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Goals for Today’s Discussion

* Provide information on the All Payer Model (APM) and a
potential unified care organization

* Describe where the process of APM and a unified care
organization stands, and what it means

« Explain how the unified care organization is currently
envisioned to work

- Answer questions and engage in dialogue about the
process and concepts above
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Medicare/ CMS Still Leading Charge

THE FIELD GUIDE TO

Medicare
Payment
Innovation

CMS s deplaying an array of voluntary and mandatory
PEyManT Innovation programs to accelerata tha transiion
1o accountable paymant modals. This field guide datals
the 12 highest profila programs as of Saptember 2015
Laarn how these programs disrupt the tradmional fae-for
sarvica business model
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PAYMENT PROGRAM KEY

Change Accelerator

Provides funding training, and peer netwarking to
support local deiivery system innovation; uitimately
ks 1o Identify and disseminate best practices

Pay-for-Performance

Rewards or perforr

select qualty and cost metrics; often focuses on safety,
outcomes, and patlent satisfactlon measures
Bundled Payment

Establishes a single price for a comprehensive episada
of care, often spanning the cara continuum; modifies
tha Incentives of fee-for-service economics

Total Cost of Care

Holds prov ders accountable for the overall quality and total

cost of care for patient populations over time; ellminates
thavolume-based Incentives of fee-for-service economics

2015: Major reemphasis and coordinated push

toward value-based payment in lieu of FFS by 2019
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Health Care Payment
Learning and Action Network ‘
+ CMS-corwened collaborative of
public- and private-sector
care stakeholders focused on Disruption
acceleraling the transition 1o to Fee-for-
alternative payment models Service
Business
» Designed to support HHS's Mods!
Better, Smarter & Healthier
inltiattve and achieve payment
transformation goals
Voluntary:
o

Organizations supporting
608 the network and its cbjsctives 2015

Hospital-Acquired Condition
Reduction Program
+ Relmbursement penalty targeting

haspitals with comparatively
more frequent hospita- acquired

Disrupticn
conditions and Infections o Feaor-
Servce.
+ Panaity based on performance n Buames
two domalns: patient safety and Model
hospitakacquired Infections
« Imposes 19 raimbursament
panalty on hospitals In tha top
quartia of patiants with hospita
acquired condrons
Mandatory
Y
Hospitals mandatsd
tofaca the panaty
_
Oncology Care Model
+ CMMI program seaking to Improve >
thaquallty, coordination, and ‘ '
afficlency of carafor oncology -
patlants recelving chemotherapy Dieruption
across six month episodes of care S
« Multk-payer model design Service
encourages privata payers o join CHrm
physician practices In the program
« Physiclan practices receive fae-for-
sarvice pay ments, monthly par-
benaflciary care managemer faes.
and shared savings payments for
reducing total Medicare spending
on ancalogy patlents Voluntary
Per beneficiary care ar
$9 60 managemant fee for 2016

six-month episade of care

—
Comprehensive Primary
Care Initiative LY

+ Mult-payer program providing

primary care practices with monthly
care management payments to Disruption
support practice transformation; o Fee-for-
practices are eligible o share In =i
usiness
Medicare savings s
~ OMS Is partnering I four-year
program with primary care
practices, commercial payers, and
state health insurance plans In
seven reglons
+ Initiative focuses on Improving
five primary care functions: Voluntary
care management, access, cara
planning. patient engagement. and
care coordination
Py cti o
rimary care practices
475 it nmamgan | 2013
Merit-Based Incentive
Payment System
«Medicare Physician Fee Schedule
methodology that Incarporates
EHR Incentve Program, Physician Disnption
Quality Reporting System. and t0Feefor-
Value- Based Payment Modfier Service
Business
« Performance measures evaluate Model
providers In four categories:
qualty, resource use, electroric
health record use, and clinical
practice IMprovement actiities
« Providers may opt out by
participating In alternate
payment madal track that offers Mandatory
additional incentives
Physician Medicare o
payment at riskwhen fully
implemented in 2022
e
Medicare Shared
Savings Program \
+ Program enabling providars ‘ '
0 form accountable care -
organizations (ACOS) that Disnuption
serva Medicara fee-for-sarvica toFestor-
benaficiaries Servs
« Establishes financtal accountabllity il
for the quallty and total cost of
cara for an attributad population
of at 000 Medicare
beneficlarles
« Offers thrae tracks that feature
varying lavels of financialrisk,
bonus opportunity, and flaxipilty Valuntary
in program design
o
ACOS participating
404 5 program 2012

Hospital Value-Based
Purchasing Program

+ Pay-for-parformance program
creatng differanual hespital
Inpatiert payment rates based on Disruption
success agalnst patlent safety, 0 Fee-for-
outcomes, patient satisfaction, Service
and spanding efficiency ures Busness
« Holds providers accountable
for elther absolute success or
Impravement against established
performance measures via
withhold//payback structurs
+ Payment withhold began m%
In 2013, Increases by 0.25
annually until reaching 2% in 2017

Mandatory

Hespital inpatiant Meticars FY
paymant at riskwhen fully
implemented in 2017

Bundled Payments for Care
Improvement Initiative

« Center for Medicare and Medicald
Innavation (CMMI) program offering
providers four bundled payment
modals for treating Medicare fee-for-
servica beneficlaries

Disruption
‘o Fee-for-
Service
Business
«Madels vary by scope of servica Model

Included, duration, minimum
discount required, and use of
elther prospactive or retrospactive
bundiing methadology
« All four models enable hospitals to
gainsharawith physicians
Voluntary

Organizations participating
in the program

Pioneer ACO Model

« CMMI program offering an advancad
path for providers to form ACOs
that serva Medicara fae-for-service
beneficiarles; 19 of the orginal 32
participants remain In the program

+ Offers greater financlal risk and Service
raward, aswell as more flaxbility. Bz
than the Medicare Sharad Savings
Program's Tracks 1and 2

« First CMMI program o recaive
approvaloraxparsian o haful

Madicare program; features of tha
Plonaer ACO Madel wera Included
inthe Medicare Shared Savings
Program's new Track 3
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Disruption

Voluntary

savings cr
$384M ;ﬁmauf’;nimm 2012

ACOs, 2012-2013

Hospital Readmissions
Reduction Program

+ Reimbursement penalty targeung
hospitals with excessive 30-day
readmission rates for selact
ciinical conditions

+ Penalty based on readmissions
for six condrtions: heart failure,
myocardial Infarction, pneumonia,
chronicobstructive pulmonary
disease, total hip arthroplasty,
and total knee arthroplasty

+ May Include additional conditions
in the future

Hospital inpatient Medicare
payment at risk

Comprehensive Care for
Joint Replacement Model

« Proposed CMMI program creating
mandatory bundled payments.
with up to 2% episade discount for
lower extremity Joint raplacement
procedures In 75 select markets

« Retrospective bundled payment
madel holds hospitals acooun(abla
for episades of care extanding
days post-discharge; bund\emc\udes
allrelared PartA and Part B services

« Hospitals may enter into financial
arrangaments with other providars—
Including physicians and post-acuta
cara providars—to share downsida
risk and/or upside rawards

Markets proposedfor
participation inthe program

Next Generation ACO Model

« CMMI program offering advanced
population hezlth managers higher
levels of sk and reward than the
Medicare Shared Savings Program
and the Ploneer ACO Model

+ Particlpants must choo:
W0 risk arrangements—
risk or full isk—that featura shared
savings/10ss rates batween 80%
and 100%

« Program offers flexibility In
payment structure; ACOs select
one of threa different payment
models for 2016, with capitation
becominga fourth option in 2017
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See our |atest on payment transformation
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Voluntary movement
to more advanced
models to exempt

providers from more

basic programs

True innovation
increasingly
provided/allowed in
more advanced
models



Vermont ACO Landscape
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« Community Health Accountable Care (CHAC)
» Vermont Collaborative Physicians (Healthfirst ACO)
 OneCare Vermont ACO

= EXxisting track record of collaboration among ACOs

* Vermont Health care Innovation Project - VHCIP (“SIM Grant”)
committees

 GMCB-facilitated payment reform design groups

»  Work with Blueprint and VHCIP on community collaboratives across
Vermont and complex care management pilots in multiple communities

» Development with Blue Print of the 2016 medical home performance
measures and incentive program

* ACO quality collection process

« “Memorandum of Understanding” among all three ACOs to explore
potential of combining into single ACO



OneCare Vermont

= One of 26 Organizations accepted into Next Generation
« 21 Started in 2016 and 5 Deferred until 2017

= Accountability (risk) for total cost of care for attributed
beneficiaries

= For first time, offers...
« Better terms for low base cost and high quality

 Anon-FFS payment option for ACO networks wishing to do true payment
reform

« Enhanced benefits and beneficiary incentives
> Post discharge home visits, telemedicine, SNF rules

= OneCare had to demonstrate substantial capabilities to
be accepted

= OneCare had to commit to aligning other payers into
value-based contracts



Vermont’s All-Payer Model (APM)

Spring 2014 — The Ask

» Originated with letter from Anya Rader-Wallack to CMS

* Requested to work with CMS on using Vermont’'s SIM-enabled base, which included a
statewide multi-payer ACO model, to partner in pushing value-based payment and integrated
healthcare even farther

= Fall 2014 — The Answer
« CMS proposed a dialogue among CMS Innovation Center (CMMI) and Vermont to explore
the possibility
= First Half 2015 — Initial Dialogue
» Conceptual but substantial dialogue between GMCB/Administration and CMMI

= Second Half of 2015 — Drafting of Terms
« Development of specific parameters of potential Medicare/APM Waiver and a draft term
sheet
= January 2016 to Current — Assessment and Planning
» Draft term sheet publically released
« Significant planning underway on many dimensions
» Legislative focus on ACO-based reform and APM
« Ongoing negotiation with CMMI
« Probability of approval and readiness for 2017 is unclear



Vermont’s All-Payer Model (APM)

= Central focus is on a targeted “all payer” cost growth rate for health care
for Vermonters of 3.5% and demonstration of a highly coordinated health
system

= Reform under the all-payer system to be based on ACO(s)

« Term Sheet: “Vermont will use an accountable care organization
(ACO) model to carry out its payment and delivery system
transformations under the All Payer Model Agreement”

« Terms highly aligned with the Next Generation ACO program
= Financial terms offer advantages
» More favorable and predictable Medicare spending targets

* Includes Medicare continued participation in the Blueprint for Health
(practice payments, CHT, SASH)

= Population health accountability and measurement

» Population Health Goals on (i) increasing access to primary care, (i)
prevalence/management of chronic disease, and (iii) addressing the
substance abuse epidemic

» Plus expected ACO guality measurement and incentive program



Value Proposition of a Unified Care Organization

The All-Payer-Model does not require a single statewide care
organization/ACO, but such a unified care organization could better...

* Help Vermont’'s communities take next steps together in a coordinated approach to
population health management, building on the ACO-Blueprint community
collaborative approach

* Address overall health and health care needs including social determinants as part
of a true system of health and care

¢ Strengthen primary care including recruitment and capacity expansion

* Invest in community support services such as home health, mental health,
developmental disabilities, substance abuse and social services

* Ensure hospitals are rewarded for helping to keep people healthy through partnering
with the full continuum of care and services

* Develop an integrated approach to data collection, analysis, exchange and reporting
to deliver higher quality, person-focused, and seamlessly coordinated care

* Assess and improve variation in clinical and cost outcomes across service areas in
Vermont

* Provide a method to live within the overall statewide APM cost growth parameters
while improving health and the health care delivery system



MOU Steering Committee

= Committee working on Unified ACO comprised of Board members
from all three ACOs and at-large members

=  Committee includes:

3 very actively practicing independent physicians

A leader of a Designated Agency for mental health and
substance abuse

A leader of an Area Agency on Aging
A leader of a community home health agency
A leader of a community skilled nursing facility

Leaders from small and large community hospitals and tertiary
medical centers

Leaders from multiple FQHCs

A representative from the Office of the Health Care Advocate as
a consulting advisory member

All facilitated by the Green Mountain Care Board (GMCB)

10



Preliminary Unified Care Organization Design

Unified Care Organization _
Board

X-Membership cross over

and Coordination

Primary Care Committee Population Health Committee Finance Committee Executive Committee of
of the Board <> of the Board of the Board the Board

\\ Clinical Special Focus Councils Clinical-Technical Councils

vl v 7 7 v 7 7

Health and community service providers and consumers will be represented at all levels of VCO’s governance 11




Statewide and Community-Focused Vision

Unified ACO Potential
Network
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Primary Care

Academic Medical Centers
Community Hospitals
Skilled Nursing Facilities
Home Health Agencies
Designated Agencies
Specialists
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Total Population Health Model

Focused on communities working with the public health and clinical care
system to collaboratively improve population health
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Envisioning Fully Transformed Community
Integrated Healthcare System (3.0)

Health Delivery System Transformation Critical Path

Acute Care Svstens 1.0 Coordinated Seamless Community Integrated
? Healthcare System 2.0 Healthcare System 3.0

fA
\ Community
\ OUttcochCa Integrated
AN oy S \ Accountable Care
Episodic Non- Healthcare
lntlluhdcln

¢ Healthy population centered
+» Population health focused strategi

* Patient/person centered
i * Transparent cost and quality

2 ! = A

* Epiodic nean core S peromonee e
Lack integrated care networks * Accountable provider networks social/economic needs

* Lack quality & cost performance designed around the patient + Population-based reimbursement
transparency * Shared financial risk s Learning organization: capable of rapid

® Poorly coordinated chronic care * HIT integrated deployment of best practices
management ® Focus on care management s Community health integrated

and preventive care + E-health and telehealth capable

Halfon N. et al, Health Affairs November 2014 ()
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Unified Care Organization as Collaborative
“Hourglass” to Align Incentives and Resources

Top: Population-Level, Value-Based
Programs to Reward Quality and -
Ensure Affordability

Middle: Operational, Clinical, Informatics
Infrastructure; Management of Risk; —
Program/Provider Contracts

VVVVVVV

Smart choices. Powerful tools.

Bottom: Reformed Provider Payment
Models, Incentive and Investment R
Programs and Community-Based
Population Health Management
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