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2011 Ohio Crisis vs. Results Today

$8 billion state budget shortfall
89-cents in the rainy day fund

Nearly dead last (48 in job
creation (20072009)

Medicaid spending increased 9
annually (2002011)

Medicaid overspendingequired
multiple budget corrections

OhioMedicaid stuckn the past
and in need of reform

More than 1.5 million uninsured
Ohioans (75% of them working

1

1

1

1

Balanced budget
$1.5 billion in the rainy day fund

One of the top ten job creating
states in the nation

Medicaid increased 4.1% in 20]
and 2.5% in 2013 (prexpansion

Medicaid budgetinder-spending
was $1.9 billion (2012013) and
$2.5 billion (2014015)

Ohio Medicaid embraces reform

Extended Medicaid coverage

Oh = Governor’s Office of
lo Health Transformation

Modernize Medicaid SHEEITE Hea!th I Pay for Value
Human Services

Initiate in 2012

i KS D2 ¢ Share services to increase
Medicaid modernization and cost efficiencyright-size state and loca set clear expectations for better
service capacity, and streamline health, better care and cost

Do e TePeTeI» DD >
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containment priorities

Initiate in 2011

governance

Extend Medicaid coverage to A Create the Office of Health
Transformation (2011)

more lowincome Ohioans

Innovation Framework

Initiate in 2013

Engage private sector partners to

savings through improvement

A Join Catalyst for Payment Refori
A Support regional payment reforn

Eliminate fraud and abuse A Implement a new Medicaid A Pay for value instead of volume

Prioritize home and community
based (HCBS) services

Reform nursing facility payment
Integrate Medicare and Medicaid
health system capacity

system financing

plan performance

claims payment system (2011)
Create a unified Medicaid budge -
and accounting system (2013)

Enhance community DD servicesA Create a cabinelevel Medicaid -
Department (2013)

Rebuild community behavioral A Consolidate mental health and -
addiction services (2013)

Restructure behavioral health A Simplify and integrate eligibility -
determination (2014)

Improve Medicaid managed care A Refocus existing resources to =
promote economic seléufficiency

(State Innovation Model Grant)
Provide access to medical
homes for most Ohioans
Use episodérased
payments for acute events
Coordinate health
information infrastructure
Coordinate health sector
workforce programs
Report and measure
system performance
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Health Care Spending per Capita by State (2011)
in order of resident health outcomes2014)

Ohioans spend more

$10,000

care than residents in
all but 17 states

| CTMEWI RI DE IA COSDND NJWAMD NENY UT PA KSORVA CA IL MI MTWYOH AK ID MOWV AZNMNC SCTN FL KY IN TX GA AL NV OK LA ARMS

MNMANH VT I
<29 states have a healthier workforce than Ohlo:

Sources: CMBealth Expenditures by State of Residg@6d 1); The

- L/ 1
Ohlo Governor’s Office o.f Commonwealth Funddiming Higher: Results from a State Scorecard on
Health Transformation Health System Performan(ay 2014).

In fee-for-service, we get what we pay for

A More volumec to the extent feefor-service payments exceed
costs of additional services, they encourage providers to delive
more services and more expensive services

A More fragmentation¢ paying separate fees for each individual
service to different providers perpetuates uncoordinated care

A More variation ¢ separate fees also accommodate wide variatio
in treatment patterns for patients with the same conditign
variations that are not evidenebkased

A No assurance of qualitg fees are typically the same regardless
of the quality of care, and in some cases (e.g., avoidable hospi
readmissions) total payments are greater for lovegrality care

Oh . Governor’s Office of Source: UnitedHealtH;arewell to Fedor-Service: a real world
lo Health Transformation | strategy for health care payment refortDecember 2012)
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Ohio

e oeameseaas . ONIO 1S ONE Of 17 States awarded a feder
INNOVATION

grant to test paymentinnovation models

X « I Round 1 Model Test States
I Round2 Model Test Awardees
A s Round 2 Model Design Awardees

Comprehensive Primary Care

Governor's Office of SOURCEtatelnnovationModelsand Comprehensivérimary Carénitiative,
Health Transformation | U.S Centers for Medicare and Medicaid Services (CMS).

Ohio|

n R Kasichi
Governor
Ny 2
or

Governor’s Office of
Health Transformation

Payment Innovation Partners

State of Ohio Health Care D2 BSNYy2NOa ! RGA a2
Payment Innovation Task Force Health Care Payment Innovation

Office of Health Transformation A PurchasergBob Evans, Cardinal Health,
Council of Smaller Enterprises, GE Aviatio}
Procter &Gamble, Progressive)

A Plans(Aetna, Anthem, CareSource, Medicdl
Mutual, UnitedHealthcare)

D ) A Providersé | 1 N2y / KAt RNBYJQ

Participant Agencies CatholicHealth Partners, Central Ohio

A Administrative Services, Development, Primary Care, Cleveland Clirirth
Health, Insurance, JobsOhio, Ohio Medicall Central Radiology, Ohlgealth,ProMedica,
Rehabilitation and Corrections, Taxation, Medical School Deans)
22N SNRAa /2YLSyal (ARYEA Cansinek{AARD, Naal Bid Sodiety,
Public Employee and State Teachers Universal Health Care Action Netwprk
Retirement Systems A Research{Health Policy Institute of Ohio)

A Project Management TeanExecutive
Director, Communications Director,
Stakeholder Outreach Director, Legislative
Liaison, Fiscal and IT Project Managers

State Implementation Teams Public/Private Workgroups

PatientCentered Medical Homes Ohio PatientCentered Primary Care

ﬁt%te”enw@llion Collaborative
00€ Lore 1eam External Expert Teams for

EpisodeBased Payments specific episodes

D2 SNy 2NR& 9ESOdziABS

Workforce and Training Board Health Sector Group

Health Information Technoloay External Expert Team TBD
HIT Infrastructure
re Team

Performance Measuremerit External Expert Team TBD
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http://innovation.cms.gov/initiatives/state-innovations/
http://innovation.cms.gov/initiatives/comprehensive-primary-care-initiative/

Oh L Governor's Office of
10 Health Transformation

80-pn LISNDSyid 2F hKA 2 QBasedgayduzit madal2 y A Y|
(combination of episodesand populatiorbased payment) within five years

5-Year Goal for Payment Innovatiof

Goal

it iéa 1 Shift rapidly to PCMH and episode model in Medicaidfdeaservice
1 Require Medicaid MCO partners to participate and implement

1 Incorporate into contracts of MCOs for state employee benefit program

Patientcentered medical homes Episodebased payments

Year 1 T In 2014 focus on Comprehensive 1 State leads design sfxepisodes:

Primary Care InitiativeQP Qi asthmaacute exacerbationCOPD
exacerbationperinatal,acute and
nonracute PGland jointreplacement

Year2 T Collaborate with payers on design 1 State leads design seven new
decisions and prepare a railit episodes: URLT| cholecystectomy,
strategy appendectomy, Gl hemorrhageGD

and colonoscopy

T

Model rolled out to all major markets | 20 episodes defined and launched acros|
payers, including behavioral health

-_

Year 3

_—

50% of patients are enrolled

—

Scale achieved state-wide

-_

Year 5

-

payers

50+ episodes defined and launched across
80% of patients are enrolled T

r ——// /"]
hKA2Qa | SFfGK /I NB tI &)

Anthem @9 O NG
3etna U unitedHealtheare

1]
'.“ MOLINA

HEALTHCARE

’
CareSource Buckerc )

Community He

dh PARAMOUNT

ADVANTAGE

Oh n Governor’s Office of
lo Health Transformation
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Agree on degrees of standardization within each model

G5AFTFTSNI o0&

Standardize approach (i.e.,
identical design) only when:

i Alignment is critical to provider
success or significantly eases
implementation for providers
(e.g., lower administrative
burden)

T Meaningful economies of scale|
exist

Standardization does not
diminish potential sources of
competitive advantage among
payers

—

It is lawful to do so

[ —

In best interest of patients (i.e.,
clear evidence base)

Align in principle but allow for
payer innovation consistent
with those principles when:

T There are benefits for the
integrity of the program for
payers to align

1 It benefits providers to
understand where payers are
moving in samelirection

1 Differences have modest impact
on provider from an
administrative standpoint

i Differences are necessary to
account for legitimate
differences among payers (e.g.
varied customersadm. systems)

Differ by design when:

Required by laws or regulations

An area of the model is
substantially tied to
competitive advantage

There exists meaningful
opportunity for innovation or
experimentation

Example:
Quality Measures

Example:
Gain Sharing

Example:
Amount of Gain Sharing

Oh . Governor's Office of
lo Health Transformation

r//———" " 0]
Ohio

4. Next Steps

3. EpisodeBased Payment Model

2. PatientCenteredPrimary CaréModel

Governor’s Office of
Health Transformation

1. Ohio Approach to Paying for Value Instead of Volume

4/27/2015



Elements of a PatienCentered Medical Home Strategy

Taraet patients and scone

Care delivery improvements e.g., Pavment MOdeI MeChaniCS §
i 1 Improved access . De)
Carrf]g;e"l"ery 1 Patient engagement A Payers agree to provide resources;,
1 Population management R
1 Teambased care, care coordination to Support t_)usmess mOdeI .
Target sources of value transformation for a finite period of
iechnicalliequirenentslionZEMi time, particularly for small, less
p t Attribution / assignment . . g
r?])gg;n ey s capitalized practices 1
— e e A Agree to provide resources to ||
L e compensate PCMH for activities
Payer infrastructure not fully covered by existing fee
RiERRE "/er PCvtinfastucure schedules (care coordination, non
) Systeminfrastructure traditional visits like telemedicine,
Clinical leadership / support population hea'th)
Practice transformation support
Workforce / human capital A Agree to reward PCMHSs fOI'
SICEUSIREUCE Legal / regulatory environment favorably affecting riskadjusted q
practlce Network/co.ntractlng_to |r_1crease participation total cost Of care over time by
performance ASCcontracting/participation .
e\ d Performance transparency offering bonus payments, shared
g"_g"infc"":upp‘”; ) savings, or capitation
vidence, pathways, & researci
Multi-payer collaboration Source: Ohio PCMH MuPRiayer Charter (2013)

dzAf R 2y SEA&AGAY 3 LINR2

From payers: Anthem @

From providers: ' e —
‘ PRIMARY CARE

From collaboration: THE HEALTH
~« COLLABORATIVE

Oh n Governor’s Office of
lo Health Transformation
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g ‘ P‘ An Initiative of the Center for
Medicare & Medicaid Innovation

Comprehensive Primary Care  Project Timeline: 2012016

Patient

Experience 84,000
24/7 Access to
Medical Record

Clinical Quality
Improvement

Care
Management < "

egional Data Transparency + Engaged Physicians = National Leaders in Primary Care Transformatio

220,000 Beneficiaries 250 Providers

Patients Received
Care Management

42,000

Discussed Smoking
Cessation Treatment
Options

Qo

8,700

Discussed Advance
Care Plan Options

EvidencBased Care

» THE HEALTH

~< COLLABORATIVE

9 Health Plans
Medicare Qutcomes ta Date

Overall
Hospital
Admissions

Primary Care
Treatable
Admissions

Overall
Expenditures

OH/KY Medicare Ambulatory Care Sensitive Admissions

80

70

Ambulatory Care Sensitive Admissions
4-Quarter Rolling Average, per 1,000

77 78

75 75 75

74 74
73 74

THE HEALTH £8 COLLABORATIVE

72

67 68

4/27/2015
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Comprehensive Primary Care Drivers

Five Essential Elements:

Prospective Care Management Payment
Aggregation of Clinical and Claims Data
Avoiding administrative overload of practices
Physician/Provider/Practice Culture

A o

Care Coordination and Care Management

THE HEALTH % COLLABORATIVE

Comprehensive Primary Care Drivers

Five Important Elements:

Timely Access

Action-able tools

A Supportive Medical Neighborhood
Electronic Health Record Capability

Structured programs for budgeting and process
improvement

THE HEALTH £8 COLLABORATIVE
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Ohio |

Governor’s Office of
Health Transformation

Patient-Centered Medical Homes

A Convene a PCMH model design team to decide what elements of CPC to
keep/modify and make statewide design decisions about the Medicaid
payment model, attribution methodology, quality metrics, etc.

A Decide the PCMH rollout sequence and enroll primary care practices
beginning in January 2016

2015 Priorities

Ohio PCMHModel DesignTeam (Preliminary)

A Michael Rothberg, MD, Cleveland Clinic A Barb Tobias, MD, UC Health
A JeffBieh| Health Care Collaborative of Columbus A RandallCebu| MD, Better Health Greater Cleveland
A RichardShonk MD, Cincinnati HealtBollaborative A  RitaHorwitz, RN, Better Health Greater Cleveland
A KenBertka MD,Mercy Health A Deborah Southard, Family Practice of Stto
Providers A WilliamWaulf, MD, Central Ohio Primary Care A Steye Ulrich, MQ, E’erry County Family Praclige
A BruceVanderhoff MD,OhioHealth A {SIly DfSSaz2ys a5 bluAz
A David Applegate, MD, OhioHealth A Paul Martin, DO, Providence Medical Group
A WillGroneman TriHealthCincinnati A BrianBachelderMD, Akron General Medical Center
A Randy Wexler, MD, Ohio State University A TedWymyslg MD, OACHC
A___JimMisak MD,MetroHealth A___RobertFalcone, MD, Ohio Hospitbsociation ___
A CraigOsterhues GE A GuyShrake MD, United Healthcare
A Lisa Kaiser, Health Action Council A DonaldWharton, MD,CareSource
A RobinDawson, Medical Mutual A HollySaelensMolina
A KellyOwen, Anthem A Jeff Martin, Paramount
A RandyMontgomery,Aetna A John Wiley, Buckeye
A Cathy Levine, UHCAN
A AngelaDawson, Minority HealtCommission
Patients
A Rick Hodges, ODH A AngieBergefurd MHAS
A MaryDiOrig MD, ODH A Mark Hurst, MD, MHAS
A John McCarthy, Medicaid A GregMoody, OHT Chai)
A Mary Applegate, MD, Medicaid A Rick Tully, OHT
A Karin Hoyt, Medicaid A Monica JuengeQHT
A Rebecc&ustericBWC

4/27/2015
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Oh = Governor’s Office of
lO Health Transformation

1. Ohio Approach to Paying for Value Instead of Volume
2. PatientCenteredPrimary Cardodel

3. EpisodeBased Payment Model

4. Next Steps

Elements of an EpisodBased Payment Strategy

Programlevel design decisions

Provider participation }wéi 3 ii_é R-dz0iJ@ Pavment Model Mechanics
Payer partiipatin ___ PN eP0tes | A Episode costs are calculated at the
Providers at risk Number 5 . .
Providers at risk Type of provider(s) end of a fixed perlOd of time
Providers at risk Unique providers 1 H
Cont normalzation anproach (retrospective performance period)
Prospective or retrospective model A Payers adop[ a standard set of qua| t)

Payment Risksharing agreement types of incenti

il Approach to small case volume metrics fo_r each episode and link
[UWESIEGIS  Role of quality metrics payment incentives

Provider stoploss

Absolute vs. relative performance rewards A Payers agree to implement both
TR Absolute performance rewardsGain sharing limit upside gain Sharing and downside rs
management

Approach to risk adjustment

Exclusions sharing with providers

NBLING 02 NEXAAS LEIWR I R Eyaluate providers against absolute
model timing

[Sy3GK 2F GLISNF2NYIyOSs

Synchronization of performance periods performance threShOIdS' WhICh are
Approach to threshoids set by and may vary across payers
Payment How thresholds change over time
model Specific threshold levels A Type and degree Of St(*)ss
LUESIEEERN  Degree of gain  risk sharing arrangements may vary across payer

Cost outliers

Source: Ohio Episode MuRiayer Charter (2013)
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Patients and
providers
continue to

Patlentsseek care
and select providers
as they do today

deliver care as
they do today

Calculate
incentive
payments based

on outcomes
after close of
12 month

performance Wt NRy OA LI €
period ProvideiCPAP) for

S, each episode

Retrospective episode model mechanics

Review clalms from |- HUUHEGIHEE <
the performance
period to identify a

e %
ALEL/ ¢

ZAINF

Providerssubmit Payersreimbursefor
claims as they do all services as they do
today today

Payers calculate
average cost per
episodefor eachPAP

e Providers may:

Share savingsf average
costs below
commendable levels and
quality targets are met

—_—

1 Pay part of excess cost:
if average costs are
— — above acceptable level
Cdhped ed‘;‘){?%ée%&é T See no change in pajf:
to predetermined _average costs are
a 02 YYSyant ot Sépenyeen commendable
al OOSLIitot S¢ ahda&eptable levels

@ Risk sharing @ No change

Ave. cost per episode

Retrospective thresholds reward cosfficient, high-quality care

Providercostdistribution (average episode cost per provider)

Pay portion of excess costs Payment unchanged

@ No Changeigible or @ Gain sharing
gain sharing based on cost, but Eligible for incentive payment
did not pass qualitynetrics

Acceptable

Commendable|

|||||||||||||“ B

Principal Accountable Provider

Governor’s Office of
Health Transformation

Ohio

NOTE: Eactertical bar represents the average cost for a provider, sorted fron
highest to lowest average cost

4/27/2015
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Category

0 Episode trigger

9 Episode window

e Claims included

Principal
accountable
provider

6 Quality metrics

Potential risk
factors

0 Episodelevel
exclusions

Elements of the episode definition

Description

1 Diagnoses or procedures and corresponding claim types and/or care settings that
characterize a potential episode

I Pretrigger window: Time period prior to the trigger event; relevant care for the
patient is included in the episode

I Trigger window Duration of the potential trigger event (e.g., from date of inpatient

admission to date of discharge); all care is included

I Posttrigger window: Time period following trigger event; relevant care and
complications are included in the episode

| Provider who may be in the best position to assume principal accountability in the episodg
based on factors such as decision making responsibilities, influence over other providers,
portion of the episode spend

| Measures to evaluate quality of care delivered during a specific episode

| Patient characteristics, comorbidities, diagnoses or procedures that may potentially indica
an increased level of risk for a given patient in a specific episode

| Patient characteristics, comorbidities, diagnoses or procedures that may potentially
indicate a type of risk that, due to its complexity, cost, or other factors, should be excluded

entirely rather than adjusted = Govéiioi's Officaiat
Oth‘ Health Transformation

launch

Principles for selection:

I Leverage episodes in use Episode
elsewhere toreduce time to

Selectionof episodes

hKAz2Qa SLIAaz2RS aStSOlAzy
Principal Accountable Provider
WAVE 1 (launched March 2015)

. Perinatal Physician/groupelivering the baby

I Prioritize meaningfuspend
across payer populations

I Look for opportunities wittclear
sources of valude.g., high
variance in care)

I Select episodes that incorporat
adiverse mixof accountable
providers (e.g., facility,
specialists)

I CoverdRA@PSNES aSi
2 2 dzNJ(eSgg dcéte inpatient,
acute procedural)

I Considerlignment with current
priorities (e.g., perinatal for
Medicaid, asthma acute
exacerbation for youth)

. Asthmaacute exacerbation Facility whererigger event occurs
. COPD exacerbation Facilitywhere trigger evenbccurs
. Acute Percutaneous intervention Facility wherePClperformed

. Nonacute PCI Physician

. Totaljoint replacement Orthopedic surgeon

WAVE 2 (launch January 2016)
7. Upper respiratory infection PCP or ED
8. Urinary tract infection PCP or ED
9. Cholecystectomy General surgeon
2 . Apdnliediomy ¥ ( General surgeon
11.Upper Gl endoscopy Gastroenterologist
12.Colonoscopy Gastroenterologist
13.GIl hemorrhage Facility where hemorrhage occurs

WAVES (launch January 2017)
14-19. Package of behavioral health episodes to be determined

o g N W NP

4/27/2015
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Distribution of Behavioral Health Clients by Spending

$600 Millions of dollars

100 percent = $1.2 million $600
$500
$400 Top 5 percent accoun
for 52 percent of
$300 ALISYRAY
$200 $169

Each bar represents:

5 percent of clients $10
$100 Fonsnnn $52$73
$0 $12$15820928%37 l
$0 $1 $1 $2 $3 $3 $4 $5 $7 --.

$0 — e ————— — 1 |

5% least costly clients 5% most costly clients

290314 excluding 299 and dementia codes in 294; does not include

O io Governor’s Office of SourceOhio Medicaid claims, including claims with diagnosis code of ICD
ll Health Transformation | phamacy claims (August 2032ly 2013).

Oh = Governor’s Office of
lO Health Transformation

1. Ohio Approach to Paying for Value Instead of Volume
2. PatientCenteredPrimary Cardodel

3. EpisodeBased Paymeniodel: Asthma Example

4. Next Steps

4/27/2015
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Asthma Acute Exacerbation: Definitions

Category

9 Episode trigger

@ Episode window

e Claims included

e Principal accountable
provider

6 Quality metrics

@ Potential risk factors

@ Exclusions

Episode definition

— =

—c

— =<

Linked to gain sharing:

—_—C = ¢

—

Asthma specific diagnosis on an ED, observation or IP facility claim
Contingent code with confirming diagnosis

Trigger: Starts on day of admission and ends on day of discharge
Post-trigger: Begins day after discharge and ends 30 days later

Trigger window: All

Post-trigger window:

1 Relevant care and complications including diagnoses, procedures, labs, DME and pharmacy
1 Readmissions (except those not relevant to episode)

Facility where the trigger event occurs
In case of transfer, PAP is first facility

For reporting only:
Repeat exacerbation within 30 days

—

Follow-up visit within 30 days

Filled prescription for controller medications 1 IP vs. ED/Obs treatment setting
(based on HEDIS list)

—

Smoking cessation counseling
X-ray utilization rate
Follow-up visit within 7 days

—¢

—¢

Comorbidities (e.g., pneumonia, obesity); age

Clinical (e.g., cystic fibrosis, end stage renal disease, intubation, MS, oxygen during post-trigger window)
Business (e.g., dual coverage, inconsistent eligibility)
Patients < 2 years old and > 64 years old

Death in hospital, left AMA

Oh = Governor’s Office of
10 Health Transformation

» Asthma Acute Exacerbation: Provider Performance

%in thousands

Rjstribution of provider average episode cost

A Unadjusted
episode cost,

o
8
o
o 7
- 6
)
o
5
o g
<}
o

no exclusions
A

Facility where trigger event occurs

Oh n Governor'’s Office of
lo Health Transformation

SOURCBhioMedicaid claims data, 20112.

4/27/2015
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» Asthma Acute Exacerbation: Provider Performance

Business exclusions
Inconsistent enroliment
Third party eligibility
Dual eligibility
Exempt PAP
PAP out of state
No PAP
Long hospitalization (>30 days;
Long-term care

Missing APR-DRG
Incomplete episodes

Clinical exclusions

Cancer (active management)
End stage renal disease

HIV

Organ transplant
Bronchiectasis

Cancer (respiratory system)
Cystic fibrosis

ICU stay >72 hours
Intubation

Multiple sclerosis

Other lung disease

Oxygen (post-trigger window)
Paralysis

Tracheostomy

Tuberculosis

Multiple other comorbidities

A Unadjusted
episode cost,
no exclusions

SOURCBhio Episodé3ased Payment Model Clinical Design Team definition|

Oh L Governor’s Office of
lo Health Transformation

» Asthma Acute Exacerbation: Provider Performance

sttribution of provider average episode cost A
%in thousands
o
n 8 r A Average cost
— after episode
o 7 L exclusions
@ (e.g., clinical,
incomplete

- 6 F data)
[0} .
o A

5 L
2] 4 |
o
o

3 - .
) A
(=2} 2 -
>

1

0

Facility where trigger event occurs

Oh L Governor'’s Office of
10 Health Transformation

SOURCBhioMedicaid claims data, 20112.
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» Asthma Acute Exacerbation: Provider Performance

A

A Average cost

At after episode
Normalization exclusions
. : . (e.g., clinical,
Remove any impact from medical education incomplete
and capital expenses data)
A
A

Health Transformation

- Lf 1
Ohlo ‘ Governor’s Office of SOURCBhio Episoddased Payment Model Clinical Design Team definition|

» Asthma Acute Exacerbation: Provider Performance
qjstribution of provider average episode cost A
$5n thousands
o
o 8 A
o
o T [
- 6 ~
[ .
a A Average cost

5 F after removal
- of impact of
w4 - medical
o education and
o capital

3 .

A

o 2
>
< 1

0

Facility where trigger event occurs
- ’ 1
Ohlo Governor’s Office o.f SOURCBhioMedicaid claims data, 20112.
Health Transformation

17



Risk adjustment High cost outliers

Adjust average episode cost down based on
presence of clinical risk factors including:

Heart disease

Heart failure

Malignant hypertension
Obesity

Pneumonia

Pulmonary heart disease
Respiratory failure (specific)

Removal of any individual
episodes that are more
than three standard
deviations above the risk-
adjusted mean

Respiratory failure, insufficiency, and
arrest

Sickly cell anemia
Substance abuse

Health Transformation

«» Asthma Acute Exacerbation: Provider Performance

A Average cost
after removal
of impact of
medical
education
and capital

[ ’ ]
Ohlo ‘ Governor’s Office of SOURCBhio Episoddased Payment Model Clinical Design Team definition|

» Asthma Acute Exacerbation: Provider Performance

sttribution of provider average episode cost
%in thousands
o
»w 8 r
o
o 7T
—- 6 .
[0}
o
5 L
2] 4 -
o
o
3 -
S
1 -
0 ot i
Facility where trigger event occurs

A

A Average cost
after risk
adjustment
and removal
of high cost
outliers

SOURCBhioMedicaid claims data, 20112.

Oh n Governor'’s Office of
10 Health Transformation

4/27/2015
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/" "'/ ]
Asthma Acute Exacerbation: Provider Performance

Distribution of provider average episode cost
$

1,000
800
600
400

200

0 There is no
correlation
between average
episode cost and

1.0 level of risk

0.8
0.6
0.4
0.2

0

Avg. cost per
episode, $

Degree of risk adjustment distribution
Percent of risk adjustment per provider

Risk adjustment
percentage

Principal Accountable Provider

- L/ H
Ohlo Governor’s Office O_f SOURCBhioMedicaid claims data, 20112.
Health Transformation

Variationacross theAsthma Exacerbation episode
. Impact:
Median | Norradjusted: $804 Y 160 PAPs
cost - - - 1 21,994 Episodes
800 Riskadjusted: $326 1 $19.4 million Spend
) . ) Select Quality Measures:
700 11% One driver of variation is 1% T 50% Episodes whereray is
. o . performed
Inpgtlept the deClSIO.n Wheth?r or not Inpgtlept T 38% Episodes where patient
600 | Admission to admit the patient Admission fills prescription for asthma
controller
10% highest cost 10% lowest cost X .
500 Select Risk Adjustments:
‘ T Pneumonia
400 1 Heart disease
‘ T Obesity
300 Select Exclusions:
‘ T Age <2 and >64
T Inconsistent enrollment
200 ‘ T ICU stay > 72 hours
Sourcef variability/value:
100 T Medications
T Inpatient admissions
0 T Complications
Principal Accountable Providers (Inpatient and Outpatient Facilities)
- ’ - NOTESEach vertical bar represents the average risk adjusted cost in dollar,
Ohlo Governor’s Office O_f episode (including outliers) for one provider across Medicaid FFS and five
Health Transformation | yedicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.
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Variationacross theAsthma Exacerbation episode

Impact:
Median Non—adjusted $804 i 160 PAPs

cost

21,994 Episodes

1
800 RlskadJUStEd $326 1 $19.4 million Spend

Select Quality Measures:
T

700 l?iffel'en(?:'9 between 50% Episodes whereray is
25" and 78" percentile: performed

T 38% Episodes where patient
600 3 2% fills prescription for asthma
controller

500

Select Risk Adjustments:
Pneumonia

Heart disease

Obesity

Select Exclusions:

Age <2 and >64
Inconsistent enrollment
ICU stay > 72 hours

400

300

—C ==

200

Sourcef variability/value:
Medications

Inpatient admissions
Complications

Principal Accountable Providers (Inpatient and Outpatient Facilities)

100

episode (including outliers) for one provider across Medicaid FFS and five

O - Governor's Office of NQTESEa_\ch ve_rtlcal bgr represents the average risk ad]_ust_ed cost in dqllar
lllo Health Transformation | wedicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.

Variationacross theCOPD episode

Median Nonadjusted: $2,7

cost | Riskadjusted: $891
Select Quality Measures:
1

Difference betvvee_n 89% Episodes whereray is
1,500 250 and 78" percentile: performed

1 61% Episodes where patient
3 2% receives followup visit
Select Risk Adjustments:
Cardiac dysrhythmias

Blood disorders and anemia
Respiratory failure

Impact:

123 PAPs

4,533 Episodes
$13.7 millionSpend

—C = =<

1,000

—C = —¢

elect Exclusions:
ICU stay > 72 hours
Inconsistent enrollment
Intubation of patient

—C ==y

500

ourcef variability/value:
Medications
Inpatient admissions
Followup care

—C—=C—C(p

Principal Accountable Providers (Inpatient and Outpatient Facilities)

A episode (including outliers) for one provider across Medicaid FFS and five
Health Transformation Medicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.

O] io ‘ Governor’s Office of NC_)TEEEa_lch ve_rtlcal b:?lr represents the average risk adj_ust_ed cost in dqllar
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Variationacross theAcute PCI episode

Median Non-adjusted: $13,437
cost Riskadjusted: $6,956

11,000
10,000
9,000
8,000
7,000
6,000
5,000
4,000
3,000
2,000
1,000
0

Ohio

Difference between
25h and 78" percentile:

28%

Impact:

— = —¢

S
1
1
S
i
T

S
i

—¢

—C—C ==y

34 PAPs
311 Episodes
$4.3 million Spend

elect Quality Measures:

10% repeat PCI
1% postoperative hemorrhage!

elect Risk Adjustments:

STEMI
Fluid and electrolyte disorders!

elect Exclusions:

Inconsistenenroliment
Cardiogenic shock
Age <18 and >64

ourcef variability/value:

Diagnostic worlup
Setting of care
Complications
Readmissions

Principal Accountable Providers (Inpatient and Outpatient Facilities)

Governor's Office of

NOTESEach vertical bar represents the average risk adjusted cost in dollar,
episode (including outliers) for one provider across Medicaid FFS and five

Health Transformation | wedicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.

Variationacross theNon-Acute PCI episode

Median | Norradjusted: $8,850
cost | Riskadjusted: $7,484

13,000
12,000
11,000
10,000
9,000
8,000
7,000
6,000
5,000
4,000
3,000
2,000
1,000

Ohio

Difference between
250 and 78" percentile:

56%

Impact:

S
i
T

S
i
i
T

S
i
i
T

—C ===y

27 PAPs
273 Episodes
$2.4 million Spend

elect Quality Measures:
10% repeat PCI
1% postoperative hemorrhage!

elect Risk Adjustments:
Fluid/electrolyte disorders
Multiple vessel procedures
Complex hypertension

elect Exclusions:
Inconsistent enrollment
Age <18 and >64
HIV comorbidity

ourcef variability/value:
Diagnostic worlup
Setting of care
Complications
Readmissions

Principal Accountable Providers (Physician Entities)

Governor’s Office of

NOTESEach vertical bar represents the average risk adjusted cost in dollar,

A episode (including outliers) for one provider across Medicaid FFS and five
Health Transformation Medicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.
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Variationacross thePerinatal episode

- Impact:
Median | Non-adjusted: $7,013 I 360 PAPs
o - - I 30,939 Episodes
Riskadjusted: $4,753 $223.7 million Spend

. Select Quality Measures:
8,000 E'ﬁerencf beMee_n ) T 86% Episodes where patient
25" and 78" percentile: receives screening for Group

—¢

streptococcus
7'000 2 O% T 76% Episodes where patient
6,000 receives HIV screening
Select Risk Adjustments:
5,000 I Menstrual disorders
I Umbilical cord complication
4.000 I Eclampsia
! I Anemia
3,000 §e|ect Exclusions:
I Presence of '8 party liability
2,000 I Cystic fibrosis
I Inconsistent enroliment
1,000 §ourcemf variability/value:
| Elective interventions
0 1 Readmissions

Principal Accountable Providers (Physician or Physician Entities)

episode (including outliers) for one provider across Medicaid FFS and five

O - Governor's Office of NOTESEach vertical bar represents the average risk adjusted cost in dollar,
lllo Health Transformation | wedicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.

Variationacross theTotal Joint Replacement episode

Median Nonadjusted: $17,595
cost | Riskadjusted: $13,947

Impact:

45 PAPs

574 Episodes
$10.7 million Spend

— = —¢

I e a— §e|ect Quality Measures:
h " L I 10% Episodes where patient
22,000 M 25" and 78" percentile: receives one or more blood
transfusions
20,000 T 1% Episodes where patient
18,000 develops pulmonary embolisny
16,000 Select Risk Adjustments:

I Anemia
14,000 T Obesity
12,000 Select Exclusions:
10,000 Inconsistent enrollmgm. ]
Presence of '8 party liability
8,000 Lower leg open wounds,
6,000 fracture or dislocation
4,000 §0urce§)f varlgblllty{valye:
I Imaging choice/utilization
2,000 T Setting of care
0 T Implant choice

Principal Accountable Providers (Physician Entities)

— = —¢

episode (including outliers) for one provider across Medicaid FFS and five

O] - Governor'’s Office of NOTESEach vertical bar represents the average risk adjusted cost in dollar,
lo Health Transformation Medicaid MCOs; data covers period from July 1, 2013 to June 30, 2014.
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Anthem =9

aetna
() UnitedHealthcare

MEDICAL
MUTUAL,

()
CareSource

[ X ]
'...MOLINA'

HEALTHCARE

Buckcch
Community Health™Plan.

ih PARAMOUNT

ADVANTAGE

EPISODE of CARE PAYMENT REPORT

PERINATAL Jul1, 2013 to Jun 30, 2014
Reporting period cavering episodes that ended between  uly 1, 2013 ane June 30, 2014
PAYER NAME: Ohio - Medicaid FFS PROVIDER CODE: 1234567

PROVIDER NAME: XYZ Women's Health Center

| You would be eligible for gain or risk sharingof N/A' |

Episodes incusion and exclusion

Risk adjusted average spend per episode

Total eplsodes: 154 Dlstrization of provises meamge waknde epand ok axl.|
You are here
34,159
48% Excluded
74 Eptaodes 52% Included

80 Episodss

Ay risk-ad]. wpindn eperd ($,900}

.

Quality metrics

Your performance on quality metics that will
be ultimately linked to gain sharing

of your episodes

HIV sereening 5%
95% have been risk e 7
adjusted C-sectin 3%

Follove-p visit 0%

This is an example of the reports the N/AT
plans listed above made available to
providers beginning in March 2015

Oh a Governor’s Office of
lO Health Transformation

1§ ot wpcicabe it rapuoring-cedy parocd

[ SOS NI

IAyYy3 SLIA&ZR

S

a

Payers:

Providers:

AY

Ohio

5Aa0dzaarzy X

Governor’s Office of
Health Transformation

[@=iN

4/27/2015

23



