activities, UTSW has also implementad a number of strategies to

gage and empower physicians. ts Guality

Program providss financial Ince ntves for behavior changs, Indepandent of the ACO's risk-based contracts. In the first year, bonuses are
tied to oertain actiities and process measures (e.g., Installation of the EHR and having It functioning within 3 to 6 manths, attending

ACCOUNTABLE CARE
LEXRNING COLLABORATIVE
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UT Southwestern Case Study Al

Designing Governance for
Bottom-Up Innovation
UT Southwestern's Approach

Governance and Culture

Approach
- Created partnership organization for employed and
independent providers, with representation on | _BACKGR(:E: "

In 2010, convemid aboul the sustainability of hesith cane’s economic

governing board e e
- Created geographic pod committees oo o s ey o

in every setfing. and toappropristely expand its footprint
through part rerships. Litimately, these strategic object ives nulted
 the formation of & new arganizaion called Soutiwestern Health
Piaeciucts; & it it TEW g 2% anlopa Sy
Results (1700 piysicians), Texas Health Resou
groun (600 physicians), and UT South

Proysician Program (UTSCAP), & group of independent providers (<385

and adding & cil oo

- Saved over $29M in 2015, 8™ largest savings in MSSP B —
) g g Website: szconnectsacarsorg
APPROACH
t ra C k 1 Like many organizations utilifing partnerships for accountabie care UTSW has had to think sbout engaging phyScians.
the various provider groups under comman walue- hased obiec tves, UTSW created & governn ructure with multiple mechaniers for
. meaningful fs ine engagement Firs, the ACD designed its governing board to have equal representation from all three of its physican
Sh d b f 14M grous partners. The board i suppor ted by pinsicisn-led committess that siso have equal representation from ail pariners T‘:&CGL‘ 4
- ared savings bonus o e e e s e e gl
:I Povernance, particulardy the committees and pods, hawe been key he T*. ugh this
I- f o structure the ACO i abie (o empower ils ohysicans with data, education. ld mast l'wrla'\l'!vawlmn ingful seat at the tatse.
Quality score of 96.7% A i i e 8y 3 i,
networnks for mot ivalion ahd suoport. For exampie. the ACO gives its physicians acces to guality anvd st outcomes data on all of their pod
peers. Providers s alsa given pod-lever transparency into the distribution of shared savings and ather bonuses from |H.~ﬂE
contracts, showing the smounts received and t o, According to ACO leaders,
gagement a her parformance

ifferertty To unify

Kind of peer pressune and s

. b i e
Key Learnings o A
ACO expecied to inkorm al = st P ittee. However, the pods have
. . . . . wex thisy wiere First extablisher]
- Ph SICIan Ieadershl |S Im Orta nt 013 the pods have produced & number of ciinios) Gare orotocois. some of which have led 1o et work-wide perfomance mprovement
y p p p: hen a pod develops an idea for a new n"fﬂmﬂ'\mueﬁcslmd&ul‘l‘dmmmﬂr
committes {(eg. Quail y Per ior mance, Utilization Review & Management, Credert|
for the epanded e by other pods, sven (o potentially be netituted retwork-wide by the bosrd. For example, one of these pod-driven ACO

- Itis difficult to get providers to change EHRs, but it’s i o e ] 5 e S e ) e e

to the open-iste practice

e vets the proposal

M 13 W the AC OV thoughtful govermancs abnsct ure has ermbled physican engagemant and enhanced pericnpstion in velued riven scfivities
necessary for | ntero perabi |ty UTESW s et arirs o st 9 Bty R S gt s Cmally e P Rcarasm provEEs
financial incentives for behavior change, independent of the ACD"s risk-based ¢ racts. In the first year, bonuses tied to cort: tivities
and poces measures (eg, imtallstion of the EHR and having it funclioning witt to & manths, sttending {cont'd) educational courses

- Must support providers to document consistently e e
across the organization

AccountableCarel Corg

D k MARGOLIS CENTER
u e for Health Policy




Resources to Support Health Care
Financing and Delivery Transformation

Patients and consumers, providers, health plans, employers,
states, and consultants all play a critical role in transforming

health care
« www.accountablecarelc.org O ‘ég&gm%%gfm
« www.healthpolicy.duke.edu
« www.hcp-lan.org HCP ﬁLAN
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