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Agenda

Time Topic

8:30-9:30 Recap and where we are today

9:30-10:00  Timeline and approach going forward

)

10:00-10:15 Break

10:15-11:00 Workforce discussion

11:00-11:45 Provider scorecard discussion

11:45-12:00 Wrap up and next steps
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Welcome back: Who is in the room?

Which stakeholder group do you represent?

> W e

O N OO

Patient/consumer 30%
Physician
Health system

Nurses, behavioral health
specialists
and other providers

Community organization
State
Payer
Other
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Objectives for this section

= Recap of where we are today
and core components of the plan

= Discussion of savings estimates
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Our journey — just the beginning v coswoksreansesson

WV Health Care Commission

Public comment
Working sessions and discussions

/\
I I I I

Vv \A A 4 V=~V % \4
Feb ‘13 May Jun July Aug

Sep 12

Apply for Award of May 7 1stdraft 2nd draft Dec 23
design  design Kickoff Plan
grant grant submitted

@ -
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Where we are today

Choose Health Delaware

Delaware’s State Health Care Innovation Plan

* Plan submitted to CMMI on
December 23 (online at
HCC website)

* FOA for Model Testing
A Chooselealth — funds expected in February,
with submission expected

n - -
= Guidance that it will be

critical to demonstrate
progress on having
Infrastructure in place prior
to submitting grant

-

Ok
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Reminder: Delaware’s goals

) Delaware will be one of the five
healthiest states in the nation; and

» Delaware will be in the top ten percent
In health care quality and patient
experience by 2019; and

) Delaware will reduce health care
costs by 6%
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Reminder: Case for change

Delaware begins
transformation with many = Better coverage, better cancer

strengths screening coverage

= Has significant assets to support the
health care system

Innovation yielding positive outcomes in
specific efforts

Significant gaps remain
vs. Triple Aim

Delaware remains unhealthy

Health care quality generally average,
experience often below average

Spends 25% more per capita than national
average

Given strengths and investment, current situation is surprising
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Reminder: Understanding why we are here

Structural barriers . ...and operational challenges

* Payment incentivizes volume of = Workforce has major gaps in
services — not quality . specialties, geographies, and skills

= Care delivery is concentrated and = Limited transparency on quality and
highly fragmented . cost for patients and providers

= Population health approach not = Lack of payer alignment on payment
connected with care delivery . model, measures, and areas of focus

= Sustained preference for pilots vs.
. designing for scale

= Community resources spread thin
. across many prevention areas

= 10% of Delawareans remain uninsured

@ 8



Reminder:
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Delaware’s framework

Health
information at
point of care

w

Multi-
stakeholder
governance

& 'V’ 2 (A
Delawarean

Payment linked
to outcomes

Shared
resources and
services to
support
providers

Flexible
workforce
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aking the first steps: Medicaild MCO RFP
reflects core elements

Examples reflected in the RFP

Payment and delivery reform consistent with
Delaware’s State Health Care Innovation Plan

\/ Focus on care coordination

Implementation of P4V and total cost of care
payment models

Detailed approach to ensuring effective diagnosis
and treatment through evaluation and metrics

Data infrastructure supporting reporting and care
coordination

10
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Structure for organizing going forward:
Delaware Center for Health Innovation

What it is

\/I\/Ieant to continue the way we
have worked together so far

‘/Help to build from existing
initiatives and implement core
elements of the plan

\/Designed to be representative
and inclusive

What it is not

XGovernment led

XOrganization with authority
to replace ongoing initiatives

XDesigned to be a large
bureaucratic organization
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Reminder: proposed approach

Health Care DE Center for
Commission = = — = = Health == —=—=== DHIN
(HCC) Innovation
= Guide overall effort = Lead data infrastructure
= Track progress development
FENIICEITY - Patient Workforce Healthy Neigh-
model Clinical : :
o : advisory and education borhoods
monitoring committee : : :
: committee committee Committee
committee
= Monitor = Develop " Represent = Coordinate ed. = Setgoals and
implementation scorecard consumer programs facilitate de-
and rollout of Set up non-IT voice Promote DE velopment of
new payment shared = Lead patient as “Learning neighborhoods
models resources and engagement State” = Coordinate
services with DPH

Y,

12
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Innovation Center Board overview

= Board of 9-15 Directors, 2 non-voting Directors

Overview

Expertise
required

= Board members must be knowledgeable about delivery, reimbursement,
and/or regulation of health care services

* Board should include at least the following members

One member of the public and/or from consumer advocacy groups
One practicing physician

Chair of the Health Care Commission

One member with expertise in hospital/health system administration
Secretary of the Department of Health and Social Services

One member with expertise in payor administration

One member involved in purchasing health care coverage for
employers

Director of the Office of Management and Budget
One member representing institutions of higher education

= Non-voting Directors

The Executive Director of the Board
The Executive Director of the DHIN
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Sources of value from payment and

delivery system reform

30% savings identified

Unnecessary
services 8.4%

Inefficiently
delivered
services 5.2%

Excessive administrative
costs 7.6%

Prices that are too Missed prevention
high 4.2% opportunities 2.2%

B Core focus of payment and
delivery system reform in DE

Partial focus of payment and
delivery system reform in DE

SOURCE: The Institute of Medicine, http://resources.iom.edu/widgets/vsrt/healthcare-waste.html
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Examples of how programs achieve savings

Hospitali Shift to
Hospital zation, lower Out-
Total ization, read- ED cost patient Pharm. Admin Tech
Case Saving general missions cost facility costs Costs Costs Cost
Community Care of 15%
North Carolina ? ! ! !
15% lower costs 2306 lower | | 227
relative to ED lower 11% lower
Medicaid as a Utilization outpatient | | pharmacy
whole (risk and costs | | €&re COosts
adjusted) costs
Michigan BCBS 8% ]
! ! !
17% lower 6% lower
- 0] 0)
ambulatory 30-day 10-14% 5%
- , fewer reduction in
Inpatient read- ED t high
admissions mission - use ornig
rates Vvisits tech radiology

SOURCE: Patient Centered Care Collaborative, Community Care of North Carolina, Michigan BCBS @ 15
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Delaware’s potential — background

Core assumptions

" Expected spending based on CMS
national expenditures Estimates in the plan

u By 2019’ DE aChleveS goal Of Baseline 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024

. . . . Spend per capita ($) 6468 6600 6825 7117 7451 7872 8344 8827 9358 9921 10518
>80% partICIpatlon In new models Totalspend (SM) 5504 5766 6169 6538 6955 7481 8030 8575 9183 9824 10511
- - Gross impact 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 999

> TCC 40% in 2015, growing to SmngsW = 1 7 17 s az s o a1 ez

85(y 1 2019 Impact as % of Spend - 0% 1% 3% 4% 6% 8% 8% 8% 8% 8% 2024
0 In for participants %

90%
Recurrent costs ($M) 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 5%
= Balance a mix of P4V and not Recirenl ool GM) D4 e NS M M 9 N0 2L 2R M m %
partICIpatlon §har9dsawn957 ....... s
S T g i 2016 2007 010 009 2020 2000 20220 2028 2000 e
. . Transformation 2.9 23 15 08 06 30 30 30 30 30 30 10
[ | TCC ach|eves 9% gross Sav|ngs’ sppor v T
P4V ach|eves 3% gross savings G e s e R
G S e
Over 7 years Data&anawt.cs .......... X 0140135118 ..... e 4040 ..... ; 0 ..... 40 ..... ; 040 bo2a
L . I O I
= Care coordination, practice I I
or

Net Savings 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024

transformation, and other shared aem  an @9 aw 4 1 e oz s e em m [T

services funded at 2% of TCC rcem eSS 0 oo 0w m o w % w w o w

1 Estimate for 2019-2024 is for in-kind support that may spread across multiple areas of focus depending on need;
included in transformation support for simplicity

" Surplus net of investments shared
with providers in form of shared
savings or bonus payments

© =
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Delaware’s potential — key figures

Achieving similar results to other programs and successfully
implementing the plan could result in...

= Spending to rise from $5.5 billion to $10.5 billion in the base case

= Greater than 8% gross savings or $850 million is possible to
achieve through the changes identified (with 6% achieved by 2019)

= Non-recurring spending of about $160m spread over 10 years will
be needed for IT, practice transformation and support to implement
these changes

= Recurring spending of up to $190m per year, falling to $120m per
year over time, will be required for care coordination fees and
shared savings payments to providers

= Total recurring net savings of over $700m per year relative to
baseline once full impact is reached

17
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Questions




Agenda

)
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Time

Topic

8:30-9:30

9:30-10:00

10:00-10:15

10:15-11:00

11:00-11:45

11:45-12:00

Recap and where we are today

Timeline and approach going forward

Break

Workforce discussion

Provider scorecard discussion

Wrap up and next steps
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High-level timeline

Preparation for Payment year 1
launch July 2015+

Detailed design July 2014-June 2015 _——
January — June 2014 /

= Detailed design of all = Provider = QOperation of first year
program components engagement and of payment model with
. trainin multi-payer rollout
General Launch of select g | e t?m)(;
s pilots = Preparation for
payment launch = Development of more
sophisticated resources
and infrastructure
= MCO RFP issued = “Shadow” perform- = “Go Live”
Major = Innovation Center ance reports
mile- L available
= Grant Application
stones = MCO contracts
in place
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Near-term focus

= Common provider scorecard

Clinical _ e _
(Delivery) = Shared services initial scope and design
Y (further on care coordination)
7 & Healthy . :
' Neighborhoods Healthy Neighborhood Program = Goal: Eull draft

structure and technical design

of each by end

@‘ (Pop. health)

S Of March!
5 Payment - Technic_al ru_Ies, particip_ation rules_, = Policy to be led
. rollout timeline, supporting analysis by the HCC —

- .............................................................................. fOCUS On
Data and = Decislon structure licensing/
0 Analytics = Report designs/approach credentialing

= Portal scope/functionality

o’ 31 % Workforce and " Training/retraining strategy
ﬁ education
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Leadership and approach

Rita Landgraf/

: : Approach
Clinical (Delivery) Bettina Riveros o
= Alan Greenglass = Continue HCC and cross-
................................................................. workstream meetings
Healthy = Matt Swanson,
Neighborhoods Lolita Lopez = Workstreams will have
(Pop. Health) fewer working sessions and
:ml'é'é{éﬁuﬁéi}é"r' ............................. ore staff work between
Payment Models  * Medicaid: Rita broad meetings

Landgraf /Steve Groff
................................................................. = Draw on technical support

- Jgn Lee _ across the state as needed
Data / analytics = Jill Rogers/Bettina
Riveros = |dentify and build on
-KathyMatt ............................... existing initiatives where
Workforce and = Jill Rogers possible

education

@22
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We will engage through five channels

> “\' = Single reference point for background, key
Website | \ - documents, logistics, and announcements
= Update stakeholders on recent progress
Monthly P prog
emails

o * Request feedback
Surveys = Collect data about status of working groups/
=  committees

| Al = Implement the Innovation Plan, provide
“\ -kg—.\‘j-!'é' : °

Meetings feedback on current initiatives
. * To share updates from key meetings with
Briefing X .
your organizations
documents

@) =



PRELIMINARY PREDECISIONAL WORKING DOCUMENT: SUBJECT TO CHANGE

Program timeline

FOA released? Testing grant due?
A A
W W

January February

A A A
Jan 9 Feb 6 Feb 11 Mar 6 Apr10 | May 1 Jun 5
HCC HCC 4 HCC HCC HCC HCC
meeting meeting meeting meeting | meeting meeting
Cross Cross Cross Cross
workstream workstream workstream workstream
meeting meeting meeting meeting

Workforce symposium
(more later)

1 Expected
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Agenda

Time Topic

8:30-9:30 Recap and where we are today

)

9:30-10:00  Timeline and approach going forward

10:00-10:15 Break

10:15-11:00 Workforce breakout
11:00-11:45 Provider scorecard discussion

11:45-12:00 Wrap up and next steps




Agenda

)
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10:15-11:00

11:00-11:45

11:45-12:00

Time Topic

8:30-9:30 Recap and where we are today
9:30-10:00  Timeline and approach going forward
10:00-10:15 Break

Workforce discussion

Provider scorecard discussion

Wrap up and next steps

26
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Goals for workforce discussion

1 Recap where we are today, including
current opportunities and challenges

2 Discuss proposed approach
going forward, for addressing
capacity and new skills/
capabilities

3 Conduct breakouts to identify
specific needs and current
Innovative ideas
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Aspiration: DE as a “learning state”

In Patient _

N

Exercise
Physiologists
A4
i "~ PCP o
S o "9 =
5 S O Delawarean_=| =2 | &
o = r & D = RO o) o 2
) S © ‘ { 3 QS S = N\
N o 4 Q (47
/ %

Care
Coordinator

= Delaware has a strong
workforce, including innovative
learning programs!

= However, Delaware requires

additional capacity and new
skills/capabilities to support
Improved health care delivery

= EXisting programs are working to

address many of these (e.g., by
extending work of GME
consortium to all health
professions)

) 28
" 4
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Many institutions and programs are Ner=eeasne
working to address needs

2o\ DELAWARE cai
£ “* ACADEMY of Delaware Health Care Commission

7 MEDICINE

~
IA\,S\I;TA% (‘Bayneait

Kent General - Milford Memorial

= 1) Delaware Health and Social Services

DELAWARE

TECH ‘
Nemours

NANT[COKE ™

HEALTH SERVICES . St anCiS

Always Caring. Always Here, Hos . l

C

@ Jefferson.

THOMAS JEFFERSON UNIVERSITY

)
%} Division of Public Health CGREN e

HEALTH SYSTEM

MS.ID @ Delaware Health Sciences Alliance

Medical Society of Delaware HEALTHCARE EDUCATION, RESEARCH & SERVICES

@29
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Some examples of Delaware’s needs

Existing There are Health Professional Shortage
needs Areas (HPSA) in every county

New Estimated to require ~5OO care

roles coordinators

New Many practices do not currently have co-
skills located teams

SOURCE: Health Resources and Services Administration (HRSA), U.S. Department of Health and Human Services. L 30
<http://hpsafind.hrsa.gov/HPSASearch.aspx>.
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Approach for workforce

Workforce
planning

Addressing
capacity
constraints

Project workforce capacity and capabilities in
key roles

Set out workforce infrastructure for long-term
tracking and planning

Review HCC requirements for workforce
intelligence

Map existing programs to strategic needs and
identify gaps

Conduct care coordination survey
Define recruit, train, retrain, retain strategy
Develop and pilot 1-2 year formal learning and

development program with early adopters, kickoff
with symposium

© =
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Refining the role of the care coordinator S

) develop denial Currently
monitors i -
~manages SUUcalon. DErIOWS raciltate includes:
evelopment ..
'morovement progroee. level setting = Care manager
nurses - nce Maintains Ileallgcar_e ski“st_identiﬁes " Care
isSUES getivities - CONUNUUM  fynctions coordinator
_ef!“_:lenl cnnrni“ales nallent-s I'E\llﬂ\_ﬁhSl(lllﬂ[lgnsum = Case manager
) individual needs risk duti I DIOVICE evaluates .
reviews faciiitates NECUS risk duties (UANITY provides resource criteria Health educator
llahorativel guidelines manager use taff ensures = Health manaager
collaboratively assessleam std member g
communiy INANAYEMeENt delivery = Health coach

population disease coordination medical na Ien nursing
monitor treatment practice high 4t work needed
responsibilities educati home Members clinical \ program
inlerventions department  gepyices nians effective professional
nropic SETVice SION ed cost participates
CIIONIC . cwie utilization  serves SURDOI gk
physicians works urouns ﬂls““%';,!gﬁs Umely ewidence
programs o
- physician = -
coordinate providers assesses which families other regulatory
communication regarding dard model
appropriaieness  continuing SIANOArds — ey
assessment _clients hospital
specific l:lltl[ll_llla_lll[
multidiscinlinary
1 Roles are not exhaustive - many other versions also to be considered, e.g., healthcare ambassador, nurse navigator, etc.
SOURCE:40 job descriptions from program websites from Montefiore, Intermountain, Kaiser Permanente, Mayo Clinic, Cleveland Clinic, St. L
John’s Health System, Geisinger Health System, Inova Health System

32
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Care coordination survey

CC program basics [RTICERNTS W

13 VWhat type of cara coordinator do you work with?
15 \Who works on ths cars taam with cars
{oaat Ak Sut sppiy) coorginators? {ssiect & that appiy)
1. Care coordintor / care manager 1. Nurses
2 Casze manager 2. Primary care provicer
3. CommunRy healn worker 3. Speciatist proscer
4. Heamn Coach 4 Pnarmacist
Name Organization name

1 UWnat typs of organization do you work for? 3 m""“” peopla

astimats Is fi
1. HospRal nesm system 1 LessmaEn 2
2. Cinicor omer ostpatient practice 2 3ws
3. Faciity (e.g.. SNF, long-term care) 3 610

work In your organization? Your
ine

Please select an answer.
How many people work in your organization? Your best estimate is fine

@ Less than 5
@ 6to 10

© 11t020

© 21to0 50

@ 51to 100

@ 101 to 200

© 201 to 300

@ 301 to 400

© 401 to 500

@ More than 500

Please ensure the sum of your answers equals 100.
Please provide answers for «Urbans, «Suburban» and «Rurals.
How concentrated are the patients you care for in urban, suburban, and rural I

ions? Your best estil

is fine

Urban

Suburban

Rural

3

CC survey will be...

Used to determine
prevalence, design, and
success of care coordination
programs in DE

Administered over a period
of 2-4 weeks

Who should take survey?
Can you help reach members
within your organizations?

@33
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Agenda for first workforce symposium

OBJECTIVES APPROACH

2 Discuss new roles and capabilities Presentation

) Discuss what this means for
organizations and individuals

) Share examples of other workforce
Innovation best practices

Facilitated breakouts

) Prioritize capabilities and design
discussions

of their own “syllabus”
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Breakout discussions

Approach
Breakout Discussion (15 min):

In groups of ~5 people sitting near you discuss
the following questions

" What are 1-3 outcomes and programs you
hope result from this learning and
development program?

® Please list the most innovative workforce
programs or initiatives that you know.

" What are 1-3 challenges to implementing
these types of programs? -

Report back and reflect (15 min)
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Agenda

Time Topic

8:30-9:30 Recap and where we are today

)

9:30-10:00  Timeline and approach going forward

10:00-10:15 Break

10:15-11:00 Workforce discussion

11:00-11:45 Provider scorecard discussion

11:45-12:00 Wrap up and next steps
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hree scorecards for Delaware

Provider
scorecard

T

Overall system

scorecard \

Population
health
scorecard

B Focus for
today

37
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Proposed approach to finalize scorecard

Understand current landscape of data, -
metrics, and best practices gL

Agree on principles for scorecard design and
criteria to prioritize metrics

Build an initial data set based on
design principles

Analyze metrics against prioritization criteria to b g
arrive at draft list S

Present draft list of metrics to stakeholder
workgroup and incorporate group feedback
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‘1 External guidance on metric selection

Sources Synthesis of key recommendations
common- = Devise a simple, manageable approach
wealth = Select metrics that are:
fund — standardized, validated, national endorsed
— Independent of each other and collectively
£ R comprehensive
Johnson

Robert Wood

Foundation — Able to be adjusted for different populations.

Task a single entity with defining standards for
measuring and reporting quality and cost data
Consider how metric will be measured and who
will use it

= Aim for the measure to be actionable for the
intended user

Institute of

o (‘f‘ TR
Medicine ¥ i

University of
Washington

SOURCE: Robert Wood Johnson Foundation, Achieving the Potential of Health Care Performance Measures, May 2013; The Commonwealth Fund, Recommended Core k
Measures for Evaluating the Patient-Centered Medical Home, May 2010.; University of Washington , Guidebook for Performance measurement.

39
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‘1 Four sources metrics...

NOT EXHAUSTIVE

Standard Type Examples

Medical Home
Recognition or

Certification e
. é NCQ A HEDIS PV ghe Joint Commission
National d

o haath ca

Standards

National Patient Safety Goals
: NATIONAL
* QUALITY FORUM

CIR N
C e h s’ Surveys and Tools to
3

Advance Patient-Centered Core

CN7s
CMS / CMMI T

Comprehensive Primary Care Initiative

/ for Medicare & Medicaid
I

NNovATion R iente Pogans

Other Quality T

..i- I-= =Ihl Blueshleld
Measurement "'{:';mu,,.t L"”"
of orthCarollna
Programs
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1 ...across nine categories

Category Example metrics

Health outcomes = Mortality of selected conditions (e.g. stroke)
Health Risk factors * Tobacco use across attributed patients
improvement Prevalence of = Incidence of chronic conditions (e.g. diabetes)

disease across attributed patients

Quality/ " Outcomes: Hypertension: Controliing High BP

effectiveness of = Structure: Wait time to schedule appts. (days)
Care improvement Gl * Process: Adult weight screening and follow-up

Patient experience " CAHPS: How well your providers communicate

of care = CAHPS: Patients’ Rating of Provider

Total cost of care  * Average total cost per patient per year
Cost reduction o * Number of ED admissions per 1000 patients

Utilization

ealth I = Ability to receive lab data into EHR system as

_ discrete searchable data
Transforma‘“on ......... I ......................... s f h ................................. f ..................................................................
Clinical integration ntegration of other types of care (e.g.,

mental/behavioral health, specialty)

SOURCE: IOM, CMMI core measures, Meaningful use core recommended metrics, NQF, CAHPS, HEDIS @ 41
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@ Potential prioritization criteria

Metrics should be...

= Commonly used for reporting by national programs and
Delaware payers/providers

* Reliable indicators of significant improvement

* Those for which Delaware has a known need to
Improve overall vs. a national average or recognized
benchmark

= A known source of variation among providers

Goal: a small list of metrics that are also

comprehensive (i.e., by category, disease)
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| PRELIMINARY

3 Four nationally representative data sets

No. of
Description measures
Cmpedene S| = A multi-payer initiative offering bonus
W BT payments to PCPs who deliver more =14
rimary Care hititie — mMeasures )
— coordinated care
Centerfor Medicare & Medicaid MSSP ACO2 = Ties prOVider payment to qua“ty and
INNOVATION cost metrics for an assigned population
= Effort to measure overall impact of
(MS CMMI core , bg
measures CMMTI’s programs on population health, = 65
— quality, and efficiency of care
= Effort to measure quality of healthcare
EHRlncemwergramg Meaningful services provided by eligible physicians = 44
A pogamof e et o e Ve s u S e 1 an d h OS p |ta| S
1 Includes meaningful use clinical quality measures (additional set), eligible professionals alternate core set, and eligible professionals — @ 43
core set clinical quality measures
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'3 Metrics from three private payer | Grfirtao

programs

Anthem 20

Scope:

= Statewide
PCMH
demonstration

with ~250K
patient enrolled

Outcomes:

= 15% lower
medical and
pharmaceutical
costs than
control
practices

BlueChoice.

Scope: Statewide

PCMH

demonstration

with 1M patients

Outcomes:

= 2.7% (~$98M)
savings on total
system costs

o " 9.3%
0 improvement in
MD

quality of care
scores

- Outcome:
Horizon.

= Dropin
et Otilization
Scope: 8 and cost
practices  « gjgnificant
across the increase in

state adopted screenings

PCMH model
®)
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TO GENERATE DISCUSSION

Example scorecard: CareFirst o ror occisonmane

PCMH Report Card: . .
o R R Metrics
Sampie of Composite Scoring
Schedule Appointment s
120 Patients Recewe Appomtments
Degree of PCP 45 Care Plan Oiear
Engagement 45 Care Cocrdination Accomplished
55 Actrre Follow-ups
30.0 ENGAGEMENT COMPOSIITE
Prevertable Admis=ons (AHRQ)'
Admissions 8.0 Potentially P‘r:-vemnb':_: Rcadmigbns’ _
= Rate of U=e of Recognized Hospaals of Distinction?
ADMISSIONS COMPOSIE
Potentially Preventable
Appropriate Emerpency Room Uses 4.0 POTENTIALLY PREVENTABLE EMEIRGENCY ROOM USE™
Use of Colonoscopy
Searvices CT Scans
_ Ambulatoey 8.0 AR i
Ciagnosis, maong. ~ Patients with Low Back Paim®
=nd AntZxotics Patientswith Vel Uppes Respiratony Infections*
Patients wath Pharyngtis®
DIAGNOSTIC, IMAGING AND ANTIRIOTICS COMPOSITE
Diabetes>
A=thma®
100 Congestive Heart Failure®
Crwomic Caes Measures Comonary Artery Disease®
CoromaryArtesy Dizease - Myocsedal Infarction®
- Major Depres<ve Disorder™
E;fgg:'e"f"e“ CHRONIC CARE COMPOSITE
Colon Cancer Screening®
Chlamvwdia Screcreng™
Populstion 100 Cerrical Cances Saoeceang®
Hexith Measures Hreast Cancer Soccmng®
Chiddhood Immuniz ations*
POPULATION HEALTH COMPOSITE
5.0 Use of E-schedubng
5.0 Use of E-wnisits
Patient Access 5.0 Extended Office Hours
5.0 Patient OFce Ex perence, such aswat ires
200 ACCESS COMPOSITE
25 Uze of E-grescribins
Structuisl 25 ‘Elec?::mic .Ufadr.:l Records M canngful Use
Capabilities 25 '.J” =4 ml.
P 2.5 Extesnal Certificaton’
1.0.0 STRUCTURAL COMPOSITE
Overall Praciice Compaosie /

/\/N/

SOURCE: CareFirst BCBS @ 45
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. i - PRELIMINARY
‘4 National and private payer comparison
Number of unique Number of metrics common across all sets
Categories metrics?! that have at least one metric in the category
Health outcomes =0 = N/A
Risk factors =0 = N/A

Prevalence of
disease

Quality — process

20 metrics (~15% of

total unique metrics)
are common across

all sets for each

Quality — structure

Quality — outcomes

Patient experience category

of care

Total cost of care =2 =2

Utilization = 10 =1

Health IT =1 =0

Clinical integration = 0 = N/A
1 Comparison across 4 national sets and 3 private payer sets 2 Includes metrics common across at least 5 out of 7 sets g ' , 46
3 Common metrics are all part of CAHPS SOURCE: CMMI, CPCI, Meaningful Use, CareFirst, Horizon, and Anthem PCMH demonstration
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4 National and private payer comparison:

Quality of care — process [PRELIMINARY
CMS SS CMMI Meanin Care-
Metric CPCI ACO core  gful use First Horizon Anthem

Breast Cancer

Screening v v v v v v
Colorectal Cancer

Screening Vv v vvv
HF1: Beta-Blocker

Therapy for LVSD? ‘/ ‘/ ‘/ ‘/ ‘/ ‘/

Tobacco use screening ‘/ ‘/ ‘/
and cessation

IVD#: Complete Lipid

‘/

v’

Profile and LDL Control ‘/ ‘/ ‘/ ‘/
/

00
o —

1 Heart failure 2 Left ventricular systolic dysfunction 3 Low density lipoprotein 4 Ischemic vascular disease L
SOURCE: CMMI, CPCI, CMS Shared Savings ACO, Meaningful Use, CareFirst, Horizon, and Anthem PCMH demonstrations Q a7
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4 National and private payer comparison:

Total cost of care [PRELIMINARY
CMS SS CMMI Meanin Care-
Metric CPCI ACO core gful use First Horizon Anthem

Medicare Spending Per \/ \/ \/

Beneficiary, Risk-
adjusted and Price
Standardized

Total Medicare Part A ‘/ ‘/ ‘/

and B Cost Calculation
Recommendations9
(allowed amounts)

1 Heart failure 2 Left ventricular systolic dysfunction 3 Low density lipoprotein 4 Ischemic vascular disease k
SOURCE: CMMI, CPCI, CMS Shared Savings ACO, Meaningful Use, CareFirst, Horizon, and Anthem PCMH demonstrations Q 48
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Discussion and feedback

TO GENERATE DISCUSSION ONLY —
NOT FOR DECISION-MAKING

Do you agree with these prioritization
criteria for metrics? (select all that you
agree should be included)

1. Metrics should be commonly used for reporting by national
programs and Delaware payors/providers

2. Metrics should be reliable indicators of significant improvement

3. Metrics should be those for which Delaware has a known need
to improve overall vs. a national average or recognized
benchmark

4. Metrics should be a known source of variation among providers

© «
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Discussion and feedback

TO GENERATE DISCUSSION ONLY —
NOT FOR DECISION-MAKING

What is the appropriate level of
scorecard transparency?

1. All data should be made
available for the public 36%

2. Aggregate data should be
public, with provider-specific
data reported only to providers

3. Data should be reported only
to providers directly

4. Data should be fully
transparent over time, but
initially reported directly to
providers
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Discussion and feedback

TO GENERATE DISCUSSION ONLY —
NOT FOR DECISION-MAKING

How often should the scorecard
be updated?

45%

1. Annually

2. Semi-annually
3. Quarterly

4. Monthly

5. Weekly

6. Dalily

@51
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Discussion and feedback

TO GENERATE DISCUSSION ONLY —
NOT FOR DECISION-MAKING

How should quality metrics in the
provider scorecard link to payment

Incentives?

1. Yes, linked to care
coordination and shared
savings

2. Yes, linked to funding for
care coordination only

3. Yes, linked to shared savings
only

4. No

53%
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Agenda

)

Time

Topic

8:30-9:30

9:30-10:00

10:00-10:15

10:15-11:00

11:00-11:45

11:45-12:00

Recap and where we are today

Timeline and approach going forward
Break

Workforce discussion

Provider scorecard discussion

Wrap up and next steps

53
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Wrap up

= Care coordination survey will be available this week
* |If you are able, please share currently used scorecards
= Key dates

— March 6: HCC meeting

— March 18: Cross-workstream meeting

— April 8: Workforce symposium

— April 10: HCC meeting




