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Abstract

The goal of the conference is to realize the impact of the Affordable Care Act will have on states.
Presenters discussed the impact of the Supreme Court Decision and the Affordable Care Act.

Key Questions

1. How will state and Medicaid health plans need to adapt to the new Medicaid Population?
2. How will proposed delivery system models affect Medicaid Health Plans?

3. Where are the biggest opportunities?

4, How will the election impact health reform?






Presentations by Order:
Rhode Istand: Waivers

Nebraska: Managed Care and Medicaid Population- Dept. of Health and Human Services

Washington State Health Care Authority- Network Development Strategies- Expanding
Medicaid Managed Care Eligibility Enroilment

Utah: Examining Medicaid Expansion Implications for Consumers, Exchanges and Goals
of the Affordable Care Act

Texas: Do Medicaid Cost Containment Initiatives Work- A Texas Lesson - Key Concepts:
Innovative Cost Containment Strategies, Budget Balancing, Hospital Payment Reform, OB
Birth Outcomes as Cost Containment, 1115 Waiver for Hospital Reform and Quality.

New York: Using 3M Clinical Risk Group for Medicaid Managed Care Risk Adjustment:
A Perspective from New York State

Accountable Care Organization Features and Medicaid Managed Care- PWC Price
Waterhouse Cooper, Gary Jacobs

Health Insurance Exchange: Long on Options, Short on Time-PHWC

Dual Eligible Integration Bids: An Insiders’ View on Recent Responses and Upcoming
RFP’S — HEOPS

Aetna Medicaid: Long Term Care for Dual Eligible Populations
Methodologies for Building a Medicaid Provider Network- Cook Children’s Health Plan

Connecting the Coverage Dots for Low-Income Health Care Consumers — Association for
Affiliated Plans

UPMC for You: Implementing a Medical Home Model for Medicaid Managed Care Setting
Power Point Presentations Included in Packet

The Medicaid managed Care Landscape after the Supreme Court Decision and Medwald
Expansion- Medicaid Health Plans of American

How Affordable Care Act 2.0 and the Supreme Court Decision Impact the Medicaid Managed
Care Landscape- AmeriHealth Mercy

Preparing your Health Plan to Serve Medicare/ Medicaid Members- Neighborhood Health Plan
of Rhode Island

Managing Medicaid Expansion with Partnership to States- United Health Care






Well Care Health Plans: Medicaid Role within Health Insurance Exchanges & Health Plan’s
Role within States that Elect out of Medicaid Expansion.

Integrating Medicaid managed Care with Community Based Practice- new Delivery Models for
Urban Accountable Care- Integrated Physician Network

Is Case Management Meaningful?
Topics Covered:

State Government Perspective

Affordable Care Act Implementations

Budget Implementations for States- Cost Containment
Managed Care Organizations

Consulting Firms

Health Care Firms

Insurance Companies

Affordable Care Act and Supreme Court Decision
Dual Eligibles

Low Income Adults

Patient Centered Medical Homes

Network Development

Waivers

Risk Adjustments

Private Insurers Perspective






Rhode Island: Waivers

Steve Costantino- Executive Director of Office of Health and Human Services

1115 Global Waiver Proposed in August 2008 and approved in January 2009
Program flexibility, program design, administrative processes

Better access to Community Based Care

Enrollment in Coordinated and Managed Care Delivery Systems

Streamlined Review and Approval Processes

Recent Waivers Approved: Begin Medicaid Expansion Sooner, Simplify Enrollment

 and Renewal Processes managed care for Special Needs Populations, Support of Safety

Net Systems

Recent Waivers Denied: Eligibility Restriction, Enrollment restrictions, increased premiums
Blue State '

Flexibility is a partnership and must be accompanied by accountability, transparency
and program improvement. '
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lesson#1 -~ B~ Why do we need flexibility?

« Be very clear about what you
are asking for... -~
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Does Flexibility work?

Flexibifity is a partnership; it is only pDSSlble if there lS “It must be considered that there is nothing more difficult to carry out, nor
agreement on the end goal. : - more doubtful of success, hor more dangerous to handle, than to initiate a
new order of things.”
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Nebraska: Managed Care and Medicaid Population

Vivienne M. Chaumont, Director of Nebraska Department of Health and Human Services
Division of Medicaid & Long-Term Care
Nebraska Population- 1.7 Million
Medicaid Population- 237,534

o 152,032 Children enrolled Medicaid and CHIP

o CHIP is a Medicaid Expansion in Nebraska

o Stand-alone CHIP program for unborn children of pregnant women not eligible for

Medicaid implemented on Julyl9, 2012 pursuant to Legislative Mandate

o Managed Care Population- 185,000
Exclusions: Populations not included, Dual Eligibles, Long-Term Care Clients (nursing
facility and Home and Community Based Services), and Transplants. Services not included:
Dental, Pharmacy, Long-term Care, Non-Emergency Transportation, Behavioral Health |
State Wide Managed Care- Physical Health
Behavioral Health Managed Care: State-wide ASO, fall 2012 RFP Statewide at-Risk Single
Contractor. Fall 2013 Implementation of at risk managed care for behavioral Health.
Medicaid Expansion: Nebraska does not currently cover adults unless they are
caretaker relatives under AFDC, Aged, and Disabled.
Supreme Court Ruled that states can choose whether or not to implement Affordable Care
Act expansion.
Governor has stated that he will not support expansion of the Medicaid Program.
Gave examples of a scenario by Millman- 64,000 New Medicaid/CHIP Clients in January
2014. 113 Million Increase to aid, 4.3 Million in administration, 7.6 Million in Health Insurer
Fees, 18.3 Million in Primary Care Fee Increase.
Managed Care Enrollment will increase
Legislature will consider expansion next session.
Long Term Care Population not currently covered by managed care program.
Approximately 53,000 Medicaid Clients are aged or Disabled
Most Expensive- Least Managed Clients
Move to at risk managed care in July 2014
Develop programs for Dual Eligibles
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Nebraska Managed Care .}~ ‘Physical Health
Phy51cal ‘Health : . ' '
= July 1995 -- Nebraska implemented Managed .

Care program for physical health in 3 county
area )
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November 2009 — Expanded to 10 counties




Exclusions
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Budget Impllcatlons"

November 2010 Milliman Report for State
Fiscal Year 2014:

= 3113 Million increasa to aid (s4.07 Mitlion GF)

- £4.3 Million in administraticn (2.2 Million GFY .. S
= 7.6 Million in health insurer fees {$3.4 Million GF)

Federal funds}
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Move to at-risk managed care July 20147
Develop programs for dual eligibles

- $18.3 Million in Primary Care fee increases (all -

Future Managed Care

. Managed care enrollment W|II lncrease
Populatmns we expect to'ses increase, chddren

_ and adult relatives are mandatory managed c

. Leg|s!ature W|il COnSIdEI’ expansmn n xt

5855100 : : : :

Should expanswn pass over aveto addltlonai S
populat;on expected to be added to managed care_' _

2912 MEDICAID MANAGED*d
" CARE CONFERENCE

Nebraska Department of Health and Human Services - -
Division of Medicaid & Long-Term Care
Vivianne M. Chaumont, Director




Washington State Health Care Authority- Network Development
Strategies- Expanding Medicaid Managed Care Eligibility
Enrollment |
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Presentation by : Preston W. Cody- Assistant Director Health Care Services

Primary Health purchasing Agency- Serves 1.6 Million clients, state employees, and
retirees.

Managed Care Expansion- July 2012 Agency consolidated Managed Care Program,
Health Options (HO), with the State's Basic Health Plan to: Improve Care, Reduce Costs
by Expanding managed care, expand service delivery options, and implement payment
reform and quality reform.

Managed Care Eligibility-

Basic Health eligibility does not change- 34,000 Members.

Healthy Options will continue to include- TANF families and children up to age 19
Pregnant Women(Eligible for Medicaid)

Children Health Insurance Program (CHIP)

684,402 enrollees as of June 2012.

New Population added

120,000 Categorically needy blind/disabled non-Medicare

Optional enrollment for foster care children. '

NEW POPULATION: Medicaid Only, Blind/Disabled Clients Enroll” Exceptions:
Living in Institutional Settings, Enrolled in Chronic Care Management Programs

State Suceess: Prepare for Medicaid Expansion, expect improved health outcomes for
highest risk, highest cost enrollees, Potential Cost savings through transition from Fee for
Service to Managed Care, greater oversight and strengthen program integrity for public
funded programs.

State Challenges: Geography and provider limitations, limited provider participation,
rural areas, provider reimbursement, Available of Primary Care Physicians- about 20
PCP care from some patients covered by Medicaid. Close to 80% accept new patients
Lessons learned: Focus on how changes will benefit enrollees first, continuously
monitor provider networks, more resources needed to devoted stakeholder management
including enrollees’ taxpayers, and political advocate and provider communities.

Large systems with multiple components and varied parties affected can be successfully
changed through consistent communication, leadership and transparency.



Primary health care purchasing agency
- Serving 1.6 miflion clients, state employees, and retirees —

Washington State _
H ea Ith Ca re Uth O rlty ’ : - . : EZ?E::'T’:(]:nDingy Assassment

*  Medicaid and Medical Assistance
Programs

= Prescription Drug Program
* Public Employees Benefit Board

Netwaork Development Strategies
— Expunding Medicaid Managed Care Eligibility and Enroliment —
* Uniform Medical Plan
*  Washington Health Program
«  Washington Wellness

Preaton W, Cody
Assistant Director
Heslth Care Services
Cctober 2012

Overview
— A sustaining vision and long-term commitment —
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Managed Care Expansion
— A solid foundation for o seamless transition to 2014 —

In July 2012, the agency
consolidated the Medicaid
managed care program, Healthy
Options (HO}, with the state’s
Basic Health Plan {BH} to:

i washington Sate §
* Health Care/ ority

= Improve care i 2R
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+  Reduce costs by expanding

managed care % g
e, &F

= Expand service delivery options Ie
= Implement payment reforrn and
guality control

Managed Care eligibility

Basic Heaith eligibility does not change
Not apen for new enrollment — 34,000 members

Healthy Options will continue to include:
TANF families and children up to age 19
Pregnant Women (eligibie for Medicaid)
Children’s Health Insurance Program (CHIP)
683,402 enrollees as of June 2012

New population to be added
— 120,000 Categoricalty Needy Blind/Disabled non-Medicare
—  Optional enroflment for foster care chiidren

Ve Afrorty”

New population
— Medicaid Only, Blind/Disabled clients enrofl —

Dxeeptions:

Living in institutional settings
Errolled tn Chronic Care Management Programs
Enrolled in the Program of All-inclusive Care for the Eldarly (PACE)

On hospice

American Indians/Alaska Natives

Enrolled in the Washington Medicaid Integration Partnership (WMIP)
Enrolled in Private Duty Nursing (PDN)

Enrolled in the Medicaily Intensive Chiidren’s Program {MICP)

Third Party insurance -

+

Assigning new populations
— Three-phase approach —

Eastern WA—July 1
Western WA — September 1
Clark, King, and Pierce Counties ~ November 1

Septermber

VED!

*Projection as of September 15, 2012
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Federzal requirements

Requires the State to ensure:

* Managed Care Organizations’ (MCO} are in compliance with federal regulations
*  Services and benefits are consistent with the State Plan

«  MCO provider network/enroliee ratio compliance

Authorlty: Federal, State, and Managed Care Contract reguirements

BUILDING A NETWORK

Federal Law Requirememts: 42 CFA § 438.207(d), 42 CFR 5424 206(a), 42 CFR §438.205(b)

Washington State Law Managed Care Contract
Requires the MCO: MCO provider contracts must :
. WMeet State network and quality standards - Pravide all medicaily necessary specialty care in and out of health plan
«  Contract with providers to comply with the Washington State Office of network
insurance Commissioner (OIC) regulations . Ensure no balance billing for covered services

- Ensure enrollees’ timely access to all covered services within estabiished
distance standards

- Consider cuitural, ethnic, race, and language needs

- Ensure comparable provider access 1o commercial markets or Medicaid’s
Fee-for-Service

State Law Requirements: WAT T82-538-067({T)(c), WAC 284-43-20041], WAL 284-43-200(4} State Contract Requirements: Sections 5.1 thraugh 5.121
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Monitoring Health Plans

= Weekly updates
— Various statistics — call center, outreach activities
— Network adequacy reports (approx. everyday 10 days)
~- State outreach and education

+ Monitor complaints to resolution

— MCOs reguired to report on enrollee/provider complaints ragarding
access to care

Ongoing monitoring of MCOs

ENSURING NETWORK
ADEQUACY

*  Plan monitoring visit —comprehansive plan review 2013

‘e chatng Sk
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Receiving Medicaid assignments

*  Submit proof of entire network in all service areas (county) awarded

*  MCO must be able to serve anyone eligible and lives in the given service
area

+ Report on resolution of access to care complaints

*  MCO must maintain in compliance with Managed Care contract adequacy
levels

*  MCO are assigned clients based on results of proposal scores:
— 40% wilt be made based on Rates scores

— 20% will be made based on Quality Assurance Performance Improvement (QAPT)
SC0res

— 20% will be rmade based on Access to Care and Provider Network scores
-~ 15% will be miade based on Care Coordination Scores

P L — — — 5% will be made based on all other Program Seciion Scores combined
Effective 8-1-2017 Service Areas for Healthy Opticns, Children’s Health Insurance Program,
Healthy Options BlindfDisabied and Healthy Options Foster Care Programs




Ahé lysis of Network

Top 5 providar categories include:
1. Haospital
2. Primary Care Provider
3. Pharmacy
4. Obstetric/Gynecologist
5. Pediatrics

Top 10 specialty provider categories
include:

1. Cardiclogist

2. Gastroenterology

3. General Surgeon

4. Neurologist

5. Oncologist Y
_ = Opthainoiogis: STATE SUCCESS
Does not demonsirate a 7. Orthopedics )
sufficient provider 8. Otolaryngology
network to receive fehglble 9, Physical Medicine Rehab
B enrollees, but may in the logi
N future 10, Puimenologist

-~ Plan name will pot appear
- “on enrpliment form
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Moving in the right direction

* Healps better prepare for Medicaid expansion

+ three new plans with extensive national experience in serving low-income
populations

> Greater enrollee choice in most service areas

+ Potential cost savings through transition from Fee-for-Service (FFS) to
managed care

« Expect improved health outcomes, especially for the highest risk, highest
cost enrollees

«  Greater oversight and strengthened program integrity for publicly-funded STATE CHALLENG ES

programs




Where do they go?

Limited provider participation
— Geagrophy and provider imitotions —

— Impact to networks —

+ federal distance standards are not limited to a specific service area
geographically (rmeaning they can cross county or state borders)
«  Rural zreas where limited physicians practice (provider shortage)
= Provider reimbursement
+ Even distribution of enrollees for health plans viability {assignments}
— Reconnects and family unit issues

— Exempted groups (i.e., COB, Children with Special Healthcare Needs, Foster
children)

Skarmania/Klickitat ;

= Heslthy Options chients have FFS
optlon

= Basle Health must have Managed

care
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Availability of Primary Care Physicians
' ~— Impact to networks —

*  About 20% of Primary Care Physicians (PCP) care for some patients
coverad by Medicaid

-+ {lose to 80% of PCPs are accepting new patients
— Only 30% of this group are not including Medicaid covered clients in
their expansion plans .
- Just over 20% reported that all their new patients could be Medicaid
covered

— Office of Financial Managernent June 2012 report:
http:/fwnww ofm wa.sov/hesltheare/deliverysystem /2013 PCP_survey freguency repart.pdf

LESSONS LEARNED
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Lessons learned

Focus on how changes will benefit enroliees first

Continuously monitor provider networks

More resources need to be devoted to stakeholder management including
enrollees, taxpayers, and political, advocate, and provider communities
Large systems with multiple components and varied parties affected ¢can
be successfully changed through consistent communication, leadership,
and transparency

TR Sate.
Heatth Care
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hitp://www.hea wa.gov/managed_care

MORE INFORMATION
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Utah: Examining Medicaid Expansion Implications for
Consumers, Exchanges and Goals of the Affordable Care Act

Presented by Norman Thurston, Ph.D.

What are States thinking about?: Technology Issues- Medicaid System, Exchange
Platform, Insurance Regulation- Insurance Market Stability, Strategy for Risk,
Planning for Disruption- Public Programs- Children’s Expansion, Maintenance of
Efforts, Simplified MAGI Eligibility, Adult Expansion is just one of Many Worries.
Insurance Market Issues: Guaranteed [ssue with No Pre-Existing Conditions Modified
Community Rating, Potential Impacts- Individual Market Rates, Carrier Viability, Risk
Management.

Adult Expansion: State Budget, New Federal Programs, and The new “Gap” Population.
Net Effect on State Programs: Move from Uninsured to public Programs, Increased
Case Loads, Increased Medical Costs- Expanded Children’s Programs, Woodwork
Effect, and Upward Pressure on Private Markets.

What about Exchanges: User Interface or Portal, Individual Shopping, Small Business,
Insurance Plan Management, Medicaid Eligibility, APTC Calculation, Tax
Administration, Consumer Information:

UTAH’s Experience: Health Care System Reform: Philosophy of Utah’s Approach to
health reform is the invisible hand of the marketplace, rather than the heavy handoff the
government is the most effective means whereby reform may take place.

Market Based Approach: A farmer’s market approach- Consumers- enhanced choice,
Health Plans- Access to consumers, Public Programs- Supporting Role. Facilitate
Market-Based Outcomes. Everyone Enrolled in “Best” Program.

Defined Contribution Concept: Consolidate all available resources. Consumers get
enhanced control and choice. Applicable to both employment and public program
settings. '
Challenges: Accurate Data: Impact on Budgets, People and Economy. Uncertain Futuare:
November Election, Legal Issues, Unanswered Questions.

Now What? Exchange Decisions, Insurance Market Decisions, and Medicaid Decisions-
Whose priorities, can we be flexible?
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Examining
Medicaid
Expansion

Implications for Consumers,
Exchanges, and Goals of the ACA

Norman Thurstan, Ph.D.
10/4/12

What are States Thinking About?

m Public Programs
CChildren’s Expansion
C:Maintenance of Effort
= Simplified (MAGH) Eligibility
r: Adult Expansion is just One of Many Worries

What are States Thinking About?

m Technology lssues
xMedicaid System
r1Exchange Platform
DlInsurance Regulation

m Insurance Market Stability
oStrategy for Risk
O Planning for Disruption

Possible Goals of the ACA

» Reduce the Number of Uninsured
i Close the Coverage Gaps
n1Simplify the Application Process (Exchanges)
TMore People on Government Programs
C1*Massive New Government Spending

m Reducing Pressure on the Market
=Insurance Market Reforms
1 Tax on the Uninsured




Insurance Market Issues

m Guaranteed Issue with no Pre-Existing
Conditions

m Modified Community Rating

m Potential Impacts
Cindividual Market Rates
TiCarrier Viability

m Risk Management

Net Effect on State Programs

m Move from Uninsured to Public Programs
m Increased Case Loads

» Increased Medical Costs
™ Expanded Children’s Programs
= Woodwork Effect
m Upward Pressure on Private Markets

What About Adult Expansion?

m State Budget

m New Federal Program
APTC
= CSR

m The New “Gap” Population

What about Exchanges?

u User Interface or = Medicaid Eligibitity

Portal m APTC Calculation

= In‘d‘ivic!ual m Tax Administration
Shopping = Consumer

m Small Business Information

= Insurance Plan
Management
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User Interface ar Portal Medicaid Eligibility System

n No Wrong Door = Determine Medicaid Eligibility

m World Class Experience r Federal Poverty Level

= Collect Screening Information riCategorical Eligibility | |
= Refer to Proper Tool(s) for Action = Verify Income, Citizenship, Residency
» Note: Everyone seeking APTC will need a » Client Management

Medicaid determination

Tax Administration What Might States Want to Own?
= Issue Certificates of Exemption (month- x APTC determination (No)
by-month} » Tax Administration (Na}
‘m Assess Appropriate Taxes m IT Solutions & Tools {Not clear)

= Plan Management (Yes)
n Medicaid Eligibility {Yes)
» Insurance Regulation (Yes)



UTAH'S EXPERIENCE

Utah’s Approach to Health System
Reform |

m The overarching phitosophy of Utah’s
approach to health reform is the invisible
hand of the marketplace, rather than the
heavy hand of the government is the
most effective means whereby reform
may take place.

A Vision for Reform

m “Our health system reform efforts have

been targeted to respond to Utah’s

unique business and demographic needs.”

- Governor Gary R. Herbert

Market-Based Approach

m A “Farmer’s Market” Approach.
o Consumers - Enhanced Choice
T Health Plans - Access to Consumers
= Public Programs - Supporting Rote

m Facilitate Market-based Outcomes

m Everyone Enrolled in “Best” Program
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Defined Contribution Concept

m Consolidate all available resources
CEmployer
G Government
T Other

= Consumers get enhanced control and
choice

m Applicable to both Employment & Public
Program Settings
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Now What?

m Exchange Decisions
m Insurance Market Decisions
® Medicaid Decisions

T Whose Priorities?

OCan we get Flexibility?

Challenges

m Accurate Data
-Olmpact on Budgets
Olmpact on People
TIimpact on Economy

m Uncertain Future
C:November Election
CLegal Issues
i Unanswered Questions




Texas: Do Medicaid Cost Containment Initiatives Work- A Texas Lesson

Key Concepts: Innovative Cost Containment Strategies, Budget Balancing,
Hospital Payment Reform, OB Birth Outcomes as Cost Containment, 1115
Waiver for Hospital Reform and Quality.

e 2010-2011 Budget- State Leadership Approved 1.25 Billion in General Revenue
183 Million Is state Funds Cut from health and Homan Services budget. ,

Medicaid Trends Spending- Growth. Affordable Care Act 133% FPL = 2 million more to
Medicaid rolls. State Budget 10% after 2020.

e Texas Medicaid Expenditures FFY 2011 by Service type: 28 Billion.

* Medicaid Beneficiaries and Expenditures: 65 and Older/Disabled= 30% caseload, 60%
cost.

e Factors Driving the Medicaid Shortfall: Missed Projections in Medicaid Case Loads
Service Utilizations in 2010-2011.

e THow did they Balance? Substantial 4.8 Billion Under-Funding Of Medicaid- Spending
Reductions- Medicaid Managed Care Expansion State Wide, Cost-Containment Initiatives.
Gray Area- Cost-Containment for federal flexibility.

¢ Cost Containment: Rider 61 to achieve 450 M GR Fund through:

o Payment Reform and Quality Based Payments, Increasing neonatal intensive care
management, More appropriate ER Rates for non-emergent care- Cut 40% in
reimbursement., maximizing co-pays in Medicaid, Improving birth outcomes by
reducing birth trauma and elective inductions- resulting in OB Modifier Requirement
for all Medicaid births, increasing fraud, waste, and abuse detection.

o Rider 59 to Save 700M GR Funds pursuing a waiver to allow Medicaid Flexibility

»  (reater Flexibility in standards and levels of eligibility

* Better designed benefit packages to meet demographic needs of Texas.

» TUse of Co-Pays '

= Consolidation of funding streams for transparency and accountability

»  Assumed responsibility by the feds of 100% of the health care costs of
unauthorized immigrants.

o Budget — Physician Impact- Physicians rate cut cumulative 2%. Medicare Equalization-
Cuts. Loan Repayment and work force funds slash.

» Budget- Hospital Impact- Expansion of Medicaid Managed Care- Savings. 8% Rate Cut
for Hospitals, Statewide hospital SDA Implementation, Medicaid Cost Savings
implemented- Emergent Care, OB, NICU. Medicare Equalization-Cuts, Non-emergent
Services in ER. -

» Discussion on Texas Managed Care System and Expansion. Similar to Husky in terms of
Delivery Models.

e Managed Care Status: March 1, 2012 Implementation. 3 Million People coveredin
capitated managed care. Major expansion in rural areas. Admin of Medicaid and CHIP
prescription drug benefit, risk-based dental care model to 2.5 Million children, coverage of
in-{patient hospital services.

¢ Other Cost Containment Initiatives: Electronic visit verification, maximizing co-pays,
independent assessments-private duty nursing, amount, duration and scope, medical
transportation, early child intervention cost containment strategies, immunizations,
Orthodontic enforcement, detection and claims for fraud, waste and abuse.



Hospital Payment Reform: Pay for Quality- Adjusts payment s by linking quality to
payments, Hospital acquired conditions, potentially preventable events (readmissions,
complications, admissions).
Texas 1115 Waiver: HealthCare Transformation and Quality Improvement Program.
Promotes Critical Systemic Design, Managed Care Expansion state-wide, Mandate Pharmacy
and Dental Carve in, Hospital Financing component- new funding methodology-creates
healthcare partnerships. :

o Uncompensated Care Pool (UC)

o Delivery System Reform Incentive Payments(DSRIFP)

c Broad Local engagement.
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Do Medicaid Cost Containment Initiatives Work -
A Texas Lesson

Joe Vesowate

Deputy Director, Medicaid/CHIP
Managed Care Operations
Texas HHSC

Michelie Apodaca, JD
Vice-President, Advocacy,
Legal & Public Policy
‘Texas Hospital Association
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= 2010-2011 Budget: State leadership approved $1.25 =~
billion in General Revenue cuis ($182.2B All Funds,
$80.6B GR)

» $183 millicn in state funds cut from health and human
services budget
— A 1% rate cut was put in place for acute care services, including

hospitals. This raie cuts was sffective September 1, 2010, and will
cause an additional loss of $115 million in federal matching funds

Early December 2010 leadership asked agencies to cut
current budget GR ancther 2.5%.

— HHSC announced another 1% rate cut for all acuie care

services, effective February 1, 2011. Additional 2% cut for SNFs
and ICF/MRs.

z

£ 2000 Stete GR Spending by Articla,
Total Spending = 521.3 biflion

Ff 2010 State GR Appropriation by Articie,
Tosal Appropriated = $42.4 billion

= ACA 133% FPL = 2 million more to Medicaid
Rolls (state budget 10% after 2020}
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Texas Medicaid Expenditures, SFY 2011*
by Service Type — Total $28 billion
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» Missed projections for Medicaid
caseload, service utilization in 2010-
2011
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Medicaid Beneficiaries and Expenditures:
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65 and older/disabled = 30% caseload, 60% cost




= Substantial $4.8B under-funding of Medicaid .

—Expected to be made up through supplemental
appropriation in 2013 (Rainy Day Fund)

= Spending reductions
—Medicaid managed care expansion statewide
—Cost-containment initiatives

= Gray area
— Cost-containment for federal “fiexibility”

= Rider 61 requires THHSC to achieve $450M GR funds

through: (of 30 items)

— Payment reform and quality based paymenis

— Increasing neonatat infensive care management

- More appropriate ER rates for non-emergent care
« Resulting in 40% cut in reimbursement (see next siide)

— Maximizing copays in Medicaid

- Improving birth outcomes by reducing birth rauma and elecive
inducticns
2 Resﬁlting in OB modifier requirement for all Medicaid births

{see next slide)
— Increasing fraud, waste and abuse detection

FEaTens
'-; Ha‘llﬂx:\fhmr
SaPicEs Com s

Cost Containment: Overview

HHS Cost Containment Initiafives
2012-13 General Appropriations Act, H.B. 1
General Revenue {$ in mil.)

"' Cost Containment Inftiative

. .‘.[Mal ost Containment Inifiatives
e P T o M e
HHSC Rider 55: Federal Flexibifity

Page 10

» Rider 59 requires THHSC to save $700M GR funds by
pursuing & waiver from CMS to allow Medicaid flexibility
including:

— Greater fiexibility in standards and levels of eligibility

— Better designed benefit packages to meet
demographic needs of Texas

— Use of co-pays

— Consolidation of funding streams for transparency and
accountability

— Assumed responsibility by the feds of 100% of the
health care costs of unauthorized immigrants
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= Physician rates cut cumuiative 2%
— No rate cut in 2012-2013 but 2011 2% cut retained

» Medicare equalization — cuis

« Loan repayment and workforce funds slashed
- Shortage area loan program cut 78% ($25M to $5M)
— Children’s Medicaid ioan repayment eliminated
~ GME and medical student formula funds slashed

- —Family medicine residency program funds slashed

-

=
B aTExAS
£ Hoalihand Horrian
Seswices Commission

Rider 51 Medicaid Managed
Care — Budget Certainty

+ $386 million in GR savings
« MCO model offers improved utilization management:

= Improved utilization achieved through internal MCO
processes.

* Premium tax:

* Premiums paid to Medicaid MCOs are subject to state
premium tax.

« As part of HHSC's check and balance on the MCOs,
- HHSC caps the amount of profit that may be sarned.

i—_

o

[Ery———

—Expansion of Medicaid managed care ($386M GR
in savings)

— 8% rate cut for hospitals (added to 2% cutin
2010-11) :

— Statewide hospital SDA implementation for /1
($30M savings - $20M mitigation)

—Medicaid cost savings implemented (non-
emergent care, OB, NICU)

— Medicare equalization — cuts
—Non-emergent services in ER

Health and Hurman
Sedices Commisslon

&?TD&S Medicaid Managed Care

Expansion

* Expand existing service delivery areas
to contiguous counties (8/11)

= Expand STAR+PLUS to Lubbock and El
Paso (3/12}

» Expand STAR and STAR+PLUS to
South Texas (3/12)

» Convert PCCM areas to the STAR
program model (3/12)

+ Include in-patient hospital services in
STAR+PLUS (no carve-out) (3/12)



Servires Cummission

@Eﬁfﬁ Texas Medicaid Managed Care
Delivery Models

+ STAR (State of Texas Access Reform)

+ Capitated, Managed Care Organization (MCO} medel for people receiving
Temporary Assistance for Needed Families {TANF), non-disabied pregnant
women and low income families and children.

«  Provides acute care services.

= STAR+PLUS
» Capltated MCO model for disabled Medicaid clients and dual eligibles
{Medicaid ard Medicare).
. Provides acute and long-term services and supports (LTSS).
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+ Capitated MCO modsl for foster care children.
. Provides acute care setvices with emphasis on behavioral health and ’ Mﬁﬁ_&ﬁeﬂ; Sty izt o § \mm;ﬁ:a:(;-;rsr:'
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Medicaid Managed Care Status
« March 1, 2012, HHSC implemented statewide Medicaid
managed care.
¥ 3 millicn covered people in capitated managed care.
» Major expansion in Hidalgo Service Area (HSA) and rural
areas.
» Administration of Medicaid and CHIP prescription drug
benefit added io managed care model.

. - T Sifesun » implementation of a statewide, risk-based dental managed
CHIP Beal Sarvine Ares[REA] AL, Oy B D care model to 2.5 million children.
P \ > Coverage of in-patient hospital services added to
T STAR+PLUS managed care model.
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MR
Other Cost Containments Initiatives
+ Electronic Visit Verification (EVV) , = Pay for Quality - P4Q Adjustment
) :“:*‘""Z::g :’:Pays o Prvate Duty Nare ~Adjusts payments by linking quality fo
* Independent Assessments — Private Duty Nursing
payment

+ Amount, Duration and Scope . .
+ Medical Transportation = Hospital Acquired

+ Early Childhood Intervention (EC) Cost Conditions
Containment Strategies = Potentially Preventable
* immunizations L
s Increasing Fraud, Waste, and Abuse Events (Readmissions,
» Detection and Claims Complications, Admissions)

¥ Orthodontic Enforcement page 22 : n




* Promotes critical systemic Je=

design

= Allows statewide Medicaid managed care services

= Includes legislatively mandated pharmacy carve-in
and dental managed care

» Hospital financing component

» Preserves upper payment fimit (UPL) hospiial
funding under a new methodology

= Creates Regional Healthcare Partnerships (RHP)

==
= Under the Waiver, trended historic UPL funds
and additional new funds are distributed to
hospitals through two pools:
» Uncompensated Care (UC) Pool:

» Costs of care provided to individuals who have no third
party coverage for the services provided by hospitals or
other providers (beginning in first year)

« Delivery System Reform Incentive Payments (DSRIP)

= Support coordinated care and quality Emprdvements
through RHPs to transform care delivery systems
(beginning in later waiver years)

= RHPs shall provide opportunities for public
input in plan development and review

= HHSC is seeking broad local plan
engagement including:
+ County medical associations/societies
+ Local government pariners
= Other key stakeholders

Questions?
Joe Vesowaie Michelie Apodaca, JD
Deputy Director, Medicaid/CHIP Vice-President, Advotacy,
Managed Care Operations Legal & Public Policy
Texas HHSC Texas Hospital Association
512. 491.1379 512.465.1506

Joe . vesowata@hhsg.state bous rnanodaca@ihe. org






New York: Using 3M Clinical Risk Group for Medicaid Managed
Care Risk Adjustment: A Perspective from New York State

Key Concepts:

o New York’s Medicaid Program: New York’s Medicaid Program spends appx. 53 Billion
in Federal, State, and Local Government funding to provide health care on an annual basis

to more than 5 million beneficiaries. 13 Billion In capitation spending CT 2011.

'Medicaid Snap Shot: Beneficiaries with 3 or more chronic conditions represent 19% of

enroliment and 49 % of overall spending. 65.7% Chronic Physical Only. 24.6% MH/Sa
and Chronic Physician, 9.7% Chronic MH. SA Only.

3 Health Status % of % of Total Medicaid Spending Avg
Total Enrollment PMPM

| ($)

Healthy / Minor 62.0 21.9 297
Single Chronic 16.6 17.9 909
Pairs Chronic 16.8 38.8 1,948
Triples Chronic. 22 9.7 3,770
Malignancies 0.6 2.1 2,906
Catastrophic Condition 0.8 5.5 5,882
HIV / AIDS 1.1 - 42 3,067
Total 100.0% 100.0% $ 841

Approximately 72 percent of Medicaid program beneficiaries are enrolled in managed care:
=98 percent are in full risk Medicaid Managed Care (MMC) health plans;

=1 percent are enrolled in Managed Long Term Care (MLTC);
s] percent are enrolled in Partial Capitation health plans.



= Beneficlaries witk 2 or more chrenic
conditions represent 16 percent of
eprollment and 49 percent of overall
spending.

Physical & Behavioral Chronic Conditions

Medicaid Program Sna.pshot

% of

% of Total

Avg

. Total Medicaid PMPM
Health Status Enroliment Spending (5}
Healthy / Minor 62.0 219 27
Single Chronic 16.6 17.9 908 _
Pars:Chronic’ . 7168 - 388 1948
Friples Chrosip - .. 29 T gy
Malignancies 0.6 241 2,506
Catastrophic
Condtiion 0.8 55 5,882
Hiv / AIDS 11 42 3.067
Total 100.0% 100.0% S8

New York’s Medicaid Program

* New York’s Medicaid program spends
approximately $53 Billion in Federal, State and
local government funding to provide health care
on an annual basis to more than 5 million
beneficiaries.
= $13 Billion in capitation spending (CY2011)

» New York ranks first nationwide on per capita
spending, almost twice the national average.

Medicaid Managed Care

* Approximately 72 percent of Medicaid program
beneficiaries are enrolled in managed care:
= 98 percent are in full risk Medicaid Managed Care
{MMC) health plans;
= 1 percent are enrolled in Managed Long Term
Care (MLTC);

° 1percent are enrolled in Partial Capitation health
plans.



Medicaid Managed Care Sﬁapsho't'

Beneficiaries with 2 or more
chromnic conditions represent 14

% of MMC
13

percen Og em‘r}il;em and 39 Total MG % MMC PMPM

percent of overail costs. Health Status ~ Enroliment Spendins
Healtiy 587 4.8 180

= WM
20 FES = C wTotal Minor Conditions 2.3 8.0 363
a6 | % Single Chronic 164 188 — 504
80% Pairs Chrorie = 128 7 326 " 1068
;g: Tripies Chronic -+ 1.0 B8 n. . 2872
o Malignancies 83 33 4,584
4% 4 Catasrophic

0% Condition 0.2 20 3 651
0% HIV TAIDS 04 1.8 1,862
10% . $
% Total 100.0 100.0 418

581 Non S8l

Risk Adjusted Rates

» Provides insight into the acuity of the Medicaid program

« Eliminates adverse selection issues (‘cherry picking’} by
aligning payment to risk

« Meets the needs of a changing program

= Mandatory managed care enroliment of persons that are SSI,
SPMI/SED and HIV/AIDS

= Medicaid Redesign: ‘Cave Management for AV
» Streamlines and simplifies the annual rate setting
process
« Creates a transparent methodology
« Provides a framework for quality improvement and
targeted case managerment initiatives

Payment Reform Alignment

1. Risk Adjustment
= Group individuals into CRGs
= Develop weights for each CRG
2. Regional Base Payment
= Based on:
+  Cost Report Data
- Program Changes
+  Trend '

Final Rate Calculation

~Regional " Acuity - S “Risk
’ Bése 8 .Factor = AdJUStEd

- Rate -

Payment -

» The acuity factor (“risk score”) is applied to the
regional base rate.

« Similar payment design for other NYS Rate
Reform Initiatives.

« Four Year Blended Risk Phase In: (25%; 50%;
75%; 100%) '



=

Description of Clinical Risk Groups

(CRGs) -

« CRGs are a categorical clinical model
which assign beneficiaries to a single
mutually exclusive risk category.
= Hierarchical model

« Each CRG is clinically meaningful and
provides the basis for the prediction of
health care utilization and cost.

Risk Rate Development Process

« The multi-step
methodology used for
risk rate development
has remained
consistent over time,
with only minor
modifications.

CRG Applications
CRGs (vs) APGs (vs) DRGs " - Estimating future expenditures
. . « Understanding the reasons for any increases in
« APGs & DRGs are retrospective and classify an expenditures
event: . Targeting interventions f d health
= APGs classify an institutional outpatient event harge g Interventions for case management and he
= DRGs classify an inpatient hospital admission OHes
- Comparing and evaluating provider performance
« CRGs can be used both retrospectively / * Monitoring and improving quality of care
concurrently and prospectively to classify an « Determine and track chronic disease prevalence and
individual: progress over time

= CRGs analyze the temnporal relationships between + Track quality of care
inpatient, ambulatory, and pharmacy data overa 12 . . . "
month period of timé . « Address both chronic and multiple medical conditions

and the level of severity



" Clinical Risk Group Core Data Elements

The CRG Software is Updated Annually

ICD-9-CM

Gender

« Update occurs in July of each year T Dasotenn

= New diagnosis, procedure and pharmacy codes S R
are incorporated Provider

= The existing base CRGs may be modified

= New base CRGs may be added

= Severity level assignment may be modified

« CRG Version vi.10 July 2012 is the current
release.

Site of
Service

Date of
Service

__ Pharmacy

NDC Codes

| . _' CPT
]
i

HCPCS

g ‘ 1coe Prpgedurénl \

» ICD~10 Compatible

The Process of Assigning a CRG uses a
CRGs Use Pharmacy Data Clinically Precise Hierarchical Model

« CRGs look at drugs or combinations of drugs to identify . (0 era] Health Status
most likely or conditions under treatment. . : '
« From drugs, a diagnosis code is generated for group
asstgnment.
= Not all drugs are linked to specific diseases. For example,
» Insulin. With the exception of women with gestational
diabetes, anyone receiving insulin is almost certainly is
a diabetic.
= Albuterol. Albuterol is a common drug given for -
asthma and other pulmonary problem, however, it is
not definitive. CRG logic looks for a sustained pattern
of use.

[l Categorizationof
" Disease Burden

Severity Level within
Disease Burden




CRG Assighment

1. Assignment to one of nine hierarchical health
statuses
2. Assignment to one of 304 base CRGs
= Method of determining base CRGs is health
status specific
s All high volume diseases or combmatlons of
chronic diseases are assigned a unlque base
CRG, for example:

+ Diabetes
» Diabetes with CHF

» Diabetes with CHF and COPD

Assignment Phases

1. Create a health profile from past medical history
*  Major Diagnostic Category (MDCs): 37 levels
»  Episode Diagnosis Category (EDCs): 557 levels and 6 types
+  Episode Procedure Category (EPCs): 639 levels

2. Identify most significant chronic disease (if any) and
relative severity
+  Primary Chronic Disease (PCID)

3. Assign arisk group and severity level
*  Base CRG, Severity Level Assignment

4. Assign an aggregate risk group
«  ACRG1, ACRG2, ACRG3

5. Assign alternative risks for prospective and
retrospective applications.
= PCRG, QCRG aggregations

CRG Status Hierarchy

Example Base #of Base Severity Total
The Nine CRG Statuses CRG CRGs  lLevels CRGs
:1.. Healthy Healthy 18 None 18
2. Significant Acute Dissase - Pneumonia 22 MNomg 2
3. Single Minor Chronic Disease Migraing 41 i 82
- . Migraine &
4, Minor Chronic Diszase in Muliple Organ Systems Hyperipidemia 1 1 n
5. Single Dominant or Moderate Chronic Disease Diabetes 107 [ A00
6. Pairs - Sigrificant Chronic Disezse in Multiple Diabetes &
Organ Systems CHF 61 g 328
7. Triptes - Dominant Chronic Disease in Three or Drabgﬁ; :
More Organ Systems COPD 24 6 19
8. Malignancies - Dominant, Metastatic and Met Coion
Complicated Mafigrancy 22 5 88
9. Catasirophic Condifions Y, 19 8 4
Total 304 1,112

Aggregated CRGs

« The 1,112 CRGs are consolidated
into three tiers of aggregation
(ACRGs)

« Each successive tier of
aggregation has fewer base CRGs
= QCRG: 1,112
= QACRG1: 448
« QACRG2: 183
= QACRGS: 44

= Severity levels are maintained

Example:

tevelof  QCRG '
Agaregation Code Description

QCRG 52661 _Inflammatory Bowel Disease Level - 1

QACRGT 8058111 _Dominant Chronie: - Digesiive Level - 1

Dominant Or Moderate Chronic -
Digesfive, Hepalablliary, and Kidney -
GACRG2 6251 Gevel

Single: Dominant Or Modarate Chrenic

QACRG3 5 Disease Level -1



CRG Severity Matrix

Percent of NYS Mainsfream Medicaid Managed Care Population, CY201¢

Seveiity of |liness.

Base Health Status ] 1 2 3 4 5 $ Tota!
Healthy 36.06 38.08
Hon Uiser 1062 1062
Delivety wilhout Other Significant iness 136 1.38
Pragnancy without Delivery 062 0.62
Sig. Chronic or Acute Dx. 420 420
History OF Sigrificant Acule Disease 480 4.80
Delivery with History of Significant Acute liness 138 1.38
Preqancy wio Delivery wi Hx of Sig.Acuie Hiness 047 017
Sit. Chronic or Acule Dx wf Hx of Sig. Acuie lingss __ 1.88 1.88
Single: Minor Chranic 54137 879
Minor Chroni Diseass In Mulliple Crgan Bystems G75 013 056 022 : 1.68
Single Chronic 053 541 1,05 047 007 002 1524
Pairs Chronie 540 265 170 147 044 0.07 43
Trigles Chronic 018 016 033 009 008 0.04 .90
Malignancies 002 007 005 008 004 ]
Catastrophic 005 005 005 002 00 0.03 221
Catastraphis -HIV / AIDS 024 D005 . D008 001 039
Jotal Medicaid Managed Gare 6311 2233 8.08 383 123 055 045 © 190.00

Relative Payment Weights
« After standardized pricing is applied to the

encounter data, the total ¢ost for each member is

summed.

« The CRG cost weight is calculated by dividing
the average cost for the QACRG3 group by the
average cost, for members in the premiumi/age

group combination.

« In computing averag,
ig wel

eligibility.

rages, a member’s ex;f)erience
ted by their member months o

Relative Payment Weight Development

» Enrollee CRG assignment is combined with eligibility information
and health care expenditures into a normative, relative weight by

Aggregated CRG (QACRG3).
« Tour premium group stratifications of Cost Weights
» Family Health Plus (Medicaid expansion program for 19-
64yrs)
= SS8I (Adults and Children Combined)
= TANF/SN Adults {21 Years and Older)
= TANF Children (o to 20 Years)
-« Only enrollees with 3+ months of Medicaid enrollment are inclu
in cost weight development.

Relative Payment Weights: SSI
§er_veMevel

ded

Base Health Status 3 i 2 ¢ 3 4 5

Healthy 00713

Non-User 0.0000

Delivery without Other Sionificant liness Q2437

Pregnancy without Delivery 02137

Sig, Chronic or Acuie Dx 0.1500

History Of Significant Acute Dissase £.1589

Dalivery with History of Significant Aeute finess 0.873

Pregnancy wio Delivery wf Hx of Sig.Acute liiness 0.2887

Sig. Shronic or Acute Dx w/ Hx of Sig. Acute liness 03074

Singte Minor Shronic 0.2185 7 0.3333

Miner Chronic Disease In Multiple Organ Systems 03497 ; 0.5044 {0.5044 | 0.6807

Stngle Chronic
Pairs Chranie

03182 ; 0.5123 { 0.786€ ; 1.7602
06980 1018 11,3210 ; 18356

1.7562
28936

23465
26403

Triples Chranic
Makignancies

1.2864
14568 | 2.9087 [ 4.1134 | 7 4026

10,3008

1.BR17 124544 | 37836 : 66752 ; 6.6752

Catastrophic
Catastrophic - HIV / AIDS

0.7281

218561 28051 | 3.6488{ 77084

* MV Wesicaid Manaped Gara, GY201E.

1.5988 5 3.0004 7,565 ¢ 7.5BE5 - 10,9067




Case Mix Index

» The plan’s raw risk score is computed by combining their
distribution of members across the CRG groups with the
CRG weights.

« This calculation is performed separately for each region
and premium group.

» A regional risk score is computed for each premium
group using the CRG distribution of all plans operating
in that region.

» A relative risk score is computed for each plan b
comparing their raw risk score with the regional risk
score for each premium group.

« The relative risk scores are used to risk adjust a plan’s

payment.

Case Mix Index

« Use CRG groups and weights to determine a case
mix index (CMI)
= By health plan

= By region (9 financial regions)

= By premium group (4 premium groups)

Case Mix Index

Health Plan Risk Scores

Plan A Plan B
Plan Specific Raw Risk Score (A) 1.50 0.90
Regional Risk Score (B) 1.20 1.20
Health Plan Relative Value (A/B) 1.25 0.75

TANF Child

‘TANFTSN Adult

&8l

Family Health Pius

Health Pian Raw Relativa Raw _ Relafive | Raw Relative Raw Relative

BLANA 1.1370 14228 12008 11159 10948 11986 120896  1.2208
PLANB 1.0394 1.0265 10934 09995 08857 00686 .03 1.0483
PLANC 1.0195 1.0068 10884 695497 05137 1.0002 0.9831 0.9918
PLAND 0.0956 0.9832 10997 10057] 0896% 09810) 09877  4.9960)
PLANE 0.8916 0.8805 09716 o8een| 08417 0oM4l 0811 08743

Regional Total

1.0126 1.0000

1.0350 _ 1.0000

0.913F _1.000)

09912 1.0001

Within each region, health plan CMTIs will be above and

below 1.0. Plans with a CMI greater than 1.0 have a higher

case mix (enrollees with more need); plans with a CMI
lower than 1.0 have a lower case mix {enrollees with less

need).

Regional Base Payment:

MMCOR Cost Report Data

» Using the cost data and encounter data reported

by plans, a regional base is created for each

premium group

» All covered benefits included in the base

» Uses the previous year’s cost report




Regional Base Payment:
Program Changes and Trend

» The base payment is increased/decreased based
upon program changes
= New benefits into plan capitation (e.g. Pharmacy carve-in)
= Efficiencies in reducing Potentially Preventable

Readmissions (PPRs) are reduced the regional base

+ All adjustments must be made at a regional level (g)
by premium group (4)

» Using information on national health care trends,
NY State MMCOR data, and program changes,

Merﬁer (NY’s Actuary) develops a proposed annual
tren

Quarterly Monitoring

» Risk Payment is done once a year — however -

» On a rolling quarter, data are extracted and
‘rolling risk’ is monitored for informational
purposes only

« Raw and Relative Value CMIs b%region, b
premium group, are shared with health plans

+ Actuarial Review/Consultation

Health Home Assignment Overview

= A combination of three
distinet analyses are
conducted at the eligible
enrollee level to help prioritize
and classify Medicaid enrollees
for Health Homes:
= Chinical Risk Groups (CRG)
> “Loyalty” to existing

providers

= Predictive model risk score

Attribution Methods

« In 12 month service periods
(CY 2009, CY 2010, July 2010-
June 2011)

As a predictive modeling
application, CRGs provide -
gracitarlevel detail on
o . T specific chrouie conditions.
» Medicaid Claim Spending

(“High Cost™)
= Eligibility/Enrollment
 Socio-demographics
¢ Historical Service Utilization




Mutually Exclusive Hierarchical

Assignment Based on Service Utilization

“"Complex”
1. Serious Mental
llness Only
2. Pairs —
3. Triples
4. HIV/AIDS

* Long Term Care includes: more than 120 days of consecutive LTC needs
and/or enroliment in Managed Long Term Care (PACE, Partial MLTC and MAP).

Complex Populations: All Ages

- 1) Developmentak f - 2) Long Term Care |
es -

i Disabibiti

. L » 197,545 Recipients
» 47,760 Recipients - - $5,163 PMPM

[ $0,019PMPM -

RS
« 3) Mentel Health'
and/or Substance
Abusge
- 418,677 Recipients
$1,540 PMPM

Conditions

: - 386,304 Recipients
8841 PMPM,

Time Pedod. July 1, 2010 — June 30, 2011

Framework for Quality Improvement

« Quality Improvement Research

Morris LS, Schettine &, Roohan PJ, & Gesten F (2011). Preventive Care for Chronically I
Childran in Medicaid Managed Care. American Journal of Managed Care, 17 (11} e435-
el2,

« Disease Measurement (e.g., Diabetes,
HIV/AIDS, Asthma, Serious Mental Illness)
+ Health Plan Quality Incentive

» Identification of MMC Enrollees for Targeted
Case Management Initiatives

» Dual Integration Analytics (Chronic Disease
Prevalence, etc.)

Additional Information
NYS Department of Health:

Mary Beth Conroy, MPH

Bureau of Health Informatics
Office of Quality and Patient Safety
Phone: 518-486-9012

E-mail: mbmoy@health.state.ny.us

3M Clinical Risk Groups.

hittp:/ fschutions.3m .com fwps/portal/3M/en_US/3M_Health_Info

ion_Systems/HIS/Products/CRG/

John 8. Hughes, MD, Richard ¥. Averill, M8, Jon Eisenhandler, PhD, Norbert L Goldfield, MD, et.al.,
“Clirical Risk Groups (CRGs), A Classification System for Risk-Adjusted Capitation-Based
Poyment and Health Care Management” i Vol. 42, No. 1, Jannary 2004. pp.81-90.



Accountable Care Organization Features and Medicaid Managed
Care

¢ PWC Price Waterhouse Cooper, Gary Jacobs
o The State of Medicaid Managed Care

o The Cost of Medicaid is projected to double over the next 10 Years.

o Affordable Care Act Provisions will add nearly 26 M lives and 619 B in costs over the 10
Year timeframe.

o Average Medicaid enrollment in 2010 was 54 M. 68 M were enrolled for at least one
month.

o By 2020 averaged enrollment is expected to increase to 86 M.

o 2010 Medicaid outlays reached $404B and are expected to increase by nearly 5% per year
thru 2020. In 2010 the Federal Government paid 68% of Medicaid Costs.

o Today Dual Eligibles represent $320 B expenditure. Duals projected to increase from 9 M
to 18M lives over the next 20 Years.

o Faced with Budgetary Challenged, States have increasingly relied on forms of managed
care to organized and deliver Medicaid services. — Except Alaska, New Hampshire, and
Wyoming in MMC in YE 2010. N

o Two Service models: Capitated and Enhanced Fee for Service.

o In 1990s PCCM programs began incorporating a variety of enhancements. Including
elements of Enhanced PCCMH, Accountable Care Organization, and PCMH. State
Examples.

o Today at least 41 States have moved beyond the EP CCM to medical homes for Medicaid
and CHIP. Provider Performance, Care Coordination and Improving Performance.

o Mature State PCMH has demonstrated improved cost and Quality Outcomes.

] Utilization- Vermont Medicaid pilots saw a 21% and 19%
decrease in ED Visits. North Carolina ADB Hospital admissions decreased
2% while admissions for un-enroiled ABD population increased 31%.

*  Quality: Vermont: Blueprint improved lung-function assessment for asthma
and self-management for diabetes. North Caroline in top 10% on national |
quality measures for diabetes, asthma, heart disease. Oklahoma has improved
HEDIS Quality Measures including diabetes screening, breast cancer
screening. Access Complaints decreased from1670 in 2007 to 13 in 2009.

» Costs- North Carolina saved nearly 1.5 B between Years 2007-2009. Colorado
has a 21.5 % reduction in median costs for children n a medical home
compared to nonmedical home participants. Vermont saw 12% decrease in
PMPM costs for commercially insurers from 2008-2009.

o To further promote PCMH Development, Affordable Care Act established a state plan
option for Medicaid Health Homes for beneficiaries with chronic conditions. 20 States
have indicated their interest. CMS has approved 6 States so far, MO, RI, NY, OR, NC, 10.

*  Builds on Patient Centered Medical Home Model.

x  Health Homes must develop a care plan for each person that coordinates and
integrates all clinical and non-clinical services and have a continuous QIP.

o CMS Dual Demonstrations provide another opportunity to expanded managed care features
in a market historically dominated by FI'S. '

= Of 26 States that submitted proposal to participate in the financial alignment
demo, 14 Proposed 2013 Star Dates, 7 proposed capitated demos to cover 1.4
M lives.




= (T, CO, IA, MO, NC and Ok are proposing FFS models. Kaiser Family
Foundation Source.
= Mass. is the firsts date to have an MOU with CMS for the dual financial
alignment demo.
o Duals Demos have increase interest in operated LTCSS programs.
» LTCSS account for 70% of state Medicaid spending on duals.
» Dual Eligibles account for 2/3 of LTC Utilization.

o State Accountable Care Organization Development Initiatives

e ACOS and the Evolving Government Programs Market

e Accountable Care Organizations are the next logical step in evolution of Medicaid Managed
Care-

» Enhanced PCCM> Medical Homes> ACOs> MCOs

» State Accountable Care Organization Programs build upon their medical homes and often
incorporate MCOs in a major way thus minimizing distinctions between PCMHs, MCOs, and
ACOs. -

e From PCMH to ACOs- North Carolina has passed legislation to facilitate the development
of its PCMH initiative into ACOs by creating new measures for Quality, utilization and
access, developing performance incentive models and shared savings models.

¢ MCOs and ACOs- In some states, MCOs will coordinate with ACOs in other states, the
MCO is the Accountable Care Organization, Utah plans to return to risk based contracting
with health plans acting as ACOs. Oregon will participate and gradually transition to new
requirements. '

e States are creating their own definitions of ACOs based upon historic experience with MMC.
As aresult, a variety of Medicaid Accountable Care Organization payment Models and
organizational structures are emerging.

CO- PMPM payment to Accountable Care Organization and PCP.
MN Shared Savings with Upside Risk only with downside risk.
NIJ- Shared Savings with Upside Risk

OR- Global Payment

- Utah- Global Payment.

Why move to ACOs in a market where 2/3 of enrollees are already in some form of managed
care? ‘

o States see ACOs as an opportunity for further coordination improved outcomes and greater

efficiency and value :
A new study concludes that Accountable Care Organization features can produce cost
savings for the most costly populations.

o The Physicians Group Practice Demonstration, a precursor to the ACO; Shows significant
important in costs for duals.

o Study showed in Journal of American medicine Sept 12 shows initiatives developed by
participating physicians groups generated:

* $114 annual in average savings overall
= $532 annual in average savings for dual Eligibles.

e The Rules of engagement for the Medicaid Market and other government programs are
evolving and Accountable Care Organization Features will be integral to success in all
markets.

¢ Common Elements of the New Delivery Model
o Medicare Medicaid Duals and Exchanges
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Managed Care- Population management, disease management, case management, PCMH,
Patent Centered Care, provider Accountability for outcomes

Payment Reforms- Shared Savings, Pay for Performance, Risk Assumption

Quality and Performance Monitoring and Reperting- HEDIS, CAHPS, Stars. Financial
and Quality Management Systems, HIT Systems, Data and Analytics. '
Consumer Protections- Public disclosure of cost and quality data, compliance.

Success in Medicaid Managed Care (and other Government Programs) necessitates
embracing Accountable Care Organization Core Competencies and targeted market
strategies.

7 Pillars of Success

Market Strategies- Market Selection, Benefit Plan Design, Member Acquisition and
Retention. '

- Accountable Care Organization Operations Competences and Enablers- Revenue & Quality
management, Medical Management, Strategic Partnerships, Compliance Culture.

Medicaid Managed Care Market Strategies will drive by State design features and key
product differentiators. '

Accountable Care Organization Operational competencies will form the foundation for
achieving quality and cost performance goals.

Strategic partnerships and a compliance culture will enable the operational competencies
leading to performance improvements and profitable growth.

Key Enablers: Partner with Members, Partner with Providers, Create a Compliance Culture

The Combination of Accountable Care Organization Operational competences integrated in a
shared risk arrangement will become the norm as the government sector evolves.

Shared Risk- Care Management is the foundational competency to achieve quality and cost
goals.

Emory University study concluded that enrolling dual Eligibles in comprehensive care
management programs could save the federal government up to $125B over 10 years.

ACOs and Quality Metrics Care Management Models

Providers consider four key factors when evaluating the cost and benefits of adopting an
Accountable Care Organization Model

Partnering, Cost of Care, Financial incentives, Beneficiaries

Adopting an Accountable Care Organization Model can have immediate upfront costs but
long term improvements in quality of care through use of metrics.

Ensures care management is compatible with patient choice through transparency and
governance.

Patients see lower premiums as part of the Accountable Care Organization Cost Sharing
Model.

Significant upfront costs with moderate returns.
Potential for patients to have a little choice contradicting the idea of patient centered care.

Case Study.
Care Management Programs in Shared Risk Programs
Winning the Evolving Marketplace.+-

Cost and Quality performance requirements will drive change.

Competition, consumers, providers, and payment reform

Preparing: Know your markets, manage your revenues, manage your population and engage
members and providers.
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The State of Medu:ald Managed Care e
= Cuyrent Situation -
* Medieaid and managed care initiatives (POCM, PC‘\.[]] MCOs
« Managed LTCSS .
State ACO Development Imtlauves Do
nemt Programs M arket :

l Fuundatmn Cnmpetencxee. ‘for al G ent _I’mgram_-
+ Care Manaﬂement ngrams ed Risk Programs
2. = ACOsand Quaht\ Metrics - : o

' The costs of Medicaid are projected to double over
the next 10 years
ACA provisions will add nearhy 26 M Hves and $619 B in
costs over the 10 year timeframe

= Average Medicaid enrollment in 2016 was Medicaid Outlays 2010 ;- -
" and Projected 2020 {$B} -

The State of Medicaid Managed Care

54 M
: o e . + 68 M were enrolled for at least one
. L R T B month
Situation and Opportumtles o . : » By 2020, average enrollment is expected

to increase o 85 M
+ 2010 Medieaid outlays reached $404 B
and are expected to increase by nearly 5%

per year thri 2020 "
2011 Estimated federal and

+ In 2010, the federal government paid !
68% of Medicaid costs state spending for duals {5 B)
+ Today, dual eligibles represent a $320 B
expenditure

+ Duals projected to increase from 9
M to 18 M lives over the next 20 years

Feclara_l S_pendiﬂg Sl?reSpEnding




‘ Faced with budgetary challenges, States have
increasinghy relied on Sforms of managed care to
orgamnize and deliver Medicaid services
Al states except Alaskea, Nero Hampshire and Wyoming
operated comprehensive MMC programs, YE 2010

Medicaid Managed Care Penetration by State, October zo10

‘NOTE: Inchides enrolbment in
MOk md PCCMs, Most data as

Pl of Getober 2010,
SOURCE: ECMUEMA Survey
e ofMedicald Menaged Care,
September 201,
Y
L?J")\“\}j [ 0% - 59 (9 stras)
- 190 - 636 {15 States]

U.5 Overall = 65.9% B6% - S% (17 staipsard DC)

IR 8000 (9 states)

—
Starting in the 1990s, PCCM programs began
incorporating a variety of enhancements

Enhaneed programs mouved in the direction of PCMHs and
include elemernts conunon to an ACO

" Medicaid Managed Care programs have developed
along two parallel tracks
States have relied on both capttated programs usin
MCOs and enhanced fee for service models (PCCRI)

Capitated Programs

* 36 States contract with MCOs on & Tigk hasis

= Dver 26 million enrolled in MCOs (800,000 duais in 2010}

* Payments to MCOs account for only 20% of total Madicaid spending on services
- Disabled and elderly remain in fee for service

« Nursing home care typteally excluded

Enhanced Fes for Service
+ 31 States operate PCCM Programs
- 8.8 million enrolices
» Dominant form of managed eare in rural areag
= Payments to PCPs indnde small PMPM o manage and moniter primary care and
authorize referrals

* States using POCM programs as basis for developing enhanced PCCMs and Medical
Homes

—
Ernhanced PCCM programs support care coordination

with payment incentives, information sharing, and
performance reporting
State examples

- B ‘Tare Management zad

ovider Reimbursemen, .1 -7 Performance
Coordination - B g

- Monitoring s
* Reporting

250 PMPM {0 FTPs (5-for. HEDIS X
ADB enmleesy - 0o CAHPS, consumer
* 33 PMPM 1o local netwerks * runi|
(85 for ADBg)- | | .

WD cale mal qualty
CMO) performance measures .
Office ba: B wARmRE
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Today, at least 41 states have moved beyond the

EPCCM to medical homes for Medicaid and CHIP
Key features of state medical home models

Elements of Medical Heme
Model

. o ding
am;lo&a&ium)deﬂmﬂﬂmmsfcr sﬂnﬂoﬁspmwaed o thaiy fatfents: -

To further promote PCMH development, ACA
established a state plan option for Medicaid health
homes for beneficiaries with chronic conditions
Key parameters of the health home initiative

= Builds on the patient-centered medical home model
*+  Medicaid beneficiaries are eligible if they have
+ 2 or more chronic conditions
*  ichronic condition and at tisk for a second
= 1serions and persistent mental health condition
= Home health services are
* Comaprehensive care management
«  Care coordination and health prometion
= Comprehensive transitional care
*  Patient and family support
= Referral to communify and social support services
+  Use of HIT to fink services and facilitate communication
- Health home must develop a care plan for each person
that eoordinates and integrates all clinical and non
clinical services and have a continugus QIP

their interest in the
program

CMS has appmvvd & i
[ states sofar: MO, RI NY 8
- OR, NC, 10 )

Pl

20 statés have indicated |

H
Mature state PCMH programs have demonstrated
improved cost and gquality outcomes

.
3 of the first 4 state health home programs continue to
use PMPM payments for care management services

Target popillation i Providers .5

Providars can.inciutle FCPs, NPg, PAg,
. goup prastices, FGHOs, rural elink
- CHCs. CMHCs. tug: an:raimhm

pmwdeservmsatleasn
marbrecawe :
mutnandavds S o




' CMS dual demonsirations provide another 'Massachusetts is the  first state to have an MOU with

opportunity to expand managed care features in a CMS for the dudl financial alignment demo
market historically dominaited by FFS An overview of the MA proposal

Of the 26 states that submitted proposals to participate in the " Fouuseson full beneft daals age 21-64

financial alignment demo, 14 proposed 2013 start dates (7 of | Lestimated 115,000)

these states proposed capitated demos to cover 1.4 M lives) Eb';jﬁ: et voluntary sapported by

»  Covers Medicare A, B, D and Medicaid
state plan benefits except certain LTSS
for walver parhcipants

= Uses ICOs (insurance-based or provider
‘based organizations}in a capitated

modsl y
- ICO receives visk adjusted global t
* 00, CT, I&, MO, NC, and O are payment with shared savings
Em;afm:?:m = 1CO performs all admin fonciions
Wﬁ_m hes proposed @ 2012 = ICO must offer care coordination
«  ICOwill contract with PCMEs
g iﬁ"ﬁm“éﬁ;?ﬂm gock proviéing team baced primary and
. . +  PCMH will provide clinical care
67/‘} \\\‘g : Wﬁ : x ::: ::; management for duals with complex
- = [ meeposates mdemoasion 24 s - o pedical needs
I . . . I .
Dual demos have sparked increased interest in In 2011, 11 States operated capitated managed
operating managed LTCSS programs LTCSS programs
LTC 88 account for 70% of state Medicaid spending on duals Only 5 State programs were integrated with Medicare
. ... TargetPapulaion S : | Enrollment Seope of Servizes Beyond )
Medicaid LTG SErviczs Expenditures {n s I 2 Type - " Community Based LTSS
+ In 2009, Medicaid LTC expenditares accounted billians}
for approximately half of all Medicaid o
expenditures 5
« Dual eligibles account for 2/4 of LTC utilization 354 ]
- Today, only 11 states operate capitated 32
managed long term care programs -
+ Current research indieates that when 0 tes meo 20M 0w
compared to fee for service programs, % of Medicaic bensficlaries using LTC, by Dual
MLTSS programs reduce the use of States (2007)

institutionial services and increase access
o HCBS, but there is little evidence if the
model saves money or improves owtcomes.”

=Duals
ENon-duals

= Katsrr Cominission oh Medicaid and the Uninsured, "Examining Medicaid hMamaged
Lung Term Service an Supporl Progmms: Key Lsues tv Gonsider”, Oet., 2011

* Program s integrated with Medicare

Fwe



States are creating their own definitions of ACOs
based upon historic experience with MMC

As aresultf, a variety of Medicaid ACO payment models and
organizational strictures are emerging

Payment medgl | Drganizationa;
Structure
ACO 8hd PCPs. i

- Provider. led ACDS;
<o - hybrid MCOFACO -

Fae:for sarvice
* and manaped -1
=

' ACOs are the next logical step in the evolution of

State ACO programs build upon their Medical homes and
often incorporate MCOs in a major way thus minimizing
distinctions between PCMHs, MCOs and ACOs

MCDs &
- Qs

Why move to ACOs in a market where 2/3 of
enrollees are already in some form of managed care?
States see ACOs as an epportunily for further coordination,
improved outcomes, and greater
Elements of the ACO Model
—




' A new study concludes that ACO features can produce | '_ ACOs and the E: olvlng Government

cost savings for the most costly populations L Programs Market
The Physician Group Practice Pemaonstralion, a precursor fo i
the ACO, shm{:s significant improvements in costs for duals

The siudy, appearing in the Sept. 12
Jorrmnal of the American Medicat
Association, shows initiative’s
developed by participating physician
groups generaied:
* $114 apnually in average
savings per patient overall;
*$532 amvally in average
savings for dual eligibles

Rules .of Engégeméﬁt .ai_na Pilla

mmanm\:ua:ﬁ:mm.; T

Solree: JAMA
' The rules of engagement for the Medicaid market and ' Success in Medicaid managed care (and other
other government programs are evolving and ACO government programs) necessitates embracing ACO

Jeatures will be integral to success in all markets

core competencles and targeted market sirategtes

T Pﬂiars of Suceess -

) ACO Operatlons Compeienmes
and Enablers :

Payment

Reforms.

and B e : e . | :
Quality and .  -P1ib Tharket g fsi Rewsnue & | ppogoa) - Comgliance
: ] i : Culture

Performantce
Moniioring

B cand
'Damandana]yucs Reporting

Consumer

Selettion
Protections R




' Medicaid muanaged care market strategies will be
driven by State design features and key product
differentiators

MMC Market Strategiés

‘ .
Strategic partnerships and a compliance culture will
enable the operational competencies leading to

performance improvements and profitable growth
Pariner with Members

> = Create a member, nok just patient, engapement strategy
= Make health fion aud ion en misgral

quality, and retention strategy

ABgn f ives to improve chimical .

Drive member retention through focnsed relation management capabilities

Enhance member: i analyties and sigh: ibifiti

of your cost,

Purtner with Providers
= align incentives to manape high risk
JaBons i Tinical

» oD
grow and retain members
+ Create win/win payment strategies using
shared savings, risk sharing
+ SBupport digial capabilities for cast effective
and timely climical cars
Create a Complicnce Culture
Board and Senior i tial
- Compliance impacts a number of areas inchuding marketing and Stars
*  Andits transitioring to outoones foons —results

I
ACO operational competencies will form the
Joundation for achieving quality and cost
performance goals

Operational Competencies and Enablers -

« DM/CM
integration with &
quality

«  Clinical

program

development

Population
Management

l . . ' -
The combination of ACO operational competencies
integrated in a shared risk arrangement will
become the norm as the goverrument sector evolves

—_—

+ Inthis model, care
management is the
foundational competency
to achieve quality and cost

goals

* An Emory University study

“me——  comeluded that enrclling

dual eligibles in

comprehensive care
management programs could
save the federal government
up fo $125 B over ¥c years®

Management

* Source: Kennsth Thorpe, Ph D, Emory University, Extimeted Federal Savings Associaied with Care Coardination: Models for

PwG  Medicare-Medicaid Dual Eligibles
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Execulive Summary i

« Providers and payers generally consider outcomes to four factors
prior to adopting a shared risk program:

= Partering ;
» Cost of Care

* Financial Incentives

- Beneficiaries
= These factors link quality improvement metrics with ROT

+ There are numerous demonstration projects and initiatives that
highlight successful care management models

n 1
|
|
|
|

T f . . .
Providers consider four key factors when Adopting an ACO model can have immediate upfront
evaluating the cost and benefits of adopting an costs but long term improvement in quality of care
ACO model through use of meirics
ACO Adoption Considerations ACO Meiric Model Potential Impact of ACO and Metries

» Ensores care management is compatible
with patient choice through transparency
and governance

* Patients see lower premiums as part of the '
ACO cast sharing model

il - Significant vpiront costs with moderate
Patient Caregiver Expevience of Care - returns

+ Providers will kave to spend millions
(care managers, systems, [T staff, etc.) to
get 50 or 60 cents back in 18 months

_ + Potential for patients to have Iitile choice

Preventative Health : . ¢ confradicting the idea of patient centered

care

+ Patients are placed into an ACO through
employers, doctors, and hospitals with
ne choice ’

Souree: PwC anabsls: Wall Streel Jourmal interviews with Dorald Borwiek, Formar GMS Adrinistratnr, Tom Sculty, Paciner al Walsh Carsen Andersan

£ Stowe, and Jafl Gokdsmith, Praside of Hoath Futuies.

Puc 3 PG =
Sotace; PwC Health Research Inshivie .

At-Risk Population/Frail Elderly Haalth
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Payers and providers have leveraged quality I Majority of payers and providers have seen

metrics to identify key improvements in care improvement in Care Coordination and Ai-Risk
initiatives
~— Physician Groups —, T State Government —— | —— " ; - Patient ... Cars ; i
l-_ Growping - | . . Organization Nama I ‘Care Giver ‘ Coordination - © Hesith . - ¢ : A:f“']“
Mulii-Spaciaty R o ! (PCG) i {cc) (EH} i .
Physician Groups* Muit-Specialiy Physician ) ¥ ¥ v
Sre! Groups*
A Group Health v v
A ‘q Gelsinger Heatth Plan’ v v v
N ) Community Health North ¥ v
sana Health Plan: — — i SO TR Caroina
© Government ) s
E% K B Washinglon State King's County
GroupHeaith Horizon BlueCross Biue Shield v v
f Care Improvement Pius v v
e yysiam.
N A
*Cutc Stndy Hoapitals: Billings Chinic, Dartmonth Clinic, The Everctt Clinic, Forsyth Medical Gromp, Geisinger . . ~
Pwe  Health System, Marshfield Glinic, Middlesex Health System, Park Nieollet Health Servioss, St. Jobn Health Systecs, . ow | CeveFiudy is comptised of 10 hospitals "

Tniiv. af M1 Faculty Gromp Practice Source: PwC analysis

e Grountiealth
[
l Case Study: Multi-Specialty Physician Group Case Study: Medical Home Initiaiive
Practice Demonstration

Moiel Description : . : ) Descr i
Model used to identify successful health care redesign and care rent models that can Multidisciplinary team of physicians, registered nurses (RN}, nurse practitioners, case
be replicated and spread across the health care system. Physicians are rewarded for: Imanagers, eic. that coordimate care priorio a physicians visit. Coordination includes:

* Review of patients records prior to appointments to highlight acute, chronic, or :
preventative care needs !
+ Artangement of care needs is completed prior to visit !

« Improved pafient outcomes through coordinating care for patients with chronic liness,
‘multiple co-merbidities, and transitioning care settings

Issued Diabetes Report Cards Earnings over the 5 year demonstrate: - Phones answered by doctors, RNs, and +  Pilot ROT 21 months followin,
" . " x 2
» Implemented “Best Practice Guidelines™ « MSPGPs earned a collective $107.5 million Ticensed practical murses implementafion was 1.5:1
«  Utilized E-Prescribing in performance payments « Physician/Patient created, care plans
- Maintzined Disease Registries *  Medicare savings totalled $134 million - After-visit summaries created for patients

Impact Achieved

pac :
Performance Increase in guality meirics from baseline year 1. to performance year 5: « Quality measures at beth the pilet site and nonparticipating sites showed improvement
- 1% ¢n diabetes measures = 9% on cancer screening measures « Improvements at the pilot clinic continued to be 20-30 percent greater for three of the four

composites

*  12% on beart fallure measures * 4% on hypertension measures
- All-causeinpatient admissions were 6 pexcent less over 21 monihs at the pilot site

< 6% on coropary artery disease measiires

Source: AHTF Center for Poliey Research: Fanovakions in Reduting Preventable Hospital Admissions,

. i hysiel Hi Hq Julr
Py, Soume: CHS I Practice 20 35 PWC Readmissiops, and Emergeney Room Use, June 2010 %
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Case Study: Proven Health Navigator Imitiative ' Case Study. Medicaid Sponsored Patient Centered
Medtcal Hi ome Intervennons Imnatwes _
: - Mode] Deseription .

ProvenHealth Navigator medical home initiative to improve primary care for patients and | Pubhe—prwate pannershrp initiative that brings together reglonal networks of physicians,
physicians by increasing patients” access to health care through implementation of innovative ‘ nmrses, pharmacists, eie. to support an innovative delivery model
technology and streamlining administrative functions, such as:

» Sharing Flecironic Health Records, leveraging predictive modelling, enhancing discharge
3 i i ort

Model Yinks beneficiaries to a primary care home, provides technical assistance to improve
chronie care services, and adds a patient care coordinaticn fee to help improve care

gty NCLMER O d l’rot:ess Measures S : _ ;
Emphasized teamed coordination featuring: +  Estimated ROT of more than 2 to 1 forthe - Provided chronic care service assistance «  Cumulative savings of $974.5 million over 6‘
+  Pre-visit nurse care coordinators Initative + Hired a core group of nurses to collaborate years (2003-2008)
- EHR decision-support tools on high-risk patients = Baved pearly 1.5 billion dollars in Medicaid ;
- Added dination f claims from 2007-2009 i
= Anmual performance incentives ed $2.50 PMPM care coordination fee J

ie s ST Impact Achieved FU R R T
- 18% reduction in hospital admissions § +  g3% of asthmatics received appropriate maintenance medications
+ 7% rednction in total PMPM costs ($500 per enrolee peryear) = 15% improvement on diabetes quality measures i
+  Statistically significant improvements in quality of preventive (74.0% improvement), corcnary - 40% decrease in haspitalizations for asthma i
artery disease {22.0%), and diabetes care (34-5%) .

16% Jower emergency department visit rate

Sourse: AETF Caaler for Poficy Researeh; Jnnomasions in Redusing Preventable Hoepital Admissions,
Pwe  Reodmissions, and Ewargency Room Use, Jone 2016 37 Pl 28

Horieui.
iz s

' Case Study: The Medicare Advantage Emergency
Room Initiative

Pilot to incentivize healthy behavicnr through a disease 12 t program, Multidisciplinary teams convene monthly o review records of Medicare Advantage members
patient case management, patient nurse advice line, and benchmarking provider best practices who account for the greatest pertion of ER visits in an effort 1o reduce emergency room visits
by Medicare members

S Re Dn]nve RRETE

Provess Measires: ; i 4
Conducted a health risk appraisal +  Projected to yield potential annual RO1s of

+ Pharmacists and MDs find safe alternatives | = 36% reduction in ER use among Medicare

- Targeted follow-tup health behavioural 2.016 3.0 from 2005 throngh 200¢ from: to problematic medications members
change programs ~ Disease and case management - Patient cutreach by disease management
- Action plans to Teward healthy ifestyles * Nurse line and high-performance murses to those with chronic conditions
network !

~ 0% of King County employees and their covered partnars are enro]]edm the haa]th benefit = In=z009, ER use declined by 35-0 % among Medicare Advantage members who had eight or
plan moTe emergency room visits during the previous year

«  Employees have taken the hezlth assessment showing a commitment to healthy lifestyles




@ CARE IMPROVEMENT MUS
B s o Wi S

[t
' Case Study: Medicare Advantage Chronie Special Success in Care Delivery Transformation requires
Needs Plan Initiative development of increasingly complex capabilities

Mode] uses a collection of populatiol
under the wmbrelia of a regional preferred provider crganizationto identify gaps in care and A
promote primary carve « Mo poputatios lualth
« Desien reiigation statesien
- Offerwllzess, preveation stratepies

Srmmafulfy e rick

+ Lemtify quality, cast

Registered nurses and physictans make
house calls

* 24/7 care mngmt and coaching hotline
= Offering end-of-life planning services

- Enhancing primary care produces Jong
term net cost savings for the special-needs
plan

iy camploadiy
§
|

~ Tpheaurt patien care enerdiuarion
Lagkenmtpoie

= el Lt Tk beneitaring or
oty

+  Partictpants had lower rates of hospitafization and readmission compared to fee-for-service
Medicare
«  19% lower risk-adjusted hospital days per enrollee compared to fee-for-service Medicare -- - L .
Amount of Riekiu Contracis

7% higher risk-adjusted physician office visits compared to fee-for-service Medicare

At Pt

VG TR R EE X Ul BU Y N GG The marketplace of the future is taking shape today

Cost and quality performance requirements will drive change

+  Market exits and » Quelity aprincipal + Diverse « Payfor
consolidations driver of organirations performance is
*  Size matters - consumer choice creating new the name of the
= Price and benefit + Consumers more collahorative game
differential will engaged in their arTangements = Incentive
be minimized bealth care « Provider payments engage
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"The future belongs to those who prepare for it
today

The best way to prediet the future is to create it
Puter Drucker

« Align with
consumer interest
and expectations

= Align with provider
landscape

= Ability 1o scale

=~ Abllity to
differentizte.

~ Ability to meet
market premiusm
levels

- Quality
improvement
strategy

= Effective coding

* Realime
mmonitoring and
Jongitudinal
tracking of heafth
outcomes and

deficiency
correction

» Comprahensive
are managerment
program

« Data systems and
analytics o
identify members.
and suppart
medical
rnanagement
interventions and
supports

- Afign incenfives to
manage tisk,
improva quality
oltcomes and
drive growth

- Partner with
providers thiu
shared risk and
savings models
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solution







Health Insurance Exchange: Long on Options, Short on Time
http://owchealth.com/cei-local/hresister.coi/res/pwe-health-insurance-exchances-impact-and-

options.pdf

e Presented by PWC
» Research: Analyzed data from Current Population Survey, Medical Expendlture Panel
Survey and Congressional Budget Office Publications
e Demographic profile describes the newly insured and individual exchange population in
2021. Interviewed 15 Health Industry and government [eaders
e 1In 2014, 12 Million Americans are expected to being purchasiong health insurance
through exchanges.
¢ Emerging Customer Base:
o The newly insured will be less educated less likely to speak English as their primary
language.
o Medicaid Expansion may shift the number of enrollees going inte the exchanges.
o The new individual exchange population consists of mainly young, white, and
relatively healthy individuals
Price will be a concern for both consumers and insurers, but qualities serve as a
differentiator. Price will be a leading factor in consumer decision making. As consumers
become more sophisticated insurers will need to differentiate through quality, benefits, and
customer experience. 47% of consumers are willing to pay for extra ancillary services.

The Public and Private Faces of Insurance Exchanges

Many States will have the federal government directly involved in running exchanges.
Public and Private Exchanges will co-exist in several markets.

Mechanism to neutralize risk for insures and the governments are either managed by the state
of other agencies.

States that run their own exchanges will determine how to create the marketplace and run the
exchange.

Private exchanges run by insurers, retailers or other third party may lead in innovation.
Insurer Run Model, Retaiier-Run mode, and Third Party Run model.

Health Industry Implications

e Price and risk selections are top concerns for insurers but a broader consumer strategy
should also be developed.

e Providers should prepare for a new population that may have pent up demand for
services.

» FEmployers are contemplating whether exchanges present a viable option to employer
managed coverage.

¢ Pharma and Life Sciences Firms will need to account for state variation in exchanges and
delivering new value.

e Exchanges will remain a hot prospect and shape the future environment.



What will the newly insured look like?
The newly insured compared o the ctrremly nsured are. ..
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Introduction

An emerging custorner base

The public and private faces of insurance exchanges
Health industry implications
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Section 1 —Inbreduction

[
About this research

= Analyzed data from the Current
Population Survey, Medical
Expenditure Panel Survey and
Congressional Budget Office
publications '

= The demographic profile describes the
newly insured and individual exchange
population in 2021

= Interviewed 15 health industry and
government leaders

Heath Insurance Exchangss + Long or aptions, shart on time
PwC




Seclion 1 —introduction

I

In 2014, 12 million Americans are expecied to begin
purchasing health insurance through exchanges

Noveraber 16, 2018

States submit “blueprint™ and October1, 2o
declaration letrer to HHS if Exchmge? openlz
intend to create state-run or enrcliment for new
partnership exchange consNmers

| i

; i H H !

T T H i i

i H ! ;

E :
October 1, 2012 Janwary 1, 2013 January1, 2014
States can begin HHS will conduct readiness Health beuefit L
qualifying health plans gssessments in each state in fully operatiosal and
for exchanges ypreparation for Oetober coverage begins

open aoroliment

Heahth Insirance Exchanges + Lang on aptians, shart on fime:

PwC

Sacton 2 = An emerging cistomer base

[ B
The newly insured will be less educated and less likely

to speak English as primary language

What will the newly insured look like?
The newly insured compared to-the rurrently insured-are...

Educrdional
otteinmest

wbemkelymba
adbeze dewren

2%
] H49%
fu..

Heahh Insurance Exchanges - Leng on options, shar on fme

Section 2+ An emerging customer base

{
Medicaid expansion may shift the number of enrollees
going into the exchanges

All states expand Some states expand No states expand
Medicaidto 2138% FPL | Medieaid 1o 138% FPLor | Medicaid beyond

or above above current levels

*13 midlicn enrollees =12 million enroliees =13 million enrollecs

*$50 billion in premiums | =$55 billion in premiums *$60 billion i premiums
=27 million enroflees =25 million enrollees =32 million enrolless
=$190 billion in premiums | *$205 billion in premiums 24230 billion in premiums

Spproximately 40% of the expectad individual exchange enrollees in 2021
will come from five states: California, Texas, Florida, New York and IHingis,

Healh insuranca Evchanpes - Leng an optiens, shart en fime

Prs




Section 2— An amarging customar bese Soction 2 — An emarging customar basa

f L -
The new individual exchange population consists of Price will be a concern for both consumers and

mainly young, white and relatively healthy insurers, but quality could serve as a differentiator
individuals

What will the individuol exchange members look like?

Rojoet Reolth seatus Merital e
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ssemtiie sy giedbrelth,  Monre pot impueoterian  Iwdomde donee More tea balf are
merried. English 2 b Wb A celrgrdeprer.  eangleped Rl 4ime.

& Wil cdungemmbas 31 TIERL

Heaih Insuranca Exchanges - Long on options, shaft on time
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Saction 8 = The public and privete faces of Insurance exchanges

[
Many states will have the federal government directly
involved tn running exchanges

= 13 states and the District of Columbia intend to establish their own exchanges

= Majority of remaining 37 states will have the federal government directly involved in
running their exchanges

= § states have already chosen to have & federally-facilitated exchange

» 3 states have selected an approach that divides duties in 4 state/federal
“parinerghip”

Hastth Insirance Exchanges  Long on oplians, shor on fme
Fws




Soction 3 = The public and privals Rices of insurance axchanges

I Public and private exchanges will co-exist in several

markets

State run partnership Eihe::;ye !:_';%ﬂtﬂd
Eligiblity ® & &
Enroliment ® & &
Customer Service L J ! @ i
Plen Management L ] i & &
nancial Y ' & &

@ Strefimetion {5 Stataorfedersl function 48 Federal funetion

Private exchanges will have the flexibility to experiment with different approaches
and innovate to meet consumer demands. Three general categories: msurer run, third-
party run and retailer.

Haatth inserance Exchanges + Long an aptichs, shatt on tme
P 11

Becban 3 = The public and privats faces of msurahce axchangas

States that run their ouwn exchanges will defermine
how to create the marketplace and run the exchange

Section 3= Tha public and private facas 6f msurnca axchangas

I
Mechanisms to neutralize risk for insurers and the
government are etther managed by the stafe or other
agerncies

(2014-2106)

Risk corridors
Accurate rate setting; limit

variaficn in gains/losses @ @ @
{2014-2016)

@ Surefunction  §F Stateorfederal function @ Federal fanstion

Haalth Tnsuranas Exchanges « Long an aptians, shatt en tme
Pt 1z

Sec The publk uste faces af ch

[
In the federally-facilitated exchange, HHS will

oversee five major exchange functions

15 states ard Vermont + Enacted i 2011 as part of law to establish single-payer
the Disirict of Grant fanding « Exchange falls under state’s Medicnsid office
Cohonhie have S158.0M * Investing significant resources into new IT
eclare 1 Medicaid Expansion  infrastructure
:,] zgj,; C’i’ t;}i{ 5 - Working :.’s]?ublgss; + State plans 1o kesp cucrent Medicaid levels
150% FPL
creaqte state rury s
exchemnges. Fentuely + Established in 2012 by exscutive order
Grant funding - Executive director has been appointed
These sates have 5664 ~ Bxshange wil be govermed by an advisory board
. . - Medicaid Expansion ~ Held public forums on state exchange
recaived 76% of + None + Leaning toward full Medicaid expansion
federal grant
Junding, New ¥erk « Established in 2012 by exeautive order
Grant fondi - Stakehelder analyses cond d on exsl design
$1832M + Moving forward with plans for integrated YT
Medicaid Expansion  ifrastucture
~ Working and Jobless: - Letining toward full Medicaid expansion
200% FPL

Heahh Instirance Exchanges - Lang n opfians, shart an fime

25

& staies have Florida + In July 201%, governor announced Flogida would not
announced that Gramnt funding implemen a state exchange
the will not $LOM + Moving forward tc create & new marketplace for small
= {returned) businesses (Florida Health Choices Carpovation)
ereaie stale oa son - Notlikely o expand Medicaid
exchanyes so wall Medicaid Expansion .
N * None:
be governed by
the FTP, Alasks * In July 2012, governor announced Aleska would not
Grant funding create a state exchange
™ retes B $oM = Only state not to apply for exchange planning grant
4hese SL‘G“; aue scaid B jon " Evaluating financial impact of a state-funded exchange
recaived 2% of Hone + - Not fikely to expand Medicaid
Sfetteral gramt
Junding. Texns - In July 22, goverior announced Texas would not
Grant fonding esteblish an exchange
$LOM » Prior 1o annemnceyment, state had nsed federal fimds to
{$0.6 retwrned) j@entify subcontractors for prefiminary analysis

Medicaid Expansion - Not likely to expand Medicaid
* None

Healh insurance Exchonges - Lang on options, shatt on tne

(2



Section 3= The pubicand private faces af insurance exchanges

. State-federal “parinership” exchanges will split duties
betwveen the state and HHS

g stales hove Belawure + In July 2012, governor announeed state would pursue
anmounced that Grant funding pmﬁflp m:chm;ii T |
they are planning $4-4M ~ Has c0 ini gap am
fora parmmhip Medicaid Expansion essential health benefits analyses

+Working: DS FPL Leaning toward full Medicaid expansion

axchange. + Tobless: 100% FPL
These slales Llixois - In July 2012, governer indicated state would pursue
‘ﬁ sl neeE Crantfendi p +ship model
received 5% of mding
y N 530.0M « Plans to move toward a state-based exchange by 2015
Jederal grant R i+ Passed exchange legisiation, conducted Initial analysis
Sunding. - None and began T development
+ Undecided on Medicaid expansion
Axteansus « [ December 2011, governot endorssd parmership model
Grant funding cotcept
£28.9M + Hes refeased exchange framework

Medicaid Fxpansion TLeaning toward full Medicaid expansion

-~ None J

Heakth Insbrance Exchangss- Lohg on sptions, short e time
Pt ©

Bection 3 —The p faces of insuranse

r :
Private exchanges run by insurers, retailers or other
third party may lead in innovation

s N

Al h
Third parky-run
madel

Insurer-runh model Retailer-run model

. VAN _/k . _

Health instrance Exchanges - Long an options, shart an ime.
e 1%

' R
Price and risk selection are top concerns for insurers
but a broader consumer strategy should also be
developed

As the exchange markets coniinue to develop, insurers should consider:
* Management of product pricing and risk selection
w  Qualified health plan and essential health benefit standards
= Increased competition and pricing transparency
 Regional insurers and ACOs could provide tough competifion
= Confinued focus on adminisirative costs to meet MLR requirements

Knowing the facts:

¥ States can begin quailfying health plans in Ostobes, but no states will be ready until sarly 2012
v Administative costs must remain below 15-20% of under MLR requ s

¥ As part of the risk comidor fenction, insurers must refinquish a poriion of profils above 3%

Heakh Instirahce Exthangas + Long on sptisns, shatt oh e
P 1@




Section 4 = Haalth industry implicalions

t
Providers should prepare for a new population that
may have pent up demand for services

In preparation for newly Insured patients, prowders should begin to prapare fore
= Exchanges that cotild speed up expectations of care
= Provider-owned hezlth plans and ACOs that will be well positioned
= An outcomes-based environment requiring value ever valume
= Information management improvements
= Demonstration of quality and improved care coordination
* Reevaluation of refmbursement and billing structures

* Development of products to compete with insurers

Health Insurmnse Exchanges~ Lang oh optiond, shott on fime
] 19

Soction 4 —Health Industry fmplications

[
Pharma and Life Sciences firms will need to account
Jor state variation in exchanges and delivering new
value

To Increass profite Pharma and Life Sclences firms will nead to plan for:
»  Expanded and diversified markat access strategies

= Pharmacy benefit structures ranging from restrictive formularies to a
comprehensive benefit structure

" State-ievel variation in developing market access sirategies
= Drawing upocn expeﬁences in other managed markets

= Evidence that demonstrates superiority to existing medications and devices

Knowing the facts: '

v Siates have fiexibility in defining the requirements that participating plans must follow when designing their
beneft struchure and formularies

v Currert federal guldance stipulates that exchange plans must offer at least one drug per class

Heetth insurance E Leng on aplinns, shatt on i
Pus 21

Section 4 = Health industry smplicatione

I
Employers are contemplating whether exchanges
present a viable option to employer-managed
coverage

Employers must consider the following for their employee benefits:
= Dropping coverage may increase pressure to-raise wages
= Employees view healthcare as a valuable benefit

= Dropping coverage may make the most sense for firms with 2 high concentration of
low-wage workers

= Private exchanges offer an alternative to move toward a defined contribution
approach

Knowing the facts:

+ Penalties for drapping coverage for full-ime employees start at $2,000 per full-ime employes

+ Starling in March 2013, employers will be required to notiy empioyees sbout the new exchanges and that it
wifl nof provide a contribution toward coverage if an employee enrolis in an exchange plan

Haalth Insurance Exehenges - Long on epfions, shatt an time
PwC 20

Seciion 4 — Heelth industry implications

[
Exchanges will remain a hot prospect and shape the
Juture insurance environment

» Retail strategy to push value and convenience

* Exchanges that start as “open markets” likely to move to “active
purchaser”

+ Private exchanges will continue to innovate

» Movement away from employer managed coverage to a robust
open marketplace

Heath Insurance Exchanges~ Lang on apfians, shortan me
P 19



For more information

To downlead the full report, please visit: s pwe.com healthexchange:

poc.cony/us/healthindusiries

pwe.conyhri
frritier.com/FieCHBealth
.
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Dual Eligible Integration bids: An Insider’s View on Recent Responses and
Upcoming RFP’s.
Presented by HEOPS

Major Themes: Bureaucratic Terror, Survival, Chaos, Patient Rights.
Bureaucratic Terror: Complexity, Timing, Lack of Standardization, High Stakes,

Survival: Changes in Reimbursement Methodology, Savings that may not materialize,
Patterns of Care, Provider-Patient Relationships.

Chaos: Timing, complexity, Competency, Viability

Patient rights: Opt In/ opt out, passive enrollment, Patient empowerment and direction,
provider relationships( in/out of network)

The Numbers: 9 million Duals, 16% of Care, 15% of CAID , 27% CARE Cost 39% Cost,
CMS Proposed 1-2 Millions Duals in Demonstration. 15 States Awarded Design Grants.
Affordable Care Act- Created Federal Coordinated Health Care Office(MMCO)

Goal of MMCO- Effective program coordination to improve care and lower costs.
Initiative 1: April 2011 Program Design Awards- 15 States.

Initiative 2: July 2011- CFAD Program- States to submit- Process Defined.

CFAD Process:

LOI

Work with CMS

MOU

State Procurement Documents Released

CMS & State Qualify Plans

CMS & State Readiness Review

3 Way Coniract(Cap)/ Financial Agreement (FES)
Implementation, monitoring and Evaluation.

I BARUE S

Characters: MED PAC Letters, Sen. Rockefeller Letters, State Medicaid programs,
CMS, Stakeholders
36 LOI Submitted (11 FFS, 6 both, 20 Capitated), MA-MOU no plan selection yet. -

MED PAC: Size and Scope, Passive Enrollment, Program Costs and Ensuring Savings,
Monitoring and Evaluation.

Sen. Rockefeller: Quality Care vs. Guaranteed Savings, Test New concépts, Rights of Duals,
Broad Implementation without testing, size and scope, lack of transparency, benefit and
service disruptions.

Pitfalls: Unlikely savings for plans in Y1, Enrollment Process, Provider Networks-Delays,
and Access to Adequate LTSS providers, Adequacy not standardized all programs unique.

Solutions:

Unlike y savings for year 1: Response: Capitation, negotiate carefully, are savings required
in Y1 or Performance against Quality focus? REVIEW the actuarial detail; ensure expanded
LTSS has been added.



Enrollment Process: Response: Explore Opt/In Opt/Out, passive enrollment, enrollment
brokers, Triple A’s and other community agencies.

Provider Networks Delays- Response: Encouragemént from the state for providers to
become involved early in the process. Seek to engage hospitals and other key providers
early, Transparency.

Access to AdeQuate LTSS Providers- Response: LTSS need to be engaged and supported,
reduce complexity, seek to support and encourage growth and access, focus on quality.

Adequacy not Standardized: Response: Consider MA best Practices as a Standard, |
Geographic Disparities, Scalable, Flexible and Evolving

All Programs Unique: Response: Seek Best practices and lessons learning, negotiate
wisely, implement with Quality and Competency, and don’t forget thisis a
DEMONSTRATION
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d « Major Themes: Bureaucratic Terror, Chaos, Survival, Patient
CliffsNotes for Rights

Dual Eligible Integration Bids: « Summary: Ovenisw, Design and Implementation

The Journey.

+ Character List: Stakeholders
An Insider’s View on

. + Plot: scheduies, R d Key Activi
Recent Responses and Upcoming RFP’s chedules, Responses and Key Advity

« Epiphany: Findings and Take Aways

Prasented by Nancy G Evarllt MBA
October 4,2012 i Core finglon B

CODS "R s eaps < e

Distill the story. + Bureaucratic Terror

Themes.

Our Goa.ls.

Discuss stakeholder concerns and responses. « Survival

3. Review strategies for enrolling non traditional providers

» Chaos
and meeting LTSS and HCBS requirements.

+ Patient Rights

4. ldeniify next steps to program impiementation.
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Theme: Bureaucratic Terror

Complexity

« Timing

Lack of Standardization
High Stakes

NEODD et e
Theme: Survival

«+ Changes in reimbursement methodology
Savings that may not materialize
Patterns of care

Provider-Patient relationships

smpisfyzng& ouseurtng
. Frealihaare

business processes

Theme: Chaos

« Timing
« Complexity
» Competency
Viability

EODD "I

Theme: Patient Rights

.

Opt In/Opt Out
+ Passive Enroliment
Patient Empowerment and Direction

Provider Relationships (in/Out of Network)




fifying & - &
eo T o s o eops e

Prologue:

Prologue' 7
The Numbers: « ACA - Created Federal Coordinated Healthcare
" Office (MMCO)
1.9 Million Duals
' va . Goal of MMCO — effective program coordination to
2.416% of CARE; 15% of CAID _ improve care and lower costs
3.27% CARE Cost; 39% CAID Cost « Initiative 1: April 2011 — Program Design Awards
— 15 States
4.CMS Proposed 1-2 Million Duals in . initiative 2: July 2011 — CFAD Program — States to
Demonstration Submit LOI by 10.2011
5.15 States Awarded Design Grants « 36 LO1 (11 FFS, 6 Both, 20 Capitated)

= Process Defined

XIS A e mmarocses M 5 eops smpngSomorsy g
Prologue- ' Character List:

CF;:DLgTocess: + MED PAC (Letter 7.11.2012)
2' Work with CMS . SEN. ROCKEFELLER (Lefter7.12.2012)
3.MOU . STATE MEDICAID PROGRAMS
4. State Procurement Documents Released . oMsetal
5.CMS & State Qualify Plans
6.CMS & State Readiness Review »  STAKEHOLDERS {Advocaies, Providers, Plans, Agencies eic.)
7.3 Way Contract (Cap)/ FinanciairAgreement - THE EXPERTS (Weis, Kumpf, Hoeiger, Terzaghi)

(FFS)
8. lmplementa‘ﬂon Monitoring & Evaluation




simplifying & outscurding
..-healghcare business processes

Plot:

« 36 LOI Submitted
» 36 LOI {11 FFS, 6 Both, 20 Capitated)
= MA -MOU

— No Plan Selection Yet

COpS "I

Quality Care vs. Guaranteed

Savings

Tested New Concepts

Rights of Duals

Bread Implamentation wo Testing
ze and Scope

Lack of Transparency

Benefit and Service Disruzption

Experts:
THE EXPERTS:

+ John Weis, CEO, Quest Analytics
« David Kumpf, CEO, Optimetra
«  Damon Terzaghi , Associate, Marwood’s Research Group

- Tom Hoeizger, SNFist Group, General Medicine PC

CODS T s poceses MM
Epiphany:

COPD "B e B
Epiphany:

Experts:

PITEALLS:

Uniikely Savings for Plans in Y1
Enroliment Process

Provider Networks - Delays

Access to Adequate LTSS Providets
Adequacy Not Standardized

All Programs Unigue




simplifying & outsourding
.. healtheare business processes

7]
Epiphany:
Experts:

SOLUTIONS:
«  Uniikely Savings for Plans in Y1
Response for CAFITATION:
— Negofiated carefully.
— Are savings required in Y1 or performance against Quality focus?

—  REVIEW the actuarial delafl, ensure expandsd LTSS has besn addsd in.

e S ﬁw@;&%&:ﬁ:§;§mm '
Eplphany

Experts:
SOLUTIONS:

« Enrcliment Process
Respense :
~  Explore OPT/IN, OPT/OUT, Passive earoliment.
— Enmifiment brokers

— Tripie A’s and other community agancies.

sumpilfyan & outsoureing
healthcare business processes

Epiphany:
Experts:

SOLUTIONS:
= Provider Networks - Delays

Response ;

- Encouragement from the staie far providers to becoma involved early in the process

~ Ssek to engage hospltals and cther key providers EARLY

— Transparency

e S simplifying & ousourdng
p .+ healthtzre business processes
Eplphany.
Experts:
SOLUTIONS:
- Access to Adequate LTSS Providers
Response :
— LTSS need to be engaged and supporied, reduce complexity
~  See¥ io support and encaurage growth and access

— Focus on quality




simplifying & outsourding

CODD M e W BODD) T -
P ’ Epiphany: p PR Epiphany:
Experts: Experts:

SOLUTIONS: SOLUTIONS:

- Adequacy Not Standardized « Al Programs Unique

Rasponse : Response :

—  Consider MA best Practices as a standard — Seek Best Practices and Lessons Learned

— Geographic Disparities — Negotiate Wisely

—  Scalable Implement with Qualily and Competency

—  Flexible and Evalving — Don't forget ~ this is a DEMONSTRATION

R
EOpD T e

Audience Comments...

simplifying & outsourcing
...the business of healthcare




Aetna Medicaid: Managing Long Term Care for Dual Eligible Populations
Erhardt Preitauer SVP Mid- Amenca Region

Highlights
e Over 9 Million Nationally
s 36% of Medicare spend
» 39% of Medicaid Spend
e  <2% of Coordinated Care

Roughly 1/3 have a physical disability

2.3 have mental illness and/or substance abuse

10 to 15% have intellectual and developmental disabilities

2% have Alzheimer’s/ Dementia

Multiple chronic conditions; 70% of spend on this

Source: Medicare Payment Advisory Commission, Report to Congress: Medicare and

the Health Care Delivery System June 2011

e Complicated and Fragmented System where providers are focused on Volume. Tt costs a
lot.

e Keys to Success: Have a Clear Vision for the Program. Stakeholder Engagement: Early
and Often. Integrate, Integrate, and Integrate. Uniform Assessment and Eligibility
Approach. Volume over Volume; Technology and Tools. The Right Design... benefits,
financial, programmatic, Clear and aligned incentives, Quality, Oversight and State
Partnership. Focus on Culture.

e Aectna Solutions: The Role of Technology: Clinical Data Integration, Secure Data
Exchange, Real Time Provider Interface, Application Store, Rapid Distribution,
Population based clinical intelligence, Decision Support, Care Management, Popular
mobile based application, user(symptom) to provider link, appointments, registration,
alerts, costs.

s Provided an analysis of Care Coordination Outcomes- a Companson of the Mercy
Care Plan population to Nationwide Dual-Eligible Medicare beneficiaries.

o Stady Design

100% Sample Size- 17,000 Duals

Compared to national Medicare Data

Adjusted for Mix

Four points of Comparison
= 1. Access to Preventative Services
= 2. Inpatient utilization
» 3. ED Usage
» 4. All-Cause Readmissions.

o See Results Page in PowerPoint.

¢ Getting Results by Rebalancing Institutional and HCBS Services. Aetna’s Long Term
Care Model has been successful in Arizona since 1989. Rise is home and community

. based care use. -

O 0 O 0
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Introduction
* You, Me, and Aetna

Building the Case
» The Roadmap to Success

The Role of Technology
« The Case Study: Mercy Care Plan
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Duzl Eligibles Have High Neec

= Dver 9 million nationally

= ~36% of Medicare spend

= ~39% of Medicaid spend

= <2% in Coordinated Care

= Roughty 1/3 have a physical disability

= 2/3 have mental illness and/or substance abuse

= 10 to 15% have intellectual and developmental disabilities
= 2% have Alzheimer’s/Dementia

= Multiple Chronic Conditions; 70% of spend on this

%ﬁ'i)mre Payment Advisory Commission. Repert te Congress: Medicare end the Heaith Care Delivery System. June,

Aetnalne. 4



5 Complicated snd Fragmented System.. Where Providers zre Focused on Volume..
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No Surprise - s Going to Cost a Lot...
US Unfunded Liability 2x World GDP
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¥ US Unfunded Liabllity & Worldwide GDP
Largest Percentage of this is Medicare and Medicaid...
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{ey Steps for Success..

1. Have a Clear Vision for'_t.h_é Program

Astmainc 9 Aetnainc. 10

Loy Steps for Succes

1. Have a_CI_ear Vision for the brograrﬁ '
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Wey Steps for Success...

| 1. Have a Clear Vision for the Program
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ey Steps far Success...

I 1. Have a Clear Vision for the Program-

1 3. Integrate, Integrate, integrate -

5. Value over Volume; Technology and Toois icontinued.}

7. Clear and Alig ed Incantives | 7. Clear and Aligned Incentive

Aetnalnc, 15 Aetnainc. 16
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fetng Sclutions: The Rale of Technalosy

MEDICITY + Clinical Data Integration

* Secure Data Exchange
INexx
= « Population based clinical intelligence
ACTIVEHEALTH « Decision support
MARAGE « Care management

+ Iriage

Aetma ine. 17 Astnalnc 18

A Comporisan of the Marcy
- ;

3
Motlonwlde Dyel-Eligihle Medi

) Study Design:
Futting i Al Together.. + 100% Sample Size (~17,000 duals)

* Compared to National Medicare Data

* Adjusted for mix

* Four Points of Comparison:
1. Access to Preventative Services
2. inpatient Utilization
3. Emergency Department Usage
4. All-Cause Readmissions

Aetnzine. 19 Aetna e 20



Results:
Access to Preventative IP Utilization Discharges /
Services: 1,000:
3% Higher 31% Lower
g
" £
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National Mercy National Mercy
Medicare Care Medicare Care
Aetnalnc. 21"
Resulis:
. All-Cause 30-day
Emergency Dept. Visits / 1,000: Readmission Rate
9% Lower 21% Lower
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Results:

IP Utilization Days / 1,000:
43% Lower

IP Utilization Average
Length of Stay:
19% Lower
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Aetmalne. 22
Ge utional

and HOBS Servic

tting Results By Reb
ices

Aetna’s integrated Long-Term Care Model has been successful in the state of

Arizona
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since 1989

Fffective Use of Home and Community Based Care Arizona's Trend HCBS
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Methodologies for Building a Medicaid Provider Network
Presented by Robert Robidou Director of Network Development Cook Children’s Health Plan

Goals:

» Forge a partnership with Providers- Provide a network of prowder care and access to
our Membership

e Develop a plan to work more efficiently- Are there ways you can become easy to work with?

e Develop a program to strengthen relationships. — Ways to reward Providers without busting
the bank.

* Cook Children Health Care system is not for profit pediatric health care organization.

Develop a Plan and Review

Why is Provider Network Important? Healthcare is Relationship Business.
»  Why will Providers work with Medicaid/CHIP Programs. Work with you? Current
Patients, opportunity to give back to the community(Medicaid/CHIP)
¢ Reputation
e Hassel Factor
¢ Network makeup.
How do you find Providers who will work with youn?
e Convince providers why they should work with you. Providers should not feel
like they are taking all of your members(Medicaid/Chip Programs- minimal Risk)
e Talk about your network
e (Create a Partnership
e Possible Providers

¢ Possible Providers: Medicaid Board Listings Available from States, Local Medical
Associations, Other Medicaid Plans in Area, Member Requests, Current Provider referral
patterns, OON Claims, Marketing Requests., Web-Yellow Pages

o Letier of Interest

e Provider Communication- Communicate and Listen to the providers in order to address
their needs,

o Quarterly office manager meetings- PCPs and Specialists, Annual/Monthly Provider
Surveys, Representative Visits, Web Based information- Member eligibility, claims
check, provider manuals, provider directories. Informative links.

o Provider Communication: During Quarterly PCP Office Manager Meetings. Like and
did not like.

o Providers are your customers, they are vital to growth of your membership.

o Update and align your programs to reward the highest performing physicians.

» Simple VIP Program: Average of 200 or more members in Prior Quarters, Open panel,
community advisory committee, Monthly visits by provider services, Gift Card from Office
Supply, Top Office will receive recognition in the provider newsletter and member
newsletter.

e P4P Program- measured on a quarterly basis, Health Plan has to be profitable that quarter.
Minimum Requirement (Panel Size, Open to New members), Measures(Panel Size, Vaccines
for Children Program, ED Visit rate, Submission Rate for Clean Claims).

Summary: Partnership, Communication, Network Development
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Goals

» Forge partnerships with providers

- Provide a network of providers to provide care and access fo our
membership.

Methodologies for Building a
Medicaid Provider Network

» Develop a plan to work more efficiently

— Are there ways you can bacome easy to work with?
Rabert Robidou
Director, Network Development

Cook Gikdren's Heafth Flan » Develop a program to strengthen

relationships
a,r’:::;génz UD102 _ — Ways to reward Providers without busting the bank
Cookhildren’s. CookChildren’s.
Healih Flan Fealth Fian
Caoh Chiichresis Hzalin Blan a Cook Chiaran s Heallh Flan WhO We are 4

Conk Chiidren’s Health Care System s a not-for-profit, nafionally recognized pediatric health care
organization comprised of seven entiies — a Medical Center, Physician Network, Home Health company,
Northeast Hospital, Pediatric Surgery Center, Health Plan and Health Foundafion. Based in Fort Waerth,
Texas, the integrated systern has more than 80 primary and specialty care offices in north Texas.

PP
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CookChildren's.

. Hemifh Flan

CookClhildren’s.

Haalth Flan




Cook Chilthen & Healh San

Cook Children’s Health Plan |

» Locally managed and operated Non-Profit Health Plan
iocated in Fort Worth, Texas.

+ Locally based Care Management, Provider Relations,
Member Services and Claims staff.

 Service oriented health plan. We know we are not
perfect but we will work with you to try and resolve any
issues which may arise.

Cookhildren’s.

Health Plan

Codd Gnidisn s Healh Slan

Why is your Provider Network Important?

Healthcare is a

Relationship

Business.

CookChildren’s.

Health #lan

Ceok Chitren s Healih Blzn [

Develop a Plan and Review it

PROVIDER SERVHCE FLAN

et

CookChildren’s.

Heafth Flan

Cook Chidren s Hzalth Mlen &

Why will Providers work with Medicaid/CHIP
programs? Work with YOU?

» Current Patients

« Opportunity to give back to the community
(Medicaid/CHIP).

« Reputation
+ Hassel Factor

» Network makeup CookChildren’s.

Health Plan



Cook Chidren's dsalff Fizn w

How do you find Providers who will work with you?

= Youhaveto Earnit
- Work off of your organizations strength and reputafion.

Hit the streefs.

— Taik with providers that you know or that will take a few minutes
to visit with you. (Referrais)

= You have to be able to fell the story.
~ Convince providers why they should work with you.

= Providers should not feel like they are taking all of your
members. (Medicaid/CHIP Programs - Minimal risk)

= Talk about your network.

« Create a Partnership

CookChildren’s.

Heakin Plan

Cack Chidrsn & Headh Flan i

Possible Providers

Medical Board listings available from state
Local Medical Associations.

Other Medicaid plans in the area.
Member requests

Current provider referral patterns.

« OON claims '

+ Marketing requests
Web — Yeliow pages

[ ]

*

CookChildren’s.

Health Plan

Sowd: Chlldrans Healif Plaa

Possible Provider source

Thoughts?

Where do you find
provider information”?

CookChildren’s.

Heeltq Flan

Cogk Childiens Hzalfh Flen 12

Letter of Interest

st Plan

[ ——

Cook{hildren’s.

Haalth Flan




Copk Chidiers =

M;nbership Breakout
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CookChildren’s.

Heeglth Plan

Cook Cridien s Hzaifh Slan

Provider Communication

Quarterly office manager meetings
(PCP’s and Specialists)
Annual/Monthly Provider Surveys
Provider Newsletters Provider Service (bi-Monthly)
Representative Visits
Web based information

- Member eligibility, Claims check, Provider Manuats, Provider
Directories

+ Informative finks

- American Medical Association, American Academy of
Pediatrics, Texas Medical Boards, CLIA waived Tests Listing

CookChildremn’s.

‘Haalth Plap

Provider Communication

Communicate and listen to
the providers in order to
address their needs

CookChildren's.

Heelth Plan

Cook Chidren s Hsalih Flien iE

Provider Communication

During Quarterly PCF office manager meetings we
asked what they Liked and Did Not Like.

* Like
— Ease of Specialty Referrals.
— Ease of Phone Access fo knowledgeable people
(fewer hassels}
= Provider Services, Claims, GCare Management.

— Ease of Claims submission.

— Responsiveness of the plan. (Personal Aftention)

— Quarterly visits (Prepared Provider Relafions Staff)

— Members who were informed about their coverage.

CookChildren’s.

Haglth Flan



oot Chiidren s Heeli Fian

N Provider Communication
g .' * Provider Visits

{Exceptions for educational visits)

Provider Communication
» Dislikes

~ PRIMARY CARE VISITS:
— AlILPCPEs with over 150 membere visited each quarter
~ AlPCPs are visftad at least once every sbx months,

— Specialists

— Once a ysar,

— Problem with Referrals

— Recorded Message for Pre-Certs.
— Inaccurate Listings or information
-- Recoupment letfers

— Uneducated Staff or members

— Untimely Answers

— High Volume Specialists
— Ob/Gyn, ENT, Ortho, Cardlology, Allergy, Ophthatmology, Neurolegy, Uralogy
— Evety sk months

— Ancillaries — once a year.

CookChildren's.

Healtn Plan

Coqk(}hﬂdren’s_

- Health Flan

Copk Children's Healfh Plzn kS Cook Childran s Healft Flan 20

Provider Communication

Update & align your programs
to reward the highest
performing physicians.

Providers are your customers, They are
vital to growth of your membership.

How do you like to be Treated?

CookChiidren’s,

Flagith Flea

Cookhildren’s.

Hoelth Flan




STmpIe VIP Program

VIP Program
*+ Start Date: January 2008

Criteria for CCHP! VIP:
» Providers are not required to participate in both products.
+ Average of 200 or more Members in prior Quarter.

+ Providers have to have an Open Panel for af least one
product.

Community Advisory Committee:
* Made up of leaders within the communities who work

with your population. ) .
Your popuiat CookChildren’s.

Health Plan

thank you for your dedication
and support

Maria del Pilar Levy, M.D.

e A

i g : :
52  Cook Children’s Health Plan is proud te recognize

PP

CookChildren’s.

Haalth Flan

Cook Chitdran = H=alth Flan i

VIP

* Receive Monthly visits by Provider Services.

» Gift card from Office Supply company per
Quarter

+ Top Office of the Quarter will receive recognition
in the Provider Newsletter and Member
newsletter. :

CookChildren’s.

Hsalth Plan

Cook Chidran s Health Flan : 24

* P4P program
— Measured on a Quarterly basis.
— Health Plan has to be profitable that quarter.

CookChildren’s.

Health Fiun
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Minimum Requirement:
— Average monthly panel size of 300 members
— Must be open fo new members

Measures:
Panel Size .
Participation in Vaccines for Children program.

Emergency Department visit rate by PCF's members for
conditions that could have been treated in ambulatory
setfing.

Submission rate for Clean Claims

CookChildren’s.

Haealth Flan

Cook Chitran r Hzafh Flan

r
i

* Robert Robidou

— Cock Children’s Health Plan
« Eob.Robidou@cookchildrens.org
« 582-885-4485

CookChildren’s.

Haeltt FPlan

Conk Childran's Heskh Flen a8

Summary

+ Partnership
-~ Align Business Needs
— Be willing to Give and Take

« Communication
— Hassle Factors (Know the Likes and Dislikes)
— Responsiveness

+ Network Development
— Local lssue
~ Know what you Wapt and Need to have.

CookChildren's.

Hzalth Flan



Connecting the Coverage Dots for Low-Income Health Care Consumers
Med Murray ACAP- Association for Affiliated Plans '

Federal Basic Health Plan would provide an Affordable Option to Those with Low Incomes- 13 8
and 200 FPL ‘

2014

Medicaid: Within Six Months, 40% of Medicaid Enrollees will experience Coverage
disruption. After One year, 38% no longer Medicaid-Eligible; 16% more will have lost and
regained eligibility.

Excliange: Within six months, 30% of adults will experience disruption in Exchange
Eligibility. After one year, 24 no longer eligible; 19% more will have lost and regained
eligibility.

GOA Government Accountability office: About 14% of children in January 2009 who met 2014
- PPACA eligibility criteria for Medicaid/CHIP/ Premium tax credit experience a change in
household income that would affect eligibility within 1 year.

The Average Medicaid Beneficiary is enrolled only nine months out of the year- CT 10+
Months.

Families with Split Eligibility

Numerous Families will have members covered by different programs: Medicaid, CHIP, and
Exchange (with subsidies).16.2 Million Medicaid or CHIP-Eligible children have parents with
income in Exchange eligibility Range. It is important to cover families in One Plan. Parents
need to learn only one health plan’s procedures. Practitioners- can se¢ both parents and kids can
be seen together. Consumer friendly- doesn’t make sense to split families into separate
programs and plans.

Affordability:
New Yorkers with income below 200 % FPL have little or no disposable income to pay for
health insurance premiums.

Affordability: Maximum Premium Cost for Low- Maximum Premium Percentage
Income Exchange Enrollees Income as Percentage '

of FPL

133% ' 3%
150% 4%
200% 6.3%
250% 8.05%
300% 9.5%.

400% 9.5%



Affordability: Maximum Premium Costfor  Final Premium in Dollars
Low-Income Exchange Enrollees Annual
Income in Dollars

$14,484 (133%) $290
$16,335 (150%) $653
$21,780 (200%) $1,372

- $27,225 (250%) $2,192
$32,670 (300%) $3,104
$43,560 (400%) $4,138
ACAP Solutions:

e Continuous Eligibility

e Basic Health Program

s Bridge Proposals

¢ Support for Medicaid-Focused Health Plans in Health Insurance Exchanges.
Continuous Eligibility: Important access and quality implications for enrollees. Churn results in
individuals cycling on and off Medicaid despite actual eligibility. Lost eligibility interrupts care,
affecting effectiveness. Churn impacts state and plan ability to measure quality. Research shows
that after ACA enactment, 28 million people will cycle between Medicaid and Exchange
programs annually. Continuous Medicaid enrollment is medically and administratively efficient
and necessary to accommodate the coverage expansions that will begin in 2014 .Continuous
eligibility for children, low-income adults, the elderly, and people with disabilities in
Medicaid, Mandatory quality reporting across FFS and managed care. Why should Congress
address these issues? Stabilizes Medicaid eligibility for enrollees and states, Maintains
continuity of care with plans and providers, Expansions must ensure QUALITY, not just
coverage, Lowers average monthly medical expenditure, Churning will negatively affect
Exchange enrollment , HL.R. 669 / 671, introduced by Rep. Gene Green, would establish 12-
month continuous eligibility for children in Medicaid, CHIP

Basic Health Program Established in Section 1331 of the ACA for people with income at or
below 200% FPL, States contract with at least one “standard health plan™ or network of health
care providers, States provide the equivalent of the “essential health benefits” (as required in
Exchange & Medicaid expansion), Premiums for enrollees must be equal to or lower than what
the individual would have paid in the Exchange, Individuals can enroll via Exchange

Funding: States receive equivalent of 95 percent of tax credits and cost-sharing subsidies
enrolled individuals would have received if purchased commercial Exchange coverage. Funds go
into restricted trust fund only for BHP. Need guidance from HHS!Can funds be used to
administer the program or to enhance provider payments?

Bridge Proposal: Would allow Medicaid/CHIP plans to serve enrollees who move into the
exchange, or cover families with split eligibility. Population served limited to split-eligibility
families or people moving to Exchange, Bridge plans will likely need to meet full QHP cert.
standards, will be unlikely to be available through FFE in 2014. More guidance needed on a
range of issues Impact on premium tax credits. Guaranteed issue.



Exchange Should Income Medicaid Focused Health Plans: Medicaid-focused plans know the
population served. 40% of the nation’s low-income subsidized Exchange population will have
been previously enrolled in Medicaid/CHIP, a premium subsidy program, o1 uninsured , States
understand the value of Medicaid plans serving as Qualified Health Plans. KFF Profile of
Medicaid Managed Care Programs in 2010: 8 states are considering requiring Medicaid plans to
serve Exchange; 7 are considering requiring Exchange plans.

Challenges to Medicaid-Focused Plans Participating in Exchanges

Provider Network requirements. Requirements around accreditation and reserves. CMS has
adopted a phase-in period for accreditation. Safety Net Health Plans in particular may need time
to build sufficient reserves to enter exchange market. Uncertainty about new coverage
population. Some states have adopted a “lock-out” period; California has waived the lock-out for
Medicaid-focused health plans. Risk adjustment/reinsurance

Summary .
o Reducing the number of uninsured: a very good thing. Churn, split eligibility, and
affordability are major challenges :

e Continuous coverage provisions, Basic Health Program, bridge proposals can mitigate
churn

» Medicaid-focused plans and Safety Net Health Plans are valuable partners in serving
Medicaid, BHP, subsidized Exchange populations; they should be allowed/encouraged to
participate



Agenda

Connecting the Coverage Dots for Low-

Income Health Care Consumers What Keeps Us Up At Night

« Chumn
- Split Eligibility

Medicaid Managed Care Conference - Affordability

October 5, 2012

Meg Murray 5 ACAP Solutions: How Medicaid Health Plans
CEQ, ACAP Connect the Dots for Low-Income Populations

ACAP

K Whatu Federal Basic Health Would Provide an
egpit s Affordable Option to Those With Low Incomes
p
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“income for a family of three

. Source: Affordable Care ATy Burlger& Policy Center 2012 federal poverty
Federal BasicHeal replac: u'ueal\:hangefw!hm!wilhinmmmnu&mF?L




T yrox "
Efigibility “Churmn’™ in Exchange &
Maodicaid: The Problem in 2014
= Medicaid
. Within six months, 40% of Medicaid enrollees will expetience coverage
disruption. )
+ After one year, 38% no longer Mediczid-eligible; 16% more will have lost
and regained eligibility.
= Exchange
« Within six menths, 30% of aduits will experience disruption in Exchange
eligibility.
= Afier one year, 24% no longer aiigible; 19% more will have lost and
regained eligibility.

Source: Rosanbaum & Sommers, “issues in Health Raform? How Changes bay Move
Millians Batween Madicaid and insurance Exchanges,” Henilh Afairs, Februmry 011

= GAQ: About 14% of chidren in January 2009 who met 2014 PPACA eligibility

criteria for Medicaid/CHIP/premium tax credit experienced a changs in
household income that would affect efigibility within 1 year.

Sourse: Govemmert: Accaumiabliity Offics, “Opportunities Exist for lmproved Accassta Affordable Insurance.”
Report #GAD-12-648, June 2012

g

Eamilies with “Split Eligibility”

& Numerous families will have members covered by
different programs: Medicaid, CHIP, Exchange (with
subsidies).

« 16.2 miliion Medicaid or CHIP-eligible children have
parents with income in Exchange-eligibility range.”

= |t's important to cover families in one plan.
« Parents need to leam only one health plan’s procedures.
o In some MCOs and with family practitioners, parents & kids
can be seen together if enrolled in a common plan.
« For long-term political viability, reformed system needs o
be consumer-friendly — doesn't make sense to split famifies
into separate programs and plans.

*Llrban Institute (hﬂ.p:.‘ivw.urban.arg!UpInadad?DFM‘lzaﬁ~Aﬁurdah|e—Care—Actpdn.

=%

The Average Medicaid Beneficiary Is Enrolled Only Nine Months Out of the Year
Average Envoliment Centinuity for State Medicaid Programs, 2006, All Popuiations

1 16+ months
E3 9-10 months
11 3 -9 months

j"@ 5 . B < § months

Source: AGAP enalyais of Ku ot al, The Georga Washington University. Lmpraving
Mhacieaid'y Cimfinutty of Govamgs and Quelity ot Care, July 2008, Date from Medicald
‘Statictios! fnfarmakion System Datamart, FY 2006, fto:fuun tryr.comghirm=0gsr,

These stabistics ircluda disenroliment from e Medicaid program Tor any reason.

Affordability

Bridging the Gap: Exploring the Basic Health
Insurance Option for New York, by NYS
Health Foundation, June 2011

= New Yorkers with income below 200 percent
EPL have little or no disposable income to
pay for health insurance premiums:

« 40 percent have credit card debt
= 26 percent have medical debt
» 32 percent report having no savings




Affordahility: Maximum Premium Cost
for Low-Income Exchange Enrolisas

150% S a%

200% o RN 6.3%
0% s._olé%
'366% S esm
wo% o5%

ACAP Soiutions:
How Medicaid
Health Plans
Connect the Dots

@mm
Yoo 0®

Affordability: Maximum Premium Cost
for Low-income Exchange Enroilees

C$14,488(133%) S C Thn L $290
$16,335 wse%) . sesa
$21730(2nﬂ/) o $q,3-}'_2:
527,2'25(256%}':-".: 2102
-$3z,a76 (3_6d§}.,7)-i{3" e 'sa,-1.o4.' o
$43',5sn'(.4np.9.:.-)' = o 54,136

ACAP Solutions

Continuous Eligibility
Basic Health Program
Bridge Proposals

= Support for Medicaid-Focused Health Plans
in Health Insurance Exchanges

23
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Federal Basic Health Would Provide an
Affordable Option to Those With Low Incomes

138% Z00% C 4n0%
FPL . FPL FPL

Exchange

Federai
Basic Health

" Medicaid

" incoma fora f—afnily of three

Sousce: Affordable Care ACT Rudgel & Palicy Center jons of 2012 federal peversy
. Ifadopted by the state, » Federal Basic Health Pragmm would repface the exciange for those with intomes

1. Continuity of Coverage for
Medicaid Enroliees

« ACAP’s Approach: a Medicaid Continuous Quality Agenda

» Continuous efigibility for children, low-income-adults, the

elderly, and people with disabilities in Medicaid

« Mandatory quality reporting across FFS and managed care
= Why should Congress address these issues?

« Stabilizes Medicaid eligibility for enrolless and states

« Maintains continuity of care with plans and providers

» Expansions must ensure QUALITY, not just coverage

« Lowers average monthly medical expenditure

+ Churning wili negatively affect Exchange enroliment

= H.R. 668671, introduced by Rep. Gene Green, would establisl'!

£2-month continuous eligibility for children in Medicaid, GHI

$26304  $30180 C §76350

between 138:200%FPL. -

1. Continuity of Coverage for
Medicaid Enroliees

= |mportant access and quality implications for enrollees
= Churmn results in individuals cycling on and off
Medicaid despite actua! eligibility
- Lost eligibility interrupts care, affecting effectiveness
+ Churn impatts state and plan ability to measure
quality
« Research shows that after ACA enactment, 28
million people will cycle between Medicaid and
Exchange programs annually ’
s Continuous Medicaid enroliment is medically and
administratively efficient, and
Necessary to accommodate the coverage
expansions that will begin in 2014

2. Basic Heailth Program

= Established in Section 1331 of the ACA for people with
income at or below 200% FPL

= States contract with at least one “standard health plan” or
network of health care providers

= States provide the equivalent of the “essential health
benefits" (as required in Exchange & Medicaid expansion)

= Premiums for enrollees must be equal fo or lower than
what the individual would have paid in the Exchange

® Individuals can enroll via Exchange ATETO EoTABLE
- STATE LR oroem s
PART CERRA sl HE

i ALTRY e 70 EE, JoaLs ¥oT B
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2. Basic Health Program 3. Bridge proposal
= Funding

+ States receive equivalent of 95 percent of tax credits
and cost-sharing subsidies enrolied individuals wouid

= Would allow Medicaid/CHIP plané to serve enrollees
who move into the exchange, or cover families with

have received if purchased commercial Exchange spiit eligibility
coverage = Population served limited to spiit-eligibility families or
- Funds go into restricted trust fund only for BHP ' people moving fo £xchange.

= Bridge plans will likely need to meet full QHP cert.

. standards, will be unlikely fo be available through
a Can funds be used fo administer the program or fo enhance FEE in 20114
provider paymanits? ; .

v Need guidance from HHS!

More guidance needed on a range of issues
« Impact on premium tax credits
= Guaranteed issue

4. Challenges to Medicaid-Focused
Plans Participating in Exchanhges

4. Exchanges Should Include
Medicaid-Focused Health Plans

= Medicaid-focused plans know the populafion served. = Requirements around accreditation and reserves.
+ 40% of the nation's low-income subsidized Exchange

. N . . - CMS has adopted a phase-in period for accreditation
population will have been previously enrolled in N . . "
Medicaid/CHIP, a premium subsidy program, or uninsured + Safety Net Health Ptans in particular may need time fo build

. sufficient reserves to enter exchange market
= States understand the vaiue of Medicaid plans s Uncertainty about new coverage population
serving as Qualified Health Plans. y ge pop :

L . ’ = Some states have adopted a “lock-out” period; Califomia has
* KFF Profile of Medicaid Managed Care Programs in 2010: waived the lock-out for Medicaid-focused health plans
8 states are considering requiring Medicaid plans fo sarve

Exchange; 7 are considering requiring Exchange plans to = Risk adjustment/reinsurance
serve Medicaid. (sources ntipme L orgpericals Bz o

= Provider Network requirements.

;L:"ih
S5 ACAP



Takeaways

Reducing the number of uninsured: a very good
thing.

Churn, split efigibility, and affordability are major
challenges .

Continuous coverage provisions, Basic Health
Program, bridge proposals can mitigate churn
Medicaid-focused plans and Safety Net Health Plans
are valuable partners in serving Medicaid, BHP,
subsidized Exchange populations; they should be
allowed/encouraged to pariicipate.

Thank you!

Meg Murray
Association for Community Affiliated Plans
mmurrav@communitynians. net
202-204-7508







UPMC for You: Implementing a Medical Home Model in Medicaid Managed
Care Setting

Non-profit Medicaid and Medicare Plan Jocated in Western and Central Pennsylvania
Why the need for the new model? Cost of Health Care. Many Services used by a few

180,439 Medicaid members

Health Care Providers. 7

Patient Centered Medicaid Home(PCMH) is key to Accountable Care Organizations:

o Accept Shared Responsibility to deliver medical services to a defined set of
patients. Are held accountable for quality and cost of care provided through
alignment of incentives and distribution of incentive payments to participating

_ providers.
PCMH Model Frame Work: meets all patient needs at all stages of life: Health and
Wellness Preventive Care, Acute Care and Chronic Disease management. “Personal
Physician.” Works in partnership with patients and families, considers needs, preferences,
and culture. Education and support that enables patients to participate in their care.
Productive Interaction with Patient- Patients Knowledge and self-management with
readiness to change. Collaborative management- not telling patient what to do. Active,
sustained by follow-up.
Care Team and Patient Responsibilities. National Partnership for Women and Families.
UPMC Health Plan’s PCMH Structure.

o Practice Assessment- Educate PCP on PCMH and provided assistance with
structural and process improvement. On Site assessment. Practice was given one
of three levels Practice progress incentive through Pay for Performance.

o In July 2008 implemented Patient Centered Medical Home (PCMH)}) in six high
volume PCP practices supported by six Health Plan Practice Based Care
Managers (PBCM) covering 8,300 members 126 PCMH sites with 609
physicians, supported by 35 PBCMs, covermg over 121,000 members, including
23,500 enrolled in UPMC for You

o NCQA PCMH Recognition. Support practices have helped them to prepare
documents. Clinical and Operational Support. Includes Internal Medicine and
Practices, no pediatric practices.

¢ Changes identified as Essential to Success of PCMH

= Episodic Acute Care O Population Management

» Patient Problem O Patient-Centeredness

= Patient Education [ Patient Self- Management

» Practitioner Tasks [0 Function Within License

»  Health care team must function under highest level of licensure
Lessons Learned: Physician Champion Each Practice, Not a Cookie Cutter Approach,
Involvement of all physicians in the practices, Routine meetings with the practice and
review of reports, Select PNCM based on Unique characteristics, Clearly defined
expectations, roles and goals of all partners, strong operational processes and
management, more efficient if practice has electronic health record




= Overview

UPMC JCO?‘ Ifgu : «  About UPMC for You

Alffiliate of UPMC Hedlth Plan « \Why the need for a new model

« Patient Centered Medical Home {(PCMH) — integral to
2012 Medicaid Managed Care Conference Accountable Care Organizations
Ociober 4, 2012

. UPMC Health Plan’s PCMH structure

Implementing a Medical Home Model in a
Medicaid Managed Care Setting « Outcomes of our PCMHs
Debra Smyers

UPMC for You

#dflicte of UPME Healli Plan

« A non-profit Medicaid & Medicare Plan
located in Western & Central
Pennsylvania

E Soutimest

. Sauthwesl Emansion
' s ) K Letg

. 180,439 Medicaid members e

E. ¢ shightCapiel Exgansion

FiiNenwes

. Largest Medicaid Plan in Southwestern

: :
Pennsylvania : oy

New rankings of health insurance plans
from the National Committee for Quality
Assurance (NCQA) show UPMC for You
ranked as #8 plan in natior, ranked #1
in Pennsylvania in 7 out of last 8 years

UPMC for You

Afiflate of UPMC Heali

UPMC for You

Afiiinte of UPME Haalth Plan




Why the Need for a Ne
. ‘e.w:.‘":"' it

« In 2009, healthcare spending reached record high of 17.6% of GNP. Agency for Healthcare Research and Quality (AHRQ)

o ) « 1n 2009, 1% of the population accounted for 22% of health
- U, S. experienced consistent declines in rate of spending growth for 8

consecutiive years. Despite attention given to healthcare spending, care, an average of $90,000 per year, these 3 million people

year-on-year growth fell from 9.5% in 2002 to 4.0% in 2009, Trend consumed over $270 billion
continued in 2010 fo 3.9% - lowest in 50 years.

» Top 5% accounted for 50% of health care costs
- Recession appears to have contributed to this stowdown, marking the

first time in five decades that an economic downtum has had an }
immediate and measureable effect on healthcare spending growth. + Distribution of expenses by sources of payment:
' — Private insurance — 42.6% :

- Slowdown more pronounced in: inpafient care, drugs, and healthcare ' — Medicare — 23.8%
administration and insurance,

— Out of pocket by consurmer - 14.6%
~ Medicaid - 8.7% '

McKinsey Center for LS. Health System Reform
Other 8.3%

Accounting for the cost of U.S. health care Pre-reform and the im, s}aéﬂ
caber 2071 i

UPMC for You

Afiliors of UPMC

Adtiliate: of LIPMC: Fiecith Flan

~Why the Need for a New Model -

_lfi_gq_lth Care -pl':'é\{iql_ér_s

'+ Health care system primarily specialty driven - ACOs:

: i PR «Accept shared
responsibility to deliver
medical servicesto a
defined set of patients.

- Number of graduating primary care physicians is decreasing
= Higher number of physicians retiring

= Lower number of nurses graduating
«Are held accountabie for

quality and cost of cars
providad through
alignment of incentives
and distribution of
incentive payments {o
participating providers.

+ Can't graduate enough advanced pracfice nurse to keep up with need

UPMC for You

Source: Premier Healthcare Alliance UPMCﬁ??" You
Afilliatn <f UPMC Heatth Plan

Adkfiate of LPMC Heall Plan




“A medical home is a medical office or
clinic where a team of health
professionais work together fo
provide a new, expanded type of
care to patients. Having a medical
home feels Tike having an old styie
family doctor, but with a team of
professionals, using modern
knowledge and technology, io
provide the best possible care for
you ..."

UPMC for You

Aftiliate of URM Heclth Plan

UPMC for You

Afiiate of UPMC Haafh Flon

. PCMH Model Framework

PCMH practice meets alt patient needs at all stages of life: . In addition to clinical status, assessment of:
— Health & wellness promotion, and Preventive Care _ Patient's knowledge & self-management skills
— Acute care — Patient's readiness to change
— Chronic disease management
o ) . « Not telling the patient what to do, but
PCMH prac‘Elce IS pat;ept—qenten_ad; the persqs?al physician:’ collabora%ve n‘?anagement with:
— Works in partnership with pafients and families _ Education to fill gaps in knowledge & skills
— Considers patients’ needs, preferences, and culture ? ;
— Shared goal-setiing & probiem-solving

— Provides education and support that enables patients to

participate in their care — Identifyingfovercoming barriers to care

— Whritten care plan
- Patient “say it back” method

. Active, sustained follow-up (phone, email, visits)

The Care Model, David Shute, MD, Medical Director, Acumentra Health June 23, 2006

UPMC for You -

Affiiate of UPMEC Heclth Flan

1. Tnstitute of Medicine (1).5.). Hortado MP et al
Envisioning a National Health Oudlity Report.
Washingion D.C.. National Academy Press, 2001,

UPMC for You

Aftiicte of LPMC Heclt Fian




‘ What Shouid the Care Team DO?J |_ What Should the Patient Do? J

Leamn about caring for yoursell

- Know you're a full partner

- Learn about your condition

- Learn how fo stay healthy

- Ask if you have questions

- Follow the team’s care plan
Cammunicate with your care team

- Bring a list of questions

- Bring all your medicines, vitamins, and

Learn about you and your family
- About your fife and living situaticn,
culture, language, and preferences
Communicate with you:
- Give you fime to ask questions
- Help you understand and decide
about your care options

- Ask about your experience of care

Support you in caring for yourself OTCs

- Make sure you understand how to - Ask for explanafions

care for yourself - Tell your team when you get care from
- Help you set and meet your goals other providers
- Give you information to learn about _ Tafk openly about your experience in

your condifion and stay healthy getiing care

Natiortal Partngrskip for Fotmen imd Fumilies
fgipairaialis Thete W _Pafient Frachsre FTAAL -.m-c{-ﬂrL EEAE DL

Alfllare of UPME ith Plan

. In 2007 UPMC Health Plan began fo educate our PCPs on
the PCMH and provided assistance with structural and
process improvement.

« An assessment was created, onsite visits made to our PCP
practices to determine level of functioning as a PCMH, and
the practice was given one of three jevels of PCMH:

— Basic, Intermediate, or Advanced
+ Practice progress incentivized through P4pP

UPMC for You

Hffiate of UPMC Heolfh Plan

UPMC Health Plan's
Patient Centered Medical Home
Structure

UPMC for You

Adtliore of UPME Heglth Pian

blementation of Patient Centered Medical.

« In July 2008 implemented Patient Centered Medical Home
(PCMH) in six high volume PCP practices suppotted by six
Health Plan Practice Based Care Managers (FBCM)
covering 8,300 members

« Today, there are 126 PCMH sites with 609 physicians,
supported by 35 PBCMSs, covering over 121,000 members,
including 23,500 enrolied in UPMC for You ‘

« By 12-12 expect fo have over 300 sites, 750 physicians,
supported by 50 PBCMs, covering approximately 188,000
members, with over 38,000 UPMC for You members

UPMC for You

Aftliake o LFMC Healie Pan




« As part of our PCMH we have provided support to obtain
NCQA’s PMCH recognition
- 11 of our PCMH sites have obtained NCQA PCMH recognition.

+ Include Intemal Medicine and
Family Practice practices, no
pediatric practices

« This is a labor intensive process
« The majority of PCMH sites
are in the urban Allegheny

county, others in rural counties = Our support to the practices have helped them to prepare

the documents needed

» The PBCMs focus only on UPMC

Health Plan patients « Our PCMHs do not need to have NCQA recognition to be in

our program

UPMC for You

Afilict of UPMC Hedlfix Flan

UPMC for You

Afidierte of LM Heltir Pign

lat fo Success of

Episodic Acute Care = Population Management
' » Management and Staffing

Patient Problem = Patient-Centeredness
: « Use of technology

Patient Education = Patient Self Management

Use of Data

Practitioner Tasks = Function Within License Quality Improvement

Health care team must function under highest level of licensure

UPMC for You

Afiflicte of UPMT Healt Fiar

UPMC for You

Affiliate of UPMAC Hadlth Fiar




Focus on Members: Incorporate:
« With high uiilization +  Physician support
« At risk for high cost ‘ = Clinicat teams
« At transifions between - Guideline care
seffings (inpatient, SNFs,
ED)

« Data sharing

- Patient self-management,
prevention and health
coaching

»  With chronic conditions

d Care Giver Enga
+ Employ motivationai/behavioral change technigues,
understand what will motivate the patient to make changes

. Integration of physical and behavioral health care

« Help patient and caregivers establish goals that are
meaningful for them

+ See patient in their “home” environment through support of
mobile teams

« Beginning fo use non-traditional team members {cormmunity
alth workers)

UPMC for You

Afiiioto o LPMC HedltiPlar

UPMC for You

Afiliare of UEMT et Plan

Coordinates care:
« Miedical, behavioral, & social

Key member of integrated care tean:
= Funciions under practitioner lead

» Facilitates communication amang - Discusses and updates care plan
various team members with multiple providars

» Defermines approgriate and efficient * Engages caregivers

use of tesm members

e “Inft ichan
poEents far vizHs,  _care gaps. Drders: . |
D* Teviewsmedsieir. L. nesdud, Imporiant
ST undakd

UPMC for You

Afilinte of UPME Healh Piaa

+ Systems in place to know when
members in acute care, SNF, or ED

. 'Facilitaie communisation with patient,
caregivers, and pracfitioners

- Assist with identifying barriers and

addressing:

— Folipw-up appointments

— Medication reconciliation

— Member understanding of condition{s) and
self management

— Care giver support and use of community
resources

UPMC for You

iefilte of LPME Hedth Plar




UPMC Hezlth Plan's PCMH
Qufcomes

UPMC for You

Afilate ot UEMC Health Por:

% Ghange in Tetal PMPM
20082009 20852070

5 inps s
wa-yeal PHIFM change.
of (L.7%) for PCMH_ © 71
arcus (4.5%) for the rast -
*of the neiwarti RO}

_ 20R8.2010: Ankikai ;

.savings from FOMH
progrant; 5328 7
Program ROk 160%:

SN

CEan

Particularty Imp | for Madi and Medicaid

. il both PEMH ard.

*: RON surcesshully,

- - reduced PMPMS For
. Medicare and Me:
the tlose madles ©7
managemen] afforde=d by
PTMH yislded beriar

Medicare, 2010

=EoHH

mitast of Natwork

*Savings Higure mot
mclusive of program costs.
ROI figure inchusive of
program costs

UPMC for You

sl of LPMC Health Plor

% Chamge, 20082040

" Readmissions/1000

. 1.6% Bt {4%

3

EPCMH o
A83%

RRest of Network
Compasison Helds for Other Utilization Categories
% Ghanga, 2009-2010
ED Visits/ 1600 Speciaiist Fsits/1008 DiagnosticsM0pd

3.90%

= UPMC for You

Afiicte of LIPMC Hecith Plan

HbAde
Eye Exam
oL

Wephropathy

4-Test Disbsies Panel
. 'HEDIS rates have -
© Increased acrois -
the network since -
7E7 | .12008 but PCMH
.. 11 .practices have
. seemagreater -
Jinerease

UPMC for You

Adffie of LIFME Hedlth Pion

Goion Caoser Screen

Breast Sancer Screen

Anti-Depres=ant Management

MACHH mRON



PCNH Outcomes from 27 Quarter 2012

For all UPMC Health Plan products costs when compared to

what expected without PCMH:

Implementation

“cookie cutter”

. i . mast effective
Total medical and pharmacy pmpm lower Physician - [0 wen Tectve
— Pharmacy savings significant at 18 months (p=0.026) champion in tomest the
each practice. [§ Fractics (ol 2

o, Therapies :

‘téch diagnostics - -

" approach)

i Routine -

i meetings with
the practice
and review of .
“orepors -

Involvement
" ofall

physicians in

the practice

UPMC for You

Afifliats of LIPMC Haalir Plan

UPMC for Yo

Atliate of UPMC Hecth

" Select PBCMs
based on unigue
characierisiics

-~ and
personalitiss of
- the practice

Clearly defined
expectations,
roles, and goals
for all partners

PBCMs must
have diverse
clinical skills,
strong critical
thinking skills,
and can function
independently

Practice and
PBCM on-
* boarding

. process

. Strong
“Routine operational
- PBCM processes and
mestings and management
trainings _{clinical and
A operational)

More efiicient
if practice has
an electronic
health record -

UPMC for You

Afblite of UPMC Hedlth Flan

UPMC for You

Aot of UPMC Health Pian



Contact information:

Debra Smyers
Senior Director Program Development,
Medicaid, Special Needs Plan, and CHIP
UPMC Health Plan

smversd@upmc,edu
412-454-7755

UPMC for You

Affilate of UPMC Heclit Plan
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Case fhonagsment Is Meaningiul
--.Now mare than ever.




b infegrated Physician Network o i integrated Physicin Nerwork
O urcoumlabivy - v 2z - sostaindliy. ot T ueroastzhlityr vele - suslamani i

hedicald Managed Care Conference

. Is Irian vk (i
Washington, DC The integrated Physician Network (iPN)

Todays Agenda

“Integrating Medicaid Managed Care with Community Based
Practice ~ New Delivery Models
for Urban Acceuniable Care”

» The iPN/Clinica Family Health Services History &
Value Proposition

» Community Focus
» The Challenge Before Us
» The Politics of Medicaid — Stafe issues

October 4, 2012

Hans Wiik
President and CEC
Centura integrated Physician Network {IPN)

ML infeyaied Physician Netwed

EE uccoutstiliy « valits St |

Thes integrated Physician Network (IPN)
- North Danver Market - Colorado

¥ A Journey of Ciinical Integration

% The Importance of Primary Source Clinical Data

» Achieving Practice and Provider Accountability

» Value Proposition for Payers — Insurers and HCPF
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PN Vision and Kissicn

PR Vision
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integrated Physician Network

1990 — 2004 Avista Medical Associates

2004 — 2005 iPN Formation: Private Practices, Avista, Clinica
Family Health Services — large mulfi-site FQHC

Enterprise Community Health Record

Clinically Integrated Network — FTC
* The Future for “Narrow Networks™

Sponsored PHO: Centura Health

2010 — NextGen Large Practice Award Winner - EHR
Implementation

i Totegrated Physician Nework
acoumpatly - e - sustinsilty

integr'at'ed Physician Network _

iPN Vision: | . o L
~The current vision of the PN is io successiully position the organization, 2
ciinically integrated network of medical practices.and providers supported
by Cenfura Health as an Accountable Care Organization (ACO}" - °

iPN Mission: L Lol . B
“To improve the health of aur palients by creating a sustainable, clinically
integrated network of independent primary care, specialty care, and ~
hospital service providers. Using a common elecironic medical record, an
evidencea-based guality improvement program and pamary source data, -
community providers will deliver safef, are efficient and more effeciive
care, across the continuum of care, and demonsirate the vaiue their .. - -
servica hrings to their patients and the healthcare system.® S

oM Imieyrated Physician Network

B uorougbility - valo - sustanailite

integrated Physician Network

« North Denver Market — Boulder, Broomfield, Adams, Jefferson
and Denver Counfies

* 26 Practices, 40 Sites

* 200+ Providers, 125+ Primary Care, 75+ Specialists; 1,300+ End-
users

* Family Medicine, Iniemal Medicine, Pediatrics, OB-GYN,
Cardiology, Orthopedics, General Surgery, Neurcsurgery,
Pulmenology, Plastic/Reconstructive Surgery and Anesthesia

= 9 PCP Practices/104 Providers — NCQA Level [ll, PCMH including
all Clinica sites and providers



B Tnicenued Physician Merwork
"'ff‘u:r:n.mnﬂﬁmw - vabae - suslinesalis

integrafed PhYS}CIaE"I Network

= Goveming Bylaws, Physician Service Agreements,
Policies and Procedures

* Fully implemented EHR and Practice Management system
* Active participation in PN Quality Plan

- Quality Alignment Meetings

* Provider and Practice Accountability

* Quality Boards in every Practice

* Monthly CQI Commitiee Meetings with Clinica Leadership

10

integraled Physiclan Network
ozt DTy - vl  eleiambiily rementabliay « vl - s

iﬁtegféted Phy'Sician'Network ' integrated. Physic‘:'an Network

o o : A quote for pondermg"
. “Fully Implemented EHR” ‘ : o
- “"'hat it will ever come into general use, noMﬂEhstana’mg HE
value, is exiremely doubiful; because its beneficial - :
: What does this mean? apphcafmn requires much #ime and gives a good bit of -
Does this imply transformationa change in heatthcare - . trouble boik o the patient and the practitioner; because ifs

hue and character are rare:gn a’rd opposed tc aH ourhabrts E
deifivery and workflow? and associztions.” _

- Possibly - a comh‘:e_nf about Electronic Mecj’r‘ca! Records ~ EMR's?




asconnlsbiliy - vulas - uaziabiline

"That Jf wn'f ever conme mta general use, nohvsfhcfandm g

its value;is extremely doubtful; because Hs beneficial

application reguires rmuch time and gives a good bit of

troubie both fo He patient and the practmaner' hecause

its hue and characier are fore;gn and c;ppcsed to all our
’ habrzs and assocratrans.

integrated Physician Network

Quote is an editoriat frorﬁ'thé London Times from 1834
- on the advent of the siethoscope.

...f_fL intepraled Physwian Network

asctimiabilic * vl -l

integrated Physician Network

L inigrated Physician Megwork
S yoemunlabin +~alfie dsostitulilin:

integrated Physician Network

Structure and Drganization

» Administrative Services and Funding

* Single Signaiure insurance Confracting for alf Payers

Medicaid delegated to Clinica Famiy Health Services

* iPN Office-Administration, MSC Services, IT and CQI
Support

* Funding:

Physictan Membership Monthly Fees — Practices own EMR licenses
Grant Support —- HRSA 7 OHIT, Colorado Health Foundation
Centura Health — Abiding by Stark Regulations — Expires 12/31/13

‘faiue Proposition — the PN becames the Practice Support for —
“Contracting, Quaiity, and [T — Information Technclogy 15

L1 - T - LT
iPN Board of Directors — 13 members
= 9 Primary Care Physicians
* 4 Specialty Physicians
= Hospital and iPN CEQ's — Ex Officio
& [ncluding Clinica Representation - CQI Committee Chair
 Voting Power: Physician Board Members
iPN Administration: Health System
iPN Ownership: Health System

Health System CEQO Reserve Power: approval only of Board
Nominees

14

o inteyrmied Physicrn Network
acmummehh e -durv:\tsl:@:bﬂigf

integrated Physician Network

“A Multi-Specialty, Clinically Integrated Clinic Without Walls”

Financial Success Clinical Success

«  MSO Services « Patient Satisfaction

+  EPM ~ Best Practices - Cofllaboratives on Quality
- FFS / PAP Contracting + Costimpact

% £4

+  Risk and P4F Contracting

—  Value for EmployersiPayers/Patients

- Berving &l Populafions - Medicare, Medicaid,
Safety Net/Uninsured and afl Commercial
Payers

16
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integrated Fhysician Network

The ksys for succsss
« Physician Leadership
« Market Perspective / Inteligence
Which employers and payers are wanting a different mode!?
» Hospital or Physician Centric
s Primary Care Focus ~ Care Coordination
PCMH - Level 3— NCQA
Enterprise Charf Functionality — One Medical Record/EMR
e Empiloyed vs. Independent Practices ~ inciuding Clinica
EMR Support — Consistent Models
" PCP and Speciatly

Data and Quality infegration / Clinical Data Warehouse .

2 lesmuted Physician Network
ety i < stainly

Clinical integration
Requiras Specific Competencias

Do if right or don'f do if at all — 279 generation clinical integration!
= Digital connectivity of EMR with point of care protocois
- Portal for submitiing all encounter data as a transitional step
« Ability to monitor the cost and quality in near real ime
« Primary care capa



Rl Care

Medicaid’s Role Within Health Insurance Exchanges
8 .
Health Plan's Role Within States
That Elect Out Of Medicaid Expansion

David McNichols
President, WellCare of Georgia

WellCare Health Plans [nc. __ RveliCare  SeftingtheStage _ SWeliCare

Founded in 1985 tn Tampa, Flatida:
-+ A naticnal company with: mors than 4,300 assodiates. .
 Pesmcaimotsty 8 yilion mevber natoids - Affordable Care Act implementation
+ Difices in Florida. Geotgiz, Haval, liinsis, Kentucky.
Louisiana, bissoui, New Jersey, New York; Onia and .
Texms ) -‘

+ Medicaid expansion — optional for states.

Serees mors a1 S miffen Mediemdmerter .« State level exchanges.

~ Termporary Assistance fof Hesdy Famiies (TANF) . .

- Chieris Feplls fnsarce Plan (CHIR) « Basic Health Program - alternative to exchanges.
- Supplementa) Seoufty [nooms (551} T

- Aged, Bind wnd Disabled (ABD) -+ -
-~ Family Health Piahs (FHE) !

Sarves mere than 1 mifllien Medicare
including:

« ‘Proscriplion Druy Plans (POPs) - .

}‘JVC‘%

Spasrheading efforss.on sustaining the Seplal safety. ©
nat by Igentifying and addressing gaps in community

based services through:
B Medisaid, Medkearo Advamage & Medicare Part 0 POF e g oo
B Medinsre Advaniags & Medicre Fart D FOP e S e
B Mediait & Medizare Pari © PDP : Advagacy Prograns L
= + Grsation of Public-Privats Partnarships .|
. Wedisars Fat D BUP 18 gols 8 € : Ty

« AFORTUNE 500 company
- Renked #15 in the natan on the Banon's &00_ -5




Challenges of Optional Medicaid Expansion R WellCare  Medicaid and the Uninsured . %&W&li(‘m

Who would ke left uninsuraed?

Chalienge for Staies:

« Beginning in 2017, the match obligation for states
increases.
«  Deciding on “principal” has consequences.

Challenge for Providers, Payers and Patients:
+  Failure fo expand Medicaid creates a “donut hole.”

« Hospitals still required to provide emargency care to the
uninsured.

+ Costs incurred for treating the uninsured will be passed on.
«  Cost shifiing will affect everyone.

- [l T then BO% o phe
- = R e,
&= B avezon
[[7 vowaon
e, It Hokshom, frews Harston b the LtBan Inctrirs, ~Matienid o aael Tpanding In Tiaaitiy
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Medicaid Expansion Options for States R WeliCare  Maintenance of Effort o SRl are

State Expansion Options: CMS ruling: the Supreme Court decision does not impact
L . . the Maintenance of Effort provisions. ’

+ Elect the Medicaid expansion and then drop it.

+ Expansion to 100% of Federal Poverty Level (FPL).

« Expand for a subset of all eligible individuals.

* OCpposing views.

+ Maing looking at reduction in adult enrcliees.

+ Coverage reductions will make gap issues worse, with
negative consequences for individuals and employers.

+ Allow expansion at a sub-state level,




The Importance of Coordination EsWellCare  The Importance of Coordination R Vel e

Coordinating Medicaid and the Exchange Why Is Coordination Important?

States with Medicaid managed care can utilize that

+ Medicaid dominates health care purchasing.
experience fo:

, » Need {0 leverage Medicaid's defining role.

= Coniain costs, .

« Increase budget predictability. : + Chum rate.

« Impose quality goals. _ + Facilitate smooth transitions across coverage categories.

+ Require heaith sysiems change.
+ Utilize strict network adequacy standards.
» Quversee sales and marketing activities.

« Inform choice counseling and drive informed pian
selection.

Assuring Medicaid Plan Inclusion WWellcare  Assuring Medicaid Plan Inclusion e BWelCare
Benefits of Including Medicaid Health Plans in the Key Elements
Exchange:

Qualifying Health Plan (QHP) selection criteria:

- Reduces the risk of discontinuity of care, limits disruption in « Allow all willing and capable plans fo participate.

angaing treatment regimens, preserves provider

relationships. « Encourage partiéipation from many types and sizes.
. Assures that entire families can hold coverags through a * Hilize existing Medicaid health plan review processes.
COMMON iSsuer. » Align guality measurements.
« Proven ability to induce behavioral changes. « Plans currently held to different standards and
. - serve different populations.
« Delivers network compositiof.

« Utilize a single set of fair measures.




Basic Health Program ‘ BRElCare Tennessee Medicaid Bridgs Proposal EWellCare

+  Separate from the Exchange. B A Viable Option?: “One Family One Card”
+  State option. o o barmens T e e Lo = Altemative to ihe Exchange.
- Coverage for <200% FPL. e «  Silver-level benefit plans.

- Promotes continuity of care for individuzals
who “chum” between programs.

«  Costeffective.

= More affordabls for enrcllees,

- Keeps the family together on one plan.
»  Benefit package = EHB package.

+ Exclusive to Medicaid health plans.

K

Why is the Bridge Better than BHP for TN?
+  No or limited state financial risk.

-+ Prevents churning for incomes above 200% FPL.
*  Medicaid and CHIP income limits.

u Pricantat fdisie

«  85% MLR. .. . .
- States must use a competitive selection £ T 3 * L’_m!tEd Imp.\al:‘l on Exchange risk pool.
process. portie » Limits provider bad debt.

B8 Facsnsor, s it R K = Prevents individuals from selecting bronze plans.

= Slate receives payment = 85% of the
average silver plan.

What's the “Sticking Point” for CMS?

Milliman: if BHP based on Medicaid fae scheduls, states will have a surplus of funds, < Consumer Choice: a qualifiad individual may enrcll in QHP if eligible.
- Average federal BHP payment = $4,680. «  Guaranteed Coverage: plans accept every individual who applies for
~ Average cost of covering a BHP-adult = $3.824. coverage.

+ States are required to reinvest any unused BHP funds.

Summing Up e WAVRlCare  Discussion RveiiCare

«  Medicaid expansion decisions are complex.
« Medicaid and exchanges wili be closely linked.
+  Medicaid health plans should be deemed as QGHP's.

« States should consider adopting a Basic Health Program
model. and

Questions

Comments




- Managing Medicaid Expansion in
Partnership with States

John Kaelin, Senior Vice President of Health Reform
Presentation io the 2012 Medicakl Managed Care Conference,
Global Media Dynamics

Cetober 5, 2012
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UnitedHealthcare's Health Benefits Platform
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» Individuals = |ndividuais = Individuals v individuais

Served: 26 4M Served: 9M . Served: 3.8M Served: 2.9M
people peopie people peopie
= Benefits = Dedicaied to = Managing heaith = Beginning in
coverage and the health and care for state 20113, benefits
services o well-being of Medicaid and adminisiration
employers of all individuals over ather publicly and services for
sizes, students age 50 funded programs active duty and |,
and individuals and their refired military ¢
beneficiaries service members |
g ;o5 " and their families

- __
introduction to the ACA W tuitechenttrcare

The ACA seeks to expand insurance coverage to approximately 32 miflion people.

The 2 main sources of the coverage expansions will come from an expanded Medicaid program
and new subsidized insurance coverage via staie based health insurance exchanges.

The Medicaid Expansion, one of pillars of the Affordable Care Act ACA), seeks 1o provide
coverage 1o over 16 miflion individuals and represents almost half of all these who will becorne
newly insured under the health reform law.

The Federal Govemment will pay 100% af the cost related fo the expansion population through
the year 2016.

Ciosely relaied fo the Medicaid expansion, lower incorme individuzls who earn too much to
qualify for Medicaid will be provided subsidies to buy privaie insurance on new health
exchanges, Thers will be many individuals who move between Medicaid and the subsidized
program as their mcomes change, and it's likely that family l could be split & the
two programs.

The demographic and health needs of these new membsers will be different from the indivicuals
covered by many programs foday.

Access to Health Care

The ACA Vision for 2019 Improved

U tntiedHeatthoare

. =1en0,000 -
iduals |

444,560

Non-subsidized coverage

$43,560
Exchange; Premium stbsidles avallable v
Individirals and/or famiffes with Ircomes berween
133-400% FPL {fo purehase insurance through the
Exchenges}

$21,780
Basic Health Flan: State option for uninssred
Individiais andior famifias with incomes betwean
1$3-200% FPL, who would otherwise be eligible to

Expected to move Setween
Medicaid, the Excharrge, receive premium subsidies In the Exchange.
and potentially & Bazit
Hezlth Plan within 12 $14,484
nonihs, based on income Pedicaid Expanslon: Uniform 123% FPL and new
fluctiation “definition Medifod Adjusted Gross fnvorme, b
MAGH)
Mt T v s




The Supreme Court Decision makes

[ i )
Medicald Expansion Optional ¥ trteatan

~4.2 milllon individusls
betwean 100%-133% FFL
may guality for subsidies on
the axchange, Howaewver .
paying cven a small amourt
Tor heatth: insurance mey be
bard for an individual making
tess than $14,484,

~41.5 million uninsured
individirala would not be
eligible for Medicaid if aif
states decide not 1o expand.

Chiidren Pregnant Parents Childless
Women Adults

L Nathennl, s on a0 et e eRaIbfby and

Medicaid: To Expand o Not Expand? & tiietieine

Sevaral important factors will play into a state’s decision conceming
hMedicaid Expansion:

° Wil DSH funding to hospiials be eliminated?
= Can the state budget support the expansion in future years?
= Wil the faderal deficit affect the funding for Medicatd expansion?

«  How much will the additional federal funding for newly eligibia
pogpuiation help the state’s aconomy? {ie create jobs)

= Wil there be savings from the coordinated care projects the
federal government is supporting within the state? (is ACOs,
Dual Eligible Demgnstrations)

Medicaid Expansion will involve a
parinership between States and MCOs
integrate CHIP, Medicaid,
and Exchange Data

- Real-time Eligibility

Séamless data flow

I} CritedHezithcare

» State budgets will
confinue ic be tight

E-Communication

Automatie
Renewsls

Easy-to-lise and Reliable
Consumer Tools

Positive customer service
experiences

Constantly impreving the
guaiity of care

ZERBHENDY FrIpLAY £ Lintedcalh DL O; am

Werking Together: Implementing a
Fee Increase for Medicaid PCPs

* Regulation: The ACA requires MCOs pay specific physicians at the appficable
Medicare rates for only 2 years, 2013 — 2014,

'E UnitedHealtheare

* Why: To incentivize primary care physicians fo expand their practice to include
mere Medicaid patients

* Partnering Opportunity: States and MCOs will nesd o work togsther to
implement this regulation to ensure PCPs are paid correctly. This may include
collaborating on rate-setting, reporting, and technology solitions.

¢+ Future Opportunities to Partner:

+ The Association of American Medical Colieges estimates that in 2015 the
country will have 62,900 fewer doctors than needed. And that number will more
than double by 2025, as the expansicn of Insurance coverage and the aging of
baby boomers drive up demand for cars.

+ With millions of uninsured individuals gaining access to coverage, 1 is
imperative MCOs and states assess neiwork capacity requirements to allow

access to PCPs and possible incentive programs for PCPs.




Working Together: Solving “Churn”
between Medicaid and the Exchange

¥ tuitedzieatthcares . Working Together: Understanding

+ Asincomes fuctuate, individuals are likely 1o “chum" betwesn aligibility for Medicaid
and the Exchange. A Health Affairs study indicated that 28 millfon individuals may shift
from Medicaid to the Exchange, or vice versa, within a given year.

» States and MCOs will pariner to assess and creale innovative sojutions to solve the
“ehum” issue since. Mary MCOs witl represented in hoth Medicaid plans and
Exchange plans available to consumers.

Income of $15,246 per year
{140% FPL in 2011 dollars)

Income of $14,702 per year
(135% FPL in 2011 dollars)

. Unique Characteristics of New Member

Different Care
Menagemani
{ar porentislty no
care mahagameant}

Coandemos!

Sﬂ] UnitedHeatthcare

+ Many studied ha antic charactaristics ¢f Indivis wha will receive coverage fhrough the
Medicaid Expansion in 2014, Resulis of these studies vary witsly,

= Some predict 2 ¥gher cost populztion with 2 signficamt need for ssrvices 1o teat muliple chronkc conditons,
behavioral haalth, and wbstance abuse,

* Otherspredicta lower cost population tiat Is relatively healtiy, predominately young (between the ages of 15—
34}, and who predeminantly reparts thermsalves t be In “excelont or vary good” physial and mental heaith,

In reality, we are likaly to see a blend of thess characteristios, but should thi ion 1o be h

+ Numarous influence the istics of the =i pulation in each market, including tste autreach
afforts, state ssles and marketing requirements, and the exient i which @ state aleady covers a partion of fhis
population.

" Relativeiy High Ne Relatively Low: Need

sp‘mpor_ti_onately oung” .

+ Less bkely o be parents

= Relatively high need {behaviomi - - More fikely o be
‘health, substance abuse, multiple heuzehold
chronic conditions) ;

. + Less Bkely 10 be parents .
+ Individuals at the lower end ofthe X k
poverty seale incor - o

- Relatively healthy
eisproportionately high costs - Lo

.
Considerations for States Uritedrcaltheare

- Considerations for Health Plans

* Mo will states work to ensure a simplified, streamlined process, consistant with the “no wrong door”
approach emphasized in the Affordable Care Aat in light of

- An Exchange’s ability to now "zssess” vs. delermine eifgibility for Medicaid?
- Afully min federal Exchange or a parinership model?

- Providing staffing for customer service under budget constraints?

* Wil state systems be ready, how are they taking advantage of the enhanced (80% matah) o
*modermize Medicald ehgibility sysiems?

* leveraging the work and lessons jeamed through the *Enroll UX project and past program
mplementations such as CHIP,

* To what extent will the Medicaid elighiiity process raly on the Federal Data Hub?

* Undér a Federal or Partnership model, or If 2 state Exchange and Mediicaid eligibliity process are not
combined:

~ How will siates / the Federal Government harmonize their systems?

- Could thers be two systems / different efigibiity rules engines determining efigibiiity for APTC
and Meadigaid?

- What could be the consequence or risk of such an approach?

0 Undtedrieattheare

Health Plans will play a erftical role in providing the infrastructurs for both the Medicaid
Expansion and Exchanges.

Provider Networks: capacity for both primary care and the specific health needs of the
NSW SoRSUMSTS

Clirigal Model: unique clinical modsle may need to be developed to fit characteristics of
new population

Technology & Operationa! Readiness: errolment, plan design, the 3 R’s, Essential
Heaith Benefits, and ability to meet ather stateffederal requirgments {specificte
Exchanges and more broadly)

Consumer forrmetion: health litaracy, terminology, benefits, cest cbligations, customer
service experience and coverage transitions

States and key stakehalders continue to wait for federal guidance on many ACA
provisions. It will ba important to work with them to ansure opfimal implementations.




Medicaid Y ¥
Hm;f Medicaid Health Plans

Plans of Challenges and Opportunities

Supreme Court Ruling

The Medicaid Managed Care - —Medicaid Expansion
Landscape After the Supreme Court ACA Implementation
Decision and Medicaid Expansion 2012 Elections

Thomas L. Johnson » Other Priorities
President & CEQ
October 4, 2012
1 7
Supreme Court Decision Medicaid Eligibility: Key Findings
June 28, 2012 - the Supreme Court ruled that the federal Kaiser Family F?'{“daﬂ"“?“'f' 2012 Report: N
government cannot withhold all federal Medicaid funding from a *  The ACA requires Medicaid coverage for the newly-eligible adult
ctate # it refuses 1o expand its Medicaid program as required b population up to 138% FPL, but the Supreme Court essentially ruled
et P prog req Y that states must have a choice to expand or not.

the ACA «  Currently, 33 states limit Medicaid efigibility to parents earning less
* Note: It tock 18 vears for Madicaid to become available in than 100% FPL, and 17 states limit parent eligibility to less than half of

every single state, with each state finally being on board by FLP. Only 9 states provide full Medicaid benefits to other aduhts.

1982 (Arizona being the last). - The expansion wouid increase eligibility for parents in 40 states and in

nearly all states for other adults. As of 2018, there were 41.2 million

uninsured adults, and 52% (21.6 million) had incomes below 138% FPL.
« If a state does not expand Medicaid, adults with incomes between
» Governars in FL, LA, MS, SC, TX and GA have indicated they do 100% and 138% FPL will be eligible for subsidies, but those with

not plan to expand their states’ Medicaid programs. incomes below 100% FPL will not be eligible to receive subsidies. As of
2010, there were over 16 million uninsured adults with incomes below
the poverty level.

States weigh the expansion option

Fl




Historic Implementation of
Medicaid by State

£ Number of states that newly
implemented Medicaid

& Number of states that
previousty implemented
Medicaid programs

Oct-82

Jan-67  Jan-68  Jan-69  Jan-70  Sep-72
Source; National Bureau of Economic Research. "Maans-Tested Transfer Pragrams in the United States.” 2003
Kaiser Commission an the Uninsured. * & Historical Review of How Btates Have Respohded o the Avallabiliy of

Federal Funds for Health Coverage -

Medicaid spending growth per capita was slower
than private health care spending
{2007 to 2010)

5.5%

id edicaid M NHE per Private Medical care  GDP per
services per  acute care LTC per capita health CPL capita
ki per Thsurance
Wates At Eare NE1U5 pavrments b mangged cars piata.
Solee: Meolcald etimares Irom Ut It ie snatysl i i Conee

o et Form B, Healh fotas dota, 0LL. Privaty healty
husa foom Centess for Medlcars & Medloekd Services Offte of the Actyary, Hational Hozlth Stadstcs Sroup, 2011. Medical care CP1Iram
Buresl & Lazor Statities, Consumer Price ihdax Datall Repart Tabies, 2013,

Percent Change in Total Medicaid Spending and Enrollment,
FY 1998 —FY 2012

=&~ Spanding Growth =E= Enroliment Growth
12.7%

7.8% 7 50,7.3%

4.7%

3.2%

3.0%
2.2%

0.4%
o n/,, : . : : P T - T !
= -0.6% Adopted

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2006 2009 2010 2011 2012

chinges from June 1 June of cach year, Spending growth percinlages In state fiscal yoar,
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NS Farm B4 Data for Histeric Medieaid Growth Rates. Ff 2011 and Fi 2007 data based om KS MU survey of Bedicaid
officialt b 5O states and OC eanducind by Heatth Management Associaies, Eeptember 2L

Expanding Coverage Under the Affordable Care Act

deral Povi Level

400%+
S 129-399%
180 {Subsidies)
Uninsured
<139%
{Medicaid)
6%
Private Non-
Group

49.1 M Uninsured

266 M Nonelderly

= Medicai. niso includes elhet pt HIP, other i Jated eoverage.
Ve federal povery Iovel For a familly of three in 2012 5 529,050, Nutnbers may aot add b 100 due 10 rounding.
SCURCE: FERAL/Urban Intitate analysis of 2011 ASEC Supplement bo the £FS,




Bl Very favorahie Somewhat favorable

Note: Don't know/Refused snswers nat shawn.
Source: Kaiser Family Foundation Heaith Tracking Fo (candected July 17-23, 2012)

Most Support Medicaid Expansion As
General Concept

The health reform law will expand the existing Medicaid program to cover more Jow-income, uninsured
aduits. Would you say you feal very favorable, somewhat favorable, somewhat unfavorable, or vary
unfavorable about that?

Somewhat unfavorable Very unfaverable

Total
Democrats [

Independents [

Republicans

Court Ruling: Projections of the
Economic Impact

The Urban Institute projected in 2011 that the federal govarnment would
spend $704 billion to $742 billion more under health reform than without
it, between 2014 and 2019, The states, however, would spend $921t0 $12¢
billion less under the ACA than without it.

A 2011 Families USA report found that even a 5 percent federal Medicaid
cut would result in over $13 billion in funding losses, and would mean
close to 30 thousand jobs lost in some of our major states {NY, CA).

- The State of Arkansas recently found that the state would experience
$372 miliion in savings in the first six years, if the state expands Medicaid,
The University of Maryland, Baltimore County’s Hilltop Institute recently
estimated that implementing the ACA could result in a 2% decrease in the
unemployment rate by 2020 as a result of almost 135,000 jobs created
across all sectors.

Court Ruling: Projections of Impact on
Medicaid Enroliment

= The trban Institute found that 22.3 million uninsured people could be

eligible for Medicaid under the ACA {15.1 million newly-eligible adults,
2.9 million children currently eligible but not enrolled and 4.4 million
zdults currently eligibie but not enrolled).

- Ofthe 15.1 newly-eligible adults, 11.5 million weuld be below 100%

FPL and weuld not qualify for Exchange subsidies,

~ Ofthe 11.5 million, 1.4 million jive in California, 1 million live in
Florida, and 1.3 million live in Texas.

+  CBO recently estimated that the Supreme Court’s decision could

reduce Medicaid and CHIP enroliment by & million individuals and
increase enrollment in the Exchanges by 3 million (considers a broad
range of possibilities and is not based on which states have recently
announced expansion decision plans}.

e

Court Ruling: Projections of the
Economic Impact Cont’d

Michigan's House Fiscal Agency recently released a report
containing preliminary estimates that show that $1.1 billion in
state savings could be achieved over a ten year period as a result
of the state expanding its Medicaid program.

The Center on Budget and Policy Priorities recently calculated
that although state spending may increase by 2.8 percent as a
result of the Medicaid expansion, the savings that state and local
governments will experience in health care costs for the uninsured
could fully offset the cost of expansion.

CBO recently estimated that the Supreme Court decision could
mean $84 billion in federal savings, which assumes less individuals
being i the Medicaid program (and only a portion of these being
eligible for Exchange participation).




Scope of Expansion, Timelines, and FMAP

1. Can states expand eligibility to 100% FPL or other
levels less than 133% and how would this impact
FMAP?

—~ CMS has not answered this question directly.

— It appears that the answer to this guestion could rely on
how HHS uitimately defines the newly eligible
population that qualifies for the enhanced match in the
ACA.

— It's possibie that HHS could provide states with flexibility
through their existing authorized powers.

— although, this seems unlikely, given Secretary Sebelius’s
stance on the Medicaid expansion to date. =

Process

Scope of Expansion, Timelines, and FMAP

‘1. Can states begin Medicaid expansion at a date

later than 2014 or phase in the expansion?

— CMS responded to the RGA and made clear that there
would be no deadline for states 1o inform CMS of its plans
to expand Medicaid.

— Although HHS hasn'’t said that states can phase in
expansion, the enhanced federal match is tied to the
calendar years beginning in 2014, as written in statute.

— This fact could encourage states to begin expansion

earlier versus later, as the federal match decreases after

the third year.

14

Funding

1. Must states proactively submit a SPA for
approval of the expansion or decision not to
expand and, if so, what are the deadlines?

2. Will CMS work with states to incorporate
expansions into waiver programs?

— Again, CMS said thereisn't a deadline by which
states must choose to expand Medicaid, but the
agency has not yet offered guidance on the
process through which states can gain approval for
expansion,

18

1. If a state has expended money to upgrade
their eligibility systems at a 90/10 match rate
and the state chooses subsequently not to
expand to the optional adult group, is the
state liable for returning funds? -

— CMS wrote to the RGA that states that have
received 1T funding and funding for establishing

Exchanges will not have to return those funds,
regardless of their decision to expand Medicaid.

16



2012 Elections , ' Questions?

« What will the 2012 elections bring? J
— ACA fully Intact
— ACA repeal efforts
* Full repeal

* Partiai repeal or repeal of certain aspect of reform
— Defunding or lowering funding for portions of the law

— Regulatory pathways to scaling back ACA
— Future guidance related to SCOTUS ruling

— Entitlement reform

— “Grand Bargain” an deficit reduction, sequestration, and

tax reform www. MHPA.org




KMedicaid Managed Care Conference

Cur Mlssion
Three iMonths Later—
How ACA 2.0 and the Supreme Court Decision Impact the

Medicaid Managed Care Landscape

We help people get care, stay well
and bulid healthy commurnities.
We have a special concern for
those who ars poon

Ociober 4, 2012

Keilly Wachoman

Vice President, Pubfic Poley

We deliver excellence in publicly

[ funded managed care services and
;E%nm,g_;guéh_;h; products.
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fviedicald expansion (or not)
New populations (/DD)
Duzl demos

Exchanges

BEA aclivity

insurer fee

Rate culs

Benefit changes
Provider consclidation
Medicaid ACOs

Mew mandates {{CB-10,
HiPPA 5010, Administrative
Simplification)

Block granis???

Health Plan and Provider
Convergence

BMedicaid ACOs

Expected Needs of the Medicald
Expansion Popuistion

Medicaid 2s Prudent Purchaser

Future Expeciations

Reglonal Medicaid ACC networks (CO)

ACO Medicaid managsed care contracts {(MN and NJ)

Medicaid managed care transilion 1o ACO medel (UT and OR)

Center for Hezlth Care Sirateglies Medicaid ACO Learning

Colizborative




‘Heaith Serv

impiemented January 1, 2008

Provides a high-deductibie health plan and a health
savings accountlike POWER Account

Covers
Uninsured adults, including custodial parents of Medicaid and CHIP

i

w

children, 22 percent of the Federal Poverty Leve! (FPL) through 200 percent

of ths FPL

Urinsured chiidless adults up to and inciuding 200 percent of the FPL
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Relative Morbidity

Popuiation
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+ Quality-driven procurement
decisions :

«  Parformance based contracting

» Sophisticated risk adjustment

Wil nof look fike the past...

.

Block grants?

Fundamental benefit redesign?

= No more miie wide and inch deep

«  Connecied to HIX with real-time
data

»  Cusgtomized EMR/dritkdown
anatytics

«  Papulstion-based prediciive
modeiing and HotSpots

= Shared savings and risk-based
provider confracts

Keily Wachtman
Vice President, Public Policy
Emaif:
kellywachtman®amerihealthmercy.com

B

AmeriHealth.
MRy

The Ameritlealth Mercy Famlly of Companses
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Cirgue D’ACAI

For Growth: Flexibility and Adaptation

. Qur Focus
Neighborhood Background _
ISSIO0N
s Neighborhood Health Plan of Rbode Island, 21 innovative health plan in ership with
° I_ﬂCOI'POI‘ﬂ.th as an HN[d in 1994 the Communiry Health Centers, secures zccess o bigh c{uur:hty, cosfeffectiszrl?:ahh cE;.re

for Rhode Tsland’s at-rigk populations.

* Founded by RT’s Community Health Centers
* Serve 67 percent of RI Medicaid Managed Care

Vision
* Eweryone in Rhode Island has comprehensive healtheare coverge and access to high-

partcipants quality health caze.
— 4 distinct groups: Children & Families, Children with special health care needs, - C ity Health Centers dels for the deliv £ high-cuali teoffects
Children in substifute care, 2nd Adults with disabiities o = ase models for the delivery of high-qualiy, cost-offective
- primary caze and the buflding biocks of community health in theix respective
* Serve 46 percent of all Medicaid participants in RI communiies
- S - * Neighborhood helps transform health care delivery as 2 essential patiner in the state’
* Committed to NCQA accreditation process since 2001 Moz progmm. | RS E canet pariner i e sies

.

Neighborhood members are actively engaged in their health and health care.




Our Evolution

e Wit
special
heslth care

onily-eligibie
adults with

iidren in
fosier care
{2000}

needs (2003) gso%bsi;iﬁ‘“"S

parents in
Rlte Care
(1298}

found
NHPRI;
Begin
senving
children in

Dually Eligible Beneficiaries in Rl

* Approximately 38,000 covered lives

— Vast majority reside in community; 5,400 reside in institutions
* RI has an imbalance in Long Term Supports and

Services

—RI ranks 48" for its percent of Medicaid LTSS spending
going to home and corumunity based SETVICES

* Disproportionate part of state Medicaid expenditures
—21% of RI Medicaid members
— 44%, of total RT Medicaid budget

State Activities

* Medicaid LTC by April 2013
* Medicare and Part D by January 2014

« Community Work Groups: Services and
Suppotts, Quality and Evaluation,
Communication

* Public Hearings

FPreparing for Growth

= Board of Directors review of all ACA business
opportunities by Q2 2012

* Develop business assessments of: Medicaid/Medicare,
HBE, Medicaid Expansion and BHP '

* Management education

» Secure consulting services; financial analysis, Medicare
regulations, Care Management model,

HCBS management and service development



Prioritizing Development
* Focus on Medicare-Medicaid

— Netwotk requirements: contracting for Medicare and LTSS development;
use of experienced vendor

— Model of Care

— Administrative vendor requitesnents

— Preparing for State RFP

— Infrastructure: Medicare entollment, claims payment, benefit set-up, Ch

portal

+ Learning from LTSS providers; visits to key groups — intellectual and
developmental disabilities, substance abuse, sedous mental flness,
adult day, assisted living, nursing facilities

Care Management Highlighis
» Stratification and assessment through HRA

* Provision of a continuum of integrated care
management services incorporating physical,
behavioral, Rx and social support based on
individual need

* CM provided by interdisciplinary, integrated team

* Contract with community-based CM resources

A Vision for Serving Duals

Provide integrated, quality care aimed at improving
health care outcomes and cost-effectiveness through
appropriate use of care coordination and supports,
including at PCMHs, through community-based
organizations, and plan Care Management.

Care Management Highlights

* Modetate and High-risk members receive:
—robust CM with face-to-face supports
—Plan of Care Managed by multi-disciplinary team
— A single, individualized care plan integrated across disciplines and
vendors
— Interdisciplinary teamn rmeeting facilitated by Jead CM

— Significant social supports by social worker, community health
workers and LTSS workers

— Specialized services such as: home medication reconciliation, -
home pri e, end of life care, etc.




MASSACHUSETTS RACL A MOU: Enrollment

* First Financial Alignment Demo MOU; providing * Population specific to MA: under 65; ICF-MR residents and
o HCBS excluded
insights to fature agreements

« Month th Nl d opt-
e Blend of MA Speciﬁc and Duals Office onth to month enrollment and opt-out

] * Monitoring for marketin gviolatioﬁs
Requirements g

. ) . » Use of independent third party entity
« 3-way contract with details; may not be available

. * PACE and Medicare Advantage members excluded from
until December

passive enrollment
* Requires a successful Medicare Part C and D * Independence at Home participants with choice

application * Demo members not attributed to ACOs

RMA BMOU: Payment

» State establishes Medicaid baseline spending trended forward;

MA MOU: Oversight

CMS to validate
» CMS establishes “what Medicare would*ve spent”

» Blead weighted Medicare Advantage (including quality
bonuses) and IS by county

* CMS - State Joint Contract Management
* Day to Day Monitoting outlined
* Part D Oversight is CMS responsibility

» Joint Quality reporting will be “at least as rigorous as
Medicate Advantage...and Medicaid”

*+ QIO and EQRO to be coordinated

* Uniform persoﬁ—level data required{encounter data?)

* No coding intensity factor reduction for 2013
* Part D will be the National Average Bid Amount
» Annual savings perceatages applied to each program

~1% growing to 4% in year 3 (not applied to Part D)
* CMS contracts for extetnal evaluation . 1% Ouzh

mmithhoelds on each part of the rate




MA MOU: Risk Adjustment MA MOU: Risk Mitigation

* Medicate A/ B - county based on HCC * High cost risk pool
. . * A portion of each rate category withheld to fund pool
e Part D risk ad: d by P
juste by art D RxHCC * Risk Corridors for Year 1 {4/13-12/14)
* Medicaid risk adjusted by state rating categories ~10%, plags bear 100% of the risk/reward
—fa(j]jty based over 90 days —5-10%, plans bear 50% of the risk/reward
—high community needs - —0-5%, plans bear 100% of the risk/reward

* Medicare Risk Corddor Share is Limited

— maximnm Medicare dsk payment/recoupment limited to 1%

—high community behavioral health

—other community : * Medicaid bears all remaining risk above 1% with federal Medicaid
* State 1 I n functional adjustment match

Leaping forward into the futurs... Contact Information

Beth Marcotian

bmarootian{@ahpriorg

401) 459-6148




