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Attendees: 
John Polanowicz, Secretary of Health and Human Services, chair; Margaret Ackerman, Clinical Director and Director of Education and Research, Commonwealth Care Alliance (a non-physician health care provider); Christopher Attaya, Chief Financial Officer, Visiting Nurse Association of Boston (representative of the Home Care Alliance); Aron Boros, Executive Director, Center for Health Information and Analysis; Michael Chernew, Professor, Harvard Medical School (expert in medical payment methodologies from a foundation or academic institution); Tim Gens, Executive Vice President, Massachusetts Hospital Association (representative of the Massachusetts Hospital Association); Sarah Chiaramida, Vice President of Policy and Legal Affairs, Massachusetts Association of Health Plans (representative of a managed care organization contracting with MassHealth); Robert Lebow, Physician, (representative of the Massachusetts Medical Society), Antonia McGuire, Chief Executive Officer, Edward M. Kennedy Community Health Center (representative of the Massachusetts League of Community Health Centers); Scott Plumb, Senior Vice President, Massachusetts Senior Care Association (representative of the Massachusetts Senior Care Association; Philip Shea, Chief Executive Officer, Community Counseling of Bristol County, Inc. (representative of the Massachusetts Association for Behavioral Healthcare); Kristin Thorn, Director, MassHealth; and Kate Walsh, President and Chief Executive Officer, Boston Medical Center (representative of a disproportionate share hospital).

Not Present:
All commissioners were present.

Minutes: 
Secretary Polanowicz called the meeting to order at 1:00 pm. He began the meeting by asking the commissioners to introduce themselves and then turned the meeting over to Lauren Cleary, Assistant General Counsel, EOHHS, who referred to documents distributed to the commissioners about the Open Meeting Law and the State Ethics Commission’s Conflict of Interest Law.  The Commission and its commissioners are required to comply with the requirements of both laws.  All commissioners were asked to read, sign and return the signed final page of these documents by no later than the next meeting of the Public Payer Commission.  

Dr. Ann Hwang, Director of Health Care Policy and Strategy, Executive Office of Health and Human Services, provided an overview of the Commission by first describing the Commission’s authorizing statutory language, which is contained in Section 270 of Chapter 224 of the Acts of 2012 and further amended by Section 153 of Chapter 38 of the Acts of 2013.

Dr. Hwang noted that Section 270 describes the Commission’s purpose and mission, which is to study and investigate whether public payer rates and rate methodologies provide fair compensation for health care services and promote high-quality, safe, effective, timely, efficient, culturally competent and patient-centered care.  She noted that the statutory charge includes an examination of MassHealth rates and rate methodologies; current and projected federal financing; cost-shifting and the interplay between public payer reimbursement rates and health insurance premiums; possible funding sources for increased MassHealth rates; and the degree to which public payer rates reflect the actual cost of care.

Next, Dr. Hwang walked the Commission through a draft workplan for January through July and responded to questions about the workplan from some of the Commissioners.  

Mr. Gens asked two specific questions about the work planned for March 2014: (a) who will facilitate the cost-shifting presentation; and (b) will Dr. Katherine Baicker, who is slated to present an overview of Medicare payment issues, be the only outside expert presenting information to the Commission?  Dr. Hwang replied by informing the Commission that the staff are putting together a presentation on cost-shifting that will include contributions from multiple entities. She also informed the Commission that as the “deep dive” analyses are better defined later on in the process, the staff would come back to the Commission to recommend other individuals who may be asked to present information to the Commission, depending on the topics chosen.  

Ms. Walsh asked how the Commission will “segment out” the delivery systems.  She suggested that given the Commission’s broad and complicated topic of discussion, segmenting would make sense.  To illustrate her point about differing delivery systems, the example of academic medical centers and the Visiting Nurse Associations was given.  She noted the importance of administrative simplification.  Dr. Hwang replied that in addition to the “latitudinal” presentations of information by payer, staff intends that the “deep dives” would be “longitudinal” analyses of payment methodologies across payers.

Mr. Plumb noted that there are inconsistencies with how rates are set, with different efficiency standards, base years, and cost of living adjustments. Some payments are episodic and some are per diem creating a complicated patchwork of different structures and standards.

Dr. Chernew recommended that the Commission think about identifying and using a broad, common framework that will help the Commission get to its recommendations.  

Ms. Chiaramida also noted that the Commission will need a set of principles and/or a framework to help it evaluate data.  She then asked if the Commission would look at levels of payment, or forms of payment.  Secretary Polanowicz responded that the statutory charge includes both; the Commission is to look at payment rates (payment levels) as well as payment mechanisms and rate methodologies, which relate to forms of payment.

Dr. Hwang introduced Aditya Mahalingam-Dhingra, Analyst at MassHealth, who walked the Commission through an overview of MassHealth payments, reflected in the PowerPoint presentation.  Specifically, after reviewing basic information about MassHealth, which included information about MassHealth’s mission, population and programs, Mr. Mahalingam-Dhingra described the dollar and percent distribution of MassHealth payments by provider type, which totaled $9,345.7 million during Fiscal Year 2012.

Next, Mr. Mahalingam-Dhingra informed the Commission that MassHealth’s methods of payment differ by type of service.  MassHealth’s methods of payment include capitated payments for MCO, SCO and PACE services; payments through MBHP and a fee schedule for behavioral health services; per-diem payments for nursing home services and chronic disease and rehabilitation services (CDRs); fee schedules for long term supports and services (LTSS); fee schedules for professional services (including primary care); fee schedules for pharmacy services; case rates (SPAD) for acute inpatient hospital services; and encounter rates (PAPE) for acute outpatient hospital services.

Dr. Chernew asked how MCO payments to providers were structured. 

Ms. Chiaramida replied that MCO payments have historically been based on fee-for-service payments, such as a percentage of the Medicaid fee schedule, but noted that there is a transition to alternative payment models.  

Dr. Lebow asked about the size of the duals population. Members of the Commission estimated the population at roughly 100,000. Mr. Mahalingam-Dhingra said that he would check and confirm the number.

After this general discussion about the methods of payment used by MassHealth, Mr. Mahalingam-Dhingra walked the Commission through the inputs and outputs of the Standard Payment Amount per Discharge (SPAD) payment methodology utilized by MassHealth to pay for acute inpatient hospital care.  He informed the Commission that a hospital’s historical case mix is the dominant driver of the variation among hospital SPAD rates and that the basis of the payment is per discharge.  He described MassHealth’s median, mean and weighted mean SPAD rates for Rate Year 2014 (incorporating each hospital’s expected number of SPADs). The weighted mean SPAD rate for Rate Year 2014 is $8,523.81.

Next, Mr. Mahalingam-Dhingra walked the Commission through the inputs and outputs of the Payment Amount per Episode (PAPE) method of payment utilized by MassHealth to pay for acute outpatient hospital care.  He noted that the PAPE rate is calculated on a per episode basis; is calculated annually; and is based on the hospital’s historic case mix.  He then described MassHealth’s median, mean and weighted mean PAPE rates for Rate Year 2014.  The weighted mean PAPE rate for Rate Year 2014 is $349.67.  

Dr. Lebow asked how payments for physician services were related to the PAPE. David Garbarino, Director of Purchasing for MassHealth, clarified that physician services provided by hospital-employed physicians would be paid under the professional fee schedule. 

Mr. Mahalingam-Dhingra then turned to an overview of MassHealth payment reform initiatives, starting with the rationale for MassHealth’s innovations in payment reform (Slide 21) and briefly described the numerous payment reform initiatives in Massachusetts (Slides 22 and 23).  Ms. McGuire wished to clarify that not all primary care practices who participated in the MA Patient-Centered Medical Home (PCMH) Initiative received supplemental payments; some received technical assistance and payments while others received technical assistance only.

Mr. Plumb asked about whether pay-for-performance mechanisms for nursing homes would be expanded. Ms. Thorn responded that MassHealth is interested in strengthening pay-for-performance principles particularly in the context of integrated payment structures. 

Dr. Lebow noted that the further West you travel in Massachusetts, the smaller the practices get and this includes solo practices.  He further noted that it can be hard for small practices to participate in alternative payment methodologies. He also expressed concern that Medicaid payments are lower than Medicare payments.

Mr. Attaya asked if fee-for-services (FFS) rates are adjusted for cost-of-living differences across different regions of the state.  Mr. Garbarino responded that FFS rates are not adjusted for those differences.

After the conclusion of the discussion of Mr. Mahalingam-Dhingra’s presentation, Dr. Hwang requested the Commission’s input to help guide the proposed approach for the Commission’s work (Slide 8).  In particular, she requested input from the Commission, so that staff could return to the Commission with options for the topics or areas for “deep dive” analyses. These analyses would include comparison of payment rates across payers; comparison of payment levels to costs; and a discussion of how payment can be used to drive high quality care, value and innovation.

Ms. McGuire noted the importance of understanding how to pay for integrated care. 

Mr. Plumb recommended that the Commission consider “Medicaid dependency” as a factor in the selection processes. He gave nursing facilities and DSH hospitals as examples of facilities that are dependent on Medicaid payment. 

Ms. Walsh proposed that the Commission take a patient focus, and consider these questions: 1) what do patients require; 2) where are the gaps; and 3) what can the payment system do to help them?

Ms. McGuire noted that she has never seen estimates that capture the cost of social determinants of health.

Dr. Chernew encouraged a focus on what patients need and how payment influences access. He recommended selecting just one or two service lines, and noted that analyzing more service lines would not be particularly high-yield. 

Dr. Chernew noted that it is important to consider whether payments should drive costs, or whether costs should drive payments. 

Dr. Chernew posed a set of questions: “With our rate, can we provide high quality care with that?  What is our cost structure? How do the cost structure and payment system relate to each other?” Dr. Chernew also noted that the Commission should consider how rates compared to rates in other places.

Mr. Shea mentioned that behavioral health is an important service gap for the Commission to consider.

Mr. Attaya indicated that it is important to consider the full continuum of care and provided an example of VNA services and their role in helping to keep patients out of hospitals. He noted that it is important to consider what types of services are high impact.

Ms. Walsh added that the Commission should think about how payments can accelerate innovation to get that impact.  

Dr. Chernew noted that there are no criteria for knowing if something is over- or under-paid, as payment always follows cost.  He suggested the Commission ask:  are payments too low because they are too low relative to costs or are the costs too high? 

Mr. Gens recommended that if the Commission is looking at costs elsewhere (such as in other states), it would need to understand the context of those costs.  He noted that the payment system needs to be sustainable.  

Ms. Chiaramida added that the Commission needs to develop some principles or framework for discussing payment and costs, and needs data and analysis to understand the impact of payment. She provided the example of behavioral health. 

Dr. Chernew noted that the Commission needs to understand total medical expenses and expenditure trends by type of population so that the Commission can identify the populations on which to focus.  

Secretary Polanowicz mentioned that the Upper Payment Limit ties Medicaid payments to Medicare payment levels, and raised the issue of setting up a system to ensure that we stay within the limit.

Dr. Hwang thanked the Commission for its input and indicated that staff would examine the options for a framework to focus the Commission’s work over the next few months. The next monthly meeting is on February 5, 2014 from 1 to 2:30 PM at One Ashburton Place, 21st Floor and the March meeting will be on March 4, 2014 from 1 to 2:30 PM at a location to be determined.

A member of the audience, Gloria Craven, representing the Massachusetts Coalition of Nurse Practitioners, asked if the Commission would entertain comments from members of the public. The Commission recognized Ms. Craven who commented on understanding the role of non-physician providers, how they are paid, and how they contribute to integrated care. 

Dr. Chernew commented that as systems become more efficient, providers need to be able to share in the savings.  Secretary Polanowicz concurred and added that savings provide an important “first-mover” incentive to providers.

Secretary Polanowicz thanked the Commission for its work and acknowledged the challenges that lie ahead. 

With the discussion concluded, Secretary Polanowicz adjourned the meeting at 2:15 pm.
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