Value-based
purchasing
survey results

Washington providers and health plans
report 2017 VBP experiences
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Background

HCA’s roles and our value-based roadmap
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What we do at HCA

State’s largest health care purchaser
» Medicaid (Apple Health)

We purchase care for 1in 3

> 1.9 million people non-Medicare Washington
» Public Employees Benefits residents with an annual
> 370,000 people spend over $12B

» School Employees Benefits (2020)

> 144,000 more covered lives coming

Driving change through incentives
» Reward patient-centered, high-quality care
» Reward health plan and system performance
» Drive standardization

"
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HCA purchasing goals

© By 2021:

» 90 percent of state-financed health care and 50 percent of commercial health care will

be in value-based payment arrangements (measured at the provider/practice level).

» Washington’s annual health care cost growth will be below the national health

expenditure trend.

Tools to accelerate VBP and health care transformation:
e 2014 legislation directing HCA to implement VBP strategies

 SIM round 2 grant, 2015-2019
e Healthier Washington Medicaid Transformation 2017-2021

Washington State
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Goal & vision statement

HCA’s ultimate goal is to achieve a healthier Washington — consistent with the quadruple aim — by
containing cost growth while improving outcomes and both consumer and provider experience.

HCA’s vision for 2021 is to drive toward a healthier Washington by using the State’s authority and
purchasing power to advance VBP.

All HCA programs implement VBP according to an aligned purchasing philosophy.
Plan partners and accountable delivery system networks comprise most of HCA’s purchasing business.

HCA exercises significant oversight and quality assurance over its contracting partners, implementing
corrective action as necessary.

Washington’sannual health care cost growth will be less than the national health expenditure trend.

Washington State

Source: HCA, “HCA Value-based Roadmap 2017-2021,” January 2018 Hea Ith Care Uth o rlty



Value-based purchasing roadmap

HCA’s VBP Guiding Principles:

1) Continually strive for the quadruple aim of lower costs, better outcomes, and better
consumer and provider experience;

2021:

2) Reward the delivery of person and family-centered, high value care;

0
3) Reward improved performance of HCA's Medicaid, PEBB, and SEBB health plans and their 90 /0 VBP
contracted health systems; A
I
4) Align payment and delivery reform approaches with other purchasers and payers, where 1
feasible, for greatest impact and to simplify implementation for providers; 2020:
5) Drive standardization and care transformation based on evidence; and 85% VBP
7
6) Increase the long-term financial sustainability of state health programs. I’
[ 2019: }
0
d\VEDICAID SEBB 75% VBP
2017 actual: 2018:
2016 acwat: || VP 50% VBP
30% VBP | T A
\ IR
R, 2017:
2016 30% VBP
20% VBP Washington State

Health Care Authority



Alignment with CMS Alternative Payment
Models (APM) framework

Category 1 Category 2 Category3 Category 4
Fee for Service — Fee for Service — APMs Built on Population-Based
No Link to Quality & Value Link to Quality & Value Fee-for-Service Architecture Payment
e C D A B A B
S Dtk S Foundational Pay for Rewards for Rewards and APMSs with APMs with Upside Condition-Specific Comprehensive
Payments for Reporting Performance Penalties Upside Gainsharing Gainsharing/ Population-Based Population-Based
nfrastructure & for Performance Downside Risk Payment Payment
Operations
Bonus payments
Bonus payments Ities 4o Bundled payment Bundled payment
for quality and penattes for with upside risk with up- and Population-based
performance only downside risk payments for Full or percent of
prenuiunm
populztion-based
V4 payment (e.q., via
State’s VBP Standard:
rewards for O CoE)
quality
performance
[
BN | Categories 2C =2 4B
for quality payment and
performance delivery system
&ﬁodzasd Population-hased
Oncology COEs Oncology COEs pops mr? payment for
with shared ith ghared M:T:;c;l o comprehensive
savings anly savings and losses heui pediatric or
conditions, such geriaric care
as diabetes
] N
PRisk-bazed paymems NOT linked to quaiity (Capitated payments NOT finked to quality
ey e o i i et st e VAt

7
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VBP accountability — MCO contracts

MCO Contract Withhold Components

Percentage Targets by Year

Performance
Year
2017
2018
2019
2020
2021

Target
Percentage
30%
50%
75%
85%
90%

Performance
Year
2017
2018
2019
2020
2021

Target
Percentage
.75%
1%

1%
TBD
TBD

Performance
Year
2017
2018
2019
2020
2021

Target
Score
0.2
0.2
0.2
0.2
0.2

VBP Share: Provider Incentives Share: 12.5% QIS Share:
12.5% 75%

Washington State

Health Care
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VBP accountabillity -

MTP

Statewide accountability
Percentage Targets by Year

VBP adoption Scoring weights

target

(HCP LAN 2C- Improvement Achievement
4B) Score Score
75% 50% 50%
85% 45% 55%
90% 40% 60%

Pay for Performance MCO DSRIP VBP incentives

Percentage Targets by Year

Performance targets

HCP LAN 2C-4B HCP LAN 3A-4B
Performance target  Performance subtarget
75% 20%

Washington State

Health Care

Ddthority”



HCA'’s value-based
purchasing survey

Tracking progress in calendar year 2017

Informing current and future strategy

Washington State ]
Health Care AUthority
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Overview

© Three surveys: MCO, commercial health plan, provider
© Purpose: track progress towards VBP goals

© Issued to all Washington State health plans (including
five MCOs) and to provider organizations

© MCO and provider surveys add regional information and

context

© Intended to be completed by administrators

'3 State-financed

50%
Commercial >

Washington State

Health Care
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Health plan VBP survey

| E—————— Washington State .
Health Care AUthority
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Health plan VBP survey respondents

© MCOs (n=5):

» Amerigroup

» Community Health Plan of

Washington
» Coordinated Care
» Molina
» United

© Medicare & commercial health
plans (n=7):
» Aetna
» Amerigroup™

» Community Health Plan of
Washington*

» Coordinated Care*
» Kaiser Permanente*
» Premera*™

» Regence*

*Current HCA contractor

Washington State
Health Care Authority



NCACH provider VBP survey respondents

© Providers giving HCA permission to © Providers (continued):
share responses (n=23): » Coulee Medical Center
» American Behavioral Health Systemes, Inc. > Family Health Centers.
» Grant Integrated Services
» Assured Independence _ , o
: . : » Lake Chelan Community Hospital and Clinics
» Catholic Charities - Serving Central _ _ _ ,
Washington » Mid Valley Hospital/Mid Valley Medical Group
» Catholic Charities of Central Washington > Moses Lake Community Health Center
» Catholic Charities of Eastern Washington > North Valley Hospital
» Chelan county Public Hospital District No. 1 > Okanogan Behavioral Healthcare
DBA Cascade Medical Center » Parkview Medical Group
» Children's Home Society of Washington » Samaritan Hospital
» Columbia Basin Health Association » Sundown M Ranch
» Columbia Valley Community Health » The Center for Alcohol and Drug Treatment
» Confluence Health » Three Rivers Hospital

Washington State
- Health Care Authority



Quantitative data results

Health plan VBP survey

| E—————— Washington State ]
Health Care AUthority



Health plan VBP surveys (cont.)

© Payments by APM category

Medicaid Payments by APM Category Medicare Payments by APM Category Commercial Payments by APM Category

€ 4% G 32% G
G 42% C ‘ 26%
€ % e 25% G 22%
¢ 1% 0% “10%
G 50% G 36% G 44%
® FFS ®2A/2B ®2C/2D ®3A/3B ® 4A/4B ® FFS ®2A/2B ®2C/2D ®3A/3B ® 4A/4B ® FFS ®2A/2B ®2C/2D ®3A/3B ® 4A/4B
n=>5 n=6 n=>5

Total payments = $4.62B
VBP = $2.30B (49.7%)

16

Total payments = $1.61B
VBP = $1.03B (64.1%)

Statewide VBP = $9.37B (55%)
2017 survey results = 37%
2016 survey results = 30%

Total payments = $10.72B
VBP = $6.04B (56.4%)

Washington State
Health Care Authority
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MCO VBP by Accountable Communlty of Health

North Sound
ACH

46%

.g%

North

Better Health

Olympic Central ACH Together
Community of 0 0
% it 62% 50%
| 47%

J'f HealthierHere i
) ': 50%
Pierce County

' Cascade Pacific 56%
Action Alliance »

47%

Greater
Columbia ACH

47%

Washington State
Health Care Authority



Health plan VBP surveys (cont.)

© Payments by APM category

Medicaid Payments by APM Category

e

© 4%

G 4%

¢ 1%

® FFS ®2A/2B ®2C/2D ®3A/3B ® 4A/4B

NCACH Medicaid Payments by APM
Category

€=
e

“10%

e -~

OFFS @®2A/2B e2C/2D @3A/3B @4A/4B

18

n=>5
Total payments = $4.62B
VBP = $2.30B (49.7%)

n=>5
Total payments = $236M
VBP = $146M (61.9%)

Note: Confluence Health has
indicated they will revert to full FFS

MCO reported payments: $236M
Confluence reported revenue: $73M
(31% of total MCO payments)

If all Confluence revenue was FFS in 2017,
regional VBP would be 48% (down from 62%)

Washington State
Health Care Authority



Provider VBP survey

| E—————— Washington State ]
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Provider VBP survey

© Respondent organization type

» (multiple selections per respondent possible)

Statewide

Not-for-profit 65

For-profit s 11
Critical Access Hospital —m— 20
Rural Health Clinic ~ =—— 17
Federally Qualified Health Center ——— 16
Hospital — — 13
Outpatient clinic/facility ————————— 29
Inpatient clinic/facility == 4
Behavioral health provider =————— 29
Multi-specialty practice =————— 13
Independent, multi-provider... mmm 7
Tribal health care provider = 2

Single-provider practice 1 1

NCACH

Not-for-profit
For-profit

Critical Access Hospital

Rural Health Clinic

Federally Qualified Health Center
Hospital

Outpatient clinic/facility
Inpatient clinic/facility
Behavioral health provider

Multi-specialty practice

Independent, multi-provider single-...

Tribal health care provider

Single-provider practice

15

n=23

4 6 8 10

Washington State

Health Care

12 14 16

Ndthority”



Quantitative data results

Provider VBP survey

Washington State
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Provider VBP survey (cont.)

© Respondents’ number of clinicians

Statewide NCACH
- : 100% 100%
90% 90%
80% 80%
70% 70%
60% 60%
50% 50%
40% 40%
30% 30%
20% 20%
10% 10%
0% 0 0 0%
6-20 101-500 21-50 51-100 0-5 1000+ 501 - 1000 6-20 21-50 51-100 101-500 0-5 501-1000 1000+
n=95 n=23

Washington State
. e—— Health Care Authority



Provider VBP survey (cont.)

© Total revenue by sector: North Central Accountable Community of
Health

NCACH: Revenue by Sector

" $450
S
$350
$300
$250 n=18
$200 $171
$150
$100
S50
S0

Medicaid Medicare Commercial

Washington State
——— Health Care Authority



Qualitative data results

Provider VBP survey

Washington State
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Provider VBP survey (cont.)

© Respondents’ experience with VBP

m Very positive

= Somewhat positive
Neutral

= Somewhat negative

m Very negative

= N/A

Statewide

Very positive
4 L

N/A
42

Very negative
3

Somewhat
positive
16

Neutral
15

Somewhat
negative

m Very positive

= Somewhat positive

Neutral

= Somewhat negative
m \ery negative

= N/A

NCACH
Very positive Somewhat positive
|: :0 2
Neutral
1

‘ Somewhat

negative
1

Very negative
2

Washington State
Health Care Authority
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Provider VBP survey (cont.)

Summary: top three enablers and barriers to VBP adoption
(from most often cited to least)

Aligned quality measurements and definitions (26) Lack of interoperable data systems (61)

. Development of medical home culture with engaged Lack of timely cost data to assist with financial management (53)
Statewide providers (23)

Ability to understand and analyze payment modes (21) Lack of access to comprehensive data on patient populations (48)

Common clinical protocols and/or guidelines (4) Lack of interoperable data systems (12)
Aligned quality measurements and definitions (4) Insufficient patient volume by payer to take on clinical risk (10)

Sufficient patient volume by payer to take on clinical risk (3) Lack of timely cost data to assist with financial management (9) —
— tied with three others (medical home culture; regulatory  tied with ‘lack of consumer engagement’
changes; aligned incentives)

Washington State
Health Care Authority
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Provider VBP survey (cont.)

© Respondents’ experience over the last year relative to barriers

Statewide NCACH

Improved
25 = [mproved

m [mproved

m Worsened

= Stayed the same

Stayed the same
53
Worsene d
9

Washington State
Health Care Authority
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Provider VBP surveys (cont.)

Health equity

# of Providers responding “Yes” to

# of Providers responding “Yes” to

Statewide . . assessing performance by the followin
collecting the following data g perf y 8
data
Race 86 13
Ethnicity 81 13
Language 80 11
. . # of Providers responding “Yes” to
# of Providers responding “Yes” to . - : .
NCACH . . assessing performance by the following
collecting the following data
data
Race 22 5
Ethnicity 20 5
Language 22 4

Washington State

Health Care Authority



Provider VBP survey (cont.)

© Integration: respondents’ reported level of SAMHSA’s “Six Levels of

Collaboration/Integration”
Statewide

Level 6: Full Collaboration in a
6
Transformed/Merged Integrated Practice B

Level 5: Close Collaboration Approaching an I

Integrated Practice

Level 4: Close Collaboration Onsite with Some _ 14

System Integration

I s

Level 3: Basic Collaboration Onsite

N, 33

Level 2: Basic Collaboration at a Distance
I

0 5 10 15 20 25 30 35

Level 1: Minimal Collaboration

© 70 providers intend to move to a higher level in the next year

[>)

NCACH

0 2 4 6 8

10 12

18 providers intend to move to a higher level in the next year

Washington State

Health Care

dthority”
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Provider VBP survey (cont.)

© Technical support: types of technical support received

Statewide

m Value-based
reimbursement

m Behavioral/physical
health integration

m Practice transformation

NCACH

13

Washington State

Health Care

Dathority”
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Provider VBP survey (cont.)

© Technical support: type of technical support that would be the most
helpful moving forward

Statewide NCACH

m Value-based reimbursement

® Behavioral/physical health
integration

B Practice transformation

Washington State
Health Care Authority



Provider VBP survey (cont.)

© Respondents’ future plans for VBP

Increase by more than 50%
Increase by 25-50%
Increase by 10-24%

Increase by up to 10%
Stay the same
Decrease by up to 10%
Decrease by 10-24%
Decrease by 25-50%

Decrease by >50%

Statewide

—_—

I 15
I 16

25

23

H:
0
|
| ]!

Increase by more than 50%
Increase by 25-50%
Increase by 10-24%

Increase by up to 10%
Stay the same
Decrease by up to 10%
Decrease by 10-24%
Decrease by 25-50%

Decrease by >50%

Washington State
Health Care

9
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VBP Toolkit

Manatt conducting interviews with ACHs, providers, and MCOs
» Which VBP TA tools and resources are most valuable?
» ACH role in facilitating access to and use of TA tools and resources
» ACH training needs to support TA role

Preliminary interview findings:
» Must target VBP resource development and delivery in the most high-value areas

» Coordination across stakeholders (ACHs, MCOs, provider associations, HCA) to provide
the necessary suite of support services to help providers transition to VBP

» VBP roles need to be clearly defined and communicated

Aim to publish/release final toolkit/compendium in May

Washington State _
33 Health Care Authority



Summary findings

Provider and health plan VBP surveys

Washington State
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Summary findings — VBP Is accelerating

© Health plans’ VBP adoption increased from previous year, outpacing targets.

© Providers’ experience with VBP has been generally positive among those providers with some degree of VBP
participation.

Providers generally plan to increase VBP participation and desire technical support.
Responding providers generally report lower levels of VBP adoption than health plans.

Lack of interoperable data systems remains the top-rated barrier.

O 0 0 90

To facilitate the acceleration:

Improve timeliness and comprehensiveness of data shared to providers (multi-payer)
Align quality measures and incentives

Foster collaborative and trusting relationships

Invest in inter-operability

Support small to medium sized providers

vvyVvyyvyy

Washington State
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e Financial solvency
under FFS (e.g., low
volume)

* Sicker, older and
population changes

» Lack of resources to

invest in value-
based care

e \WWorkforce issues,
recruitment and
retainment

e Consolidation

e Stewards of tax payer
money to leverage
purchasing power to
pay for high-quality,
high-value care across
for rural WA

e VBP and population
health TCOC goals

e Build on
transformation efforts
(e.g., Accountable
Communities of
Health)

e Consolidation

e Same as HCA

e Rural providers
traditionally left out of
Medicare VBP efforts

 Interest in partnering
with states with novel
rural transformation
approaches that
improve health
outcomes and reduce
costs

e Consolidation

Washington State
Health Care

ut'hority |

Rural Stakeholder Perspectives - Why Rural
Transformation

WA HCA (Medicaid and :
Rural Health Systems PEBB/SEBB) Medicare/CMMI

Unit costs higher in
rural areas

Are already supporting
rural health system
transformation on an
individual hospital
basis

Some services provided
by some rural health
systems may not meet
the needs of their
individual
communities
Consolidation

| .’ Healthier

37



- Rural Transformation Journey - Background
Where we’ve been, where we are, and where we want to go

? -« Healthier Washington's Payment Model 2: Encounter to Value

|« Health Innovation Leadership Network: Rural Health Innovation
: Accelerator Committee

Q 2018

@ 2017 Exploratory development of a

Rural Multi-Payer Model

2015 4 Early engagement to develop a new rural model:

« Commercial payers, MCOs, providers, and key stakeholder
e Medicare

Washington State AM "' Healthler

Health Care WASHINGTON



Washington Rural Health Access Preservation
(WRHAP) Project

« WRHAP group created in 2014 by DOH and Washington State Hospital
Association, following New Blue “H” Report

« Workgroup's mission: assist WRHAP Critical Access Hospitals (CAHSs)
on brink of closure with preparing for value-based purchasing,
alternative payment models

« 13 of smallest and most remote Critical Access Hospitals are WRHAP

members:
— Cascade Medical Center - Garfield
— Columbia Basin — Mid Valley
Davt — Morton
- Uayton — North Valley
— East Adams _ Odessa
— Ferry County — Three Rivers _
- Forkes - Willapa Heaith e thory” WM 1S3 LIS

39



- WRHAP Legislation

« ESHB 2450 (2016)
— Established WRHAP pilot

— Allowed designated Critical Access Hospitals (CAHs) that dropped
their CAH licensure to participate in WRHAP and resume CAH
payment

« SHB 1520 (2017)

— Expanded ESHB 2450

— Directed HCA to create WRHAP pilot “to develop an alternative
service and payment system for CAHs” and encourage additional
payers to use the adopted payment methodology

— $2.1 million transition funding in 2018 and 2019 for WRHAP pilot
Washington State Aﬁtm "' H ea lth ier

Health Care WASHINGTON
40



- SHB 1520 Implementation

« HCA, DOH, and Washington State Hospital Association (WSHA) worked with
WRHAP hospitals (summer/fall 2017) to use transition funding to:

— Build capacity of behavioral health services or care coordination services
— Link quality performance to implementation of those services
« HCA worked with CMS to match funding (approved July 2018)

« Transitional funding through MCO contracts with TA support from WSHA
(July 2018)

* Progress report to Legislature (submitted December 201 8)

« With CMS approval, transitional payments are active

— WRHAP hospitals have until December 2018 to submit their first
performance report

Washington State 5, ") -
e ) oy’ W] HEALENIET
41



- Broader Rural Transformation Efforts Timeline

SHB 1520 &
CMS
approval of
WRHAP transition
created ESHB 2450 funds
(2014) (2016) (2018)

Work with
CMMI* to

secure
Medicare
participation
(2019)

CAH* & Rural Updated
Health Center Medicare
Payment Model, participation
State Innovation guidance
Model Grant (2017)

(2014)

Washington State

Health Care /' ut"ﬁorlty "' I\,-Ivfsamg-lrgg

*CAH = Critical Access Hospital; CMMI = Center for Medicare and Medicaid Innovation

Blueprint for rural

transformation for

all rural hospitals
(Sept. 2018)

42



Rural Transformation Model - Proposed Goals &
Approach

Primary Goal: Sustain access to essential care in rural communities

Secondary Goals:
« Improve health outcomes and quality of care for rural residents

e Incentivize rural health systems to provide services that meet the needs of their communities (in partnership with the
state, federal gov’t and payers)

« Improve the financial state of participating rural hospitals by re-aligning incentives and through care coordination
e Reduce the growth of hospital expenditures across payers

Proposed Approach - 3 components:

1) Alternative Payment Model (Budget) for all rural hospitals (52 eligible)

2) Delivery system transformation strategy (detailed care transformation plans, annually)
3) Quality metrics

Justification for approach:

e Broad accountability for a population as condition of Medicare participation (vs. regional)

« Budget approach brings stability and predictability for rural health systems

« Allows for customized approach for each community (created by each community)

« Opportunity to address state and federal regulatory barriers, e.g., workforce, scope of practice
e  Opportunity to synchronize with transformation efforts already underway (e.g., ACHs)

Washington State , _——" ) -
e ) oy’ W] HEALENIET
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Triple Aim

2014

Alignment of transformation goals: Achieving the

2017 2019/2020

Medicaid Transformation Rural
Initiative Transformation Model

SIM Grant

90% of WA residents and their communities Accelerate the transition to value-based care Same — by sustaining access to equitable

will be healthier (through improving the
way we pay for care)

All people with physical and behavioral
(mental heath and substance use disorder)
will receive high quality care

Washington’s annual health care cost
growth will be 2% less than the national
health expenditure trend

(90% by 2021) and essential care in rural communities

Improve population health Same — by promoting coordination of
services like primary care, specialty care
and behavioral health

Ensure that Medicaid per-capita cost Reduce the growth of hospital expenditures
growth is below national trends across payers

Reduce avoidable use of intensive services
and settings

Washington State , - ." Healthier

Health Care / uthorlty WASHINGTON
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2014

VBP Accelerating Transformation

2017 2019/2020

Medicaid Transformation Initiative Rural Transformation

VBP (4 payment models)

Care transformation strategy (various)

Providers, PEBB, commercial and MCO
plans, employers, ACHs

Gov Office, HCA, DOH, DSHS

VBP (existing Medicaid VBP, VBP targets for VBP (budget approach), LAN 4B
MCOs and ACHs)

In 2020: 85% (LAN 2C-4B); 30% (LAN 3A-4B)

In 2021: 90% (LAN 2C-4B); 50% (LAN 3A-4B)

Care transformation strategy (toolkit) Care transformation strategy (annual plans)

Providers, MCOs, ACHs Providers, PEBB and SEBB, commercial
and MCOs, ACHSs, multi-payer, employers,
Medicare

Gov Office, HCA, DOH, DSHS Gov Office, HCA, DOH, DSHS, Economic

Security, Commerce

Foundational Transformational Core Strategies
Accountable Communities of Health
Integrating physical and behavioral health care
Performance measures
Practice transformation support
Health workforce innovation

45



A new payment approach and care transformation support are
the two main pillars of the model

Fixed annual revenue Care transformation support

Fixed annual payment paid out o
@] . to hospitals monthly, providing _ﬁ_ Tailored assistance at no cost to
nY Fa 0
+-|=-|-|- a stable stream of revenue |y the hospital

Stabilize cash flow, so hospitals
can invest in care quality and
sustainability

The objective of support is to
minimize the burden of making
transformation-related changes

o

=

||+

) Based on historic data adjusted - Support across all
B E - for transformation-related o= transformation phases: data
“lees|-  service changes ~|2=[l-  collection, plan creation, and

implementation

Washington State 5 - ' " H ea lth ier

Health Care / uthorlty WASHINGTON



52 Eligible Hospitals (CAH or in an OFM rural county)

TwhatCDI’ﬂ
San Juan Q¢
wn® R
2

Pei*"‘;iﬂ fesce isand YA L Unnec ceners

\u\,_l) Izlznd Hospital

@ shazitvaley Hospital
Island

Okanogan Ferry Stevens Pend
Oreille

@ north valley Hospital
@ rery County Memorial Hospital

@ Frovidence — Mount carmel Hospital

@ rid-valiey Hospital

@ Frovidence — st oseph's Hospital
Newport Hespital B Heath Servicas

Clallam windbeykeatth Jhomish Chelan

Cascade Valley Hospital

Oitympic tedical Center

@ Forks community Hospital

Jefferson Douglas cobies Iedical center Spokane
ACH Reglon ke Chelan Community Hospial e
@ cascade medical ceme: ® oo e
|:| Better Health Together | Grays Harbor T
. e . . Kittit confluence Health — Central Washington Hospital & Wenatches valey Hospitz
| Cascade Pacific Action Alliance N . o = eran'r. i )
Mason General Hospital Columbia Basin Hospita Memaoral Hea re Cel T
I:l Greater Columbia ACH Pierce LI e @ ciney vatey wedial cemer | gams Whitman
. Grays Harbor Dommgn;“?;'n:cn oot o @ samaritap peaithcare @ =t Adams fursl Heaithaare
I:l HealthierHere Thurston ,
O itz valey peathoars

@ whitman Hospital & Medical center

Yakima

@ orhelo community Hospital

|:| North Central ACH

| North Sound ACH

|:l Olympic Community of Health
|:[ Pierce County ACH

|| Southwest ACH (SWACH)

o~y Pacific

@ witapa Harbor hospital @ rrovidence Centrafia Hospital

@ Puiman Regional Hospital

Lewis
Franklin

Astria Health System — Yakima Regional Medical & Cardiac Center
ez Masen 5 e 1|

[

@ carfisid county Memorial Hospital

Columbia Tr-Stste Memorzl Hospital

. Astria Heslth System — Toppenizh Community Hospital
7 Py i 8 Walla
@ 2stis Health System — Sunnyside Community Hospital

n Beach Hospital lakum
@ oayton General Hospitsl | Aeotin

Cowlitz Si R

@ Fran medical center
@ Lowrdes medical center

Fescetieath St john Medical Center

St. Mary Medical Center

Klickitat

@ Kickitat valey Hospital

Okanogan and Klickitat are transitional counties based on Medicaid gegional service areas.



The proposed model will open to 52 rural hospitals and all
health plans

Requirements for model participation

I Defined as a rural hospital by HCA (i.e., hospital is within a
OFM-designated rural county or 39 critical access hospitals)

JHave a significant proportion (TBD, although likely greater
than ~70%) of the hospital’s net patient revenue would be from
insurer participants in the model

_IDemonstrate interest and commitment to transformation

Washington State , - ' " Healthier

Health Care / uthorlty WASHINGTON
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Hospitals can transform care, improve quality, and become
financially stable under the model

Description

« Reduce hospital care (e.g., reduce # of readmissions, #
hospitalizations, length of stay) that is unplanned and
can be prevented through improved quality, care
management, coordination and clinical operations

How can « Improve hospital’s ability to provide care in the most

providers Improve operational cost-effective manner (e.g., reduce operating expenses

succeed by efficiency "._'! per admission) by optimizing processes and capabilities
adopting

global
budgets? « Generate optimal revenue (e.g., by increasing

appropriate outpatient and inpatient volume) from
service lines and community programs that align with
hospital and population needs and improve the
patient care experience

Improve quality

Optimize Optimize service
revenues $— profile

ashington S i
Lo ie ) strory” W H€2LEHIET
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Inclusions in the baseline are based on type of facility and
type of service

Included

B
L

What

facilities
services and
included in

the NPR?

Included facilities in Year 1:

Acute care hospitals N
CI’ItIC.a| access hospitals (CAH) included
Hospital-owned long-term care

Hospital-owned behavioral health

\ 4
[ ]

services ¢
Hospital-owned and operated clinics °
Hospital-employed PCPs °

Excluded facilities in Year 1:

Included services in Year 1:

Inpatient hospital services

Outpatient hospital services (e.g., ED, Lab, Imaging, E&M
services, Same day surgery, Other OP services)
Hospital-owned primary care

Hospital-owned long-term care

Hospital-owned behavioral health

CAH swing beds

Professional services

Post-acute care institutions (e.g. ¢
skilled nursing facility) .
Dialysis facility .
Ambulatory surgery centers or .

other special facilities

Excluded services in Year 1:

Dental services

Durable medical equipment
Home health services

All others

The global budget excludes operating revenue outside of NPR such as existing earned quality, value-based payments, or

other supplemental payments (e.g., legislative programs, DSH)

Healthier
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| WORKING DRAFT

In discussions with CMMI and other stakeholders, HCA is still
working through some elements of the model

Elements under consideration for the rural multi-payer model:

* How employed PCPs, including those in owned FQHCs and RHCs, will
be incorporated into the model

= Administrative feasibility of incorporating professional fees
® Guardrails to be included in the model

* Glide path for hospitals joining the model

= (Care transformation investment support options

" Elements and structure of transformation plans

" How quality metrics will be harmonized between the rural multi-
payer model and other state programs

HCA will continue to build out these aspects and incorporate input and suggestions

Washington State , _— "' Healthier
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- Stakeholder Participation - Proposed Approach

Rural Health Systems Medicare/CMMI

e Voluntary  Model engagement with e Voluntary

 Phased approach, e.g., 8- WA under SIM  Phased approach,
10in Year1l e Continued engagement starting with Medicaid,

e 52 hospitals eligible (if in through Spring to show PEBB and SEBB
a OFM-rural designed value of model to « ASO BOB at payers’
county Medicare discretion, with TA

e Participating rural health assistance from HCA
systems will: e Prospective payment to
 Have a set budget participating rural health

systems based on % of

e Agree to submit care
revenue

transformation plans

e Will receive data and
analytic support

-«ushingtor Caec 1 1At iiel
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budget

Participating hospitals would embark on a journey to ensure
oreparedness and readiness for care design under a new

Community &

provider assessment Exploration Evaluation Plan Launch
® © © O ®
Y Y %% %
- - lIII
[ i 2! 5354 A
« Internal or external «  Determine possibility * Prioritization of Develop board-level « Launch global budget
benchmarking on with transformation strategic priorities briefing materials model
operational areas/ levers/ - Develop initiatives to Develop transformation « Consider change
performa!nce, access, Interventions help define year 1 plan, including: management approach
and quallty. * Model the impact of expectations and — Community needs - Provide guidance on
. Understa_ndlng prov_lc!er qnd insurer interventions _ Capabilities detailed action plan and
Icommunlty needs IIDV participation - Consult with experts assessment execution to
everaging materia . iti . L izati
ng\?A) | Produce_ exar_nples of _ and communities _for _ Strategic priorities organization
(e.g., an how to identify potential best practice sharing : :
: : . N (w/ targets, financial
Interviews strategic priorities

plan etc.)

High-level action
plan

Washington State ,

Health Care Authority’ "' I\/-Iv,?sal—lllir!:lglgl'\;

53




- Proposed Governance Approach

= A public/private board made up of providers, payers, national rural/payment experts

Authority to approve and amend budgets within parameters set in state/federal agreement and
provider and payer MOUs

Potential models to emulate/learn from:
= Maryland Health Services Cost Review Commission
= Pennsylvania legislation

= Bree Collaborative

Washington State , _— ' " Healthier
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- Proposed Timeline

e Multi-year (5-7 year model)
 Budget starts for participating hospitals: Mid 2020 or Jan 1,
2021

 Pre-implementation phase starts when Medicare agreement
finalized: Fall 2019/Jan 1, 2020

« Formal commitments from “early adopter” hospitals and payers:
Summer 2019/Fall 2019

Washington State , _——" ) -
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Detailed roadmap broader Rural Multi-payer Model

Initial cohort (Wave 1) launch

Concept paper development & Participant LOIs and State Launch preparation with df h .
feedback Agreement initial cohorts (Wave 1) LIS L I ELEM G L
(Wave 2 and beyond)
Now - October 2018 Through end of 2018 / January - December 2019 January - December 2020
early 2019
* Determine technical model * Engage CMMI to refine model = Complete transformation plans = Go-live with Year 1 of model
parameters and high-level components and develop State = Use simulation tool to for payers and first wave of
design Agreement if approved determine value creation participating providers
= Engage providers for feedback = Develop quality goals and opportunity = Launch governance structure
= Create concept paper for CMMI  relationship to existing measure = Fijnalize list of Wave 1 providers = Determine next wave of
feedback sets and insurers participating in hospital and provider
= Develop governance approach and  the model with formal participation
required structures agreements = New payment model would
* Engage interested stakeholders to = Determine technical start mid-2020 or January
specifically quantify value of requirements for data intake 2021
participation / provide board and reporting
communication materials = Begin to collect data from

providers and insurers

Washington State , _—" 9 "' H ea lth ie r
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Questions & discussion

Thank youl!
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For more information:

JD Fischer
Value-based Purchasing Manager
jd.fischer@hca.wa.gov

Rachel Quinn N A S/ 1
Special Assistant for Health Policy and 1N A = K
Programs R s
jd.fischer@hca.wa.gov N | S
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