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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); 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); Dan McHale, Senior Director, State Government Finance and Policy, Massachusetts Hospital Association (representative of the Massachusetts Hospital Association); Robert Lebow, Physician (representative of the Massachusetts Medical Society), 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); Sarah Chiaramida, Vice President of Policy and Legal Affairs, Massachusetts Association of Health Plans (representative of a managed care organization contracting with MassHealth), Kate Walsh, President and Chief Executive Officer, Boston Medical Center (representative of a disproportionate share hospital).

Not Present:
Christopher Attaya, Chief Financial Officer, Visiting Nurse Association of Boston (representative of the Home Care Alliance); Antonia McGuire, Chief Executive Officer, Edward M. Kennedy Community Health Center (representative of the Massachusetts League of Community Health Centers); Kristin Thorn, Director, MassHealth.

Minutes: 
Dr. Ann Hwang called the meeting to order at 1:11 pm and the meeting began with the Commission’s approval of the minutes from its meeting on March 4, 2014.  

Next, Dr. Hwang introduced the meeting agenda and highlighted that the Commission would have two panel presentations today, organized by the Massachusetts Association of Health Plans (MAHP) and the Massachusetts Behavioral Health Partnership (MBHP).

Dr. Hwang reviewed the Public Payer Commission’s statutory charge.  She then noted that, to help frame the recommendation development process, she wanted to describe three general types of recommendations: principles, priorities, and policy directions.  She indicated that the Commission would return to a discussion of recommendations at its May meeting, and reviewed the schedule of work.

Dr. Hwang then invited the MAHP panel to begin their presentation. Sarah Chiaramida first provided an overview of MAHP. MAHP represents 17 member health plans who provide coverage to approximately 2.6 million Massachusetts residents. MAHP members include plans in the commercial, Medicaid, Medicare, and Commonwealth Care marketplaces. Ms. Chiaramida relayed that the Massachusetts Medicaid Managed Care Organizations (MCOs) ranked among the nation’s best performing Medicaid health plans. Ms. Chiaramida reviewed the goals of payment reform, from MAHP’s perspective, as well as challenges that MCOs face that threaten their ability to implement payment reforms and control health care costs, including issues relating to operational and technical issues associated with the new ACA compliant website, and the high cost of newly approved drugs on the market to treat Hepatitis C. 

Ms. Chiaramida then turned the presentation over to Jennifer Kent Weiner, Vice President of Provider Network Management for Neighborhood Health Plan (NHP), to speak about payment innovation at NHP. Ms. Weiner offered a timeline of NHP’s evolution, and provided information about NHP’s membership and efforts to reduce health disparities.

Ms. Weiner then described the NHP alternative payment methodology (APM) as one built on a strong relationship with providers and a collaborative effort to determine provider readiness. This solid foundation has permitted NHP to develop and employ a successful risk based payment continuum.

The participation guidelines developed for NHP’s APM program, which outline NHP’s expectations for the minimal capabilities of APM providers, include a strong visible commitment from the provider’s senior management; comprehensive infrastructure in place to support an APM; minimum membership thresholds; ongoing access to financial information; and the ability to accept and utilize real-time data.

Ms. Weiner described NHP’s shared savings model. She indicated that there are twenty practices currently participating in this model. The program has a three-year duration and the program is currently in year two.  The program includes a shared savings component in year 2, with the provider accountable for total medical expenditures. Ms. Weiner indicated that this payment model has been recognized as a grandfathered payment model for the purposes of MassHealth’s Primary Care Payment Reform initiative.

Ms. Weiner noted the importance of support for providers. NHP offers a provider dashboard tool that is updated between daily and monthly with the most recent performance data.  Ms. Weiner also described the importance of producing data that can be compared across MCOs.

Next, Mr. Michael Nickey, Executive Director of MassHealth Programs for Fallon Health, presented on behalf of Fallon Community Health Plan (FCHP). FCHP has a relationship with a large at-risk provider group (Reliant) that manages over half of FCHP’s MassHealth population. Under this relationship, the provider assumes a risk share on the majority of medical expenses.  This model has no cap on surplus shares, but does have a downside cap on hospital risk pool losses.  Mr. Nickey described the unique integrated relationship between FCHP and this provider group, such as being able to see into the provider’s electronic medical record. As another example of integration, he described how behavioral health utilization management is co-located on pods with the physical health team.  Mr. Nickey indicated that FCHP had recently expanded its membership, and that it expected approximately 60% of its membership in 2014 to be in alternative payment arrangements.

Mr. Nickey described FCHP’s approach to assessing provider readiness, which includes assessment of the size and stability of a provider’s patient base and the provider’s scope of practice. Providers are also expected to participate in a Joint Oversight Committee with Fallon clinical staff and possess a dedicated medical director and an EMR system. 

Mr. Nickey further explained variations in Fallon’s APM models.  For instance, full risk models are offered to larger provider organizations.  Fallon also offers focused arrangements for specific services.  Finally, Fallon develops aligned fiscal incentives to subcontractors.  Fallon’s overarching APM philosophy is to start small, then expand and adapt in concert with individual providers’ needs and strengths.

The third MCO representative was Lisa Feingold, Director of Clinical Informatics for Boston Medical Center HealthNet Plan (BMCHP).  BMCHP is a member of Boston Medical Center, New England’s largest Disproportionate Share Hospital.  BMCHP serves approximately 350,000 members and has approximately 21,000 healthcare providers and 58 hospitals within its network.

BMCHP’s APM model includes infrastructure support; an experience-based and risk-adjusted financial budget, with both upside and downside risk; and a quality component. Ms. Feingold noted that at present approximately 30% of BMCHP’s MassHealth members are enrolled with a provider group under an APM.

Next, Ms. Feingold identified BMCHP’s readiness assessment which uses checklist requirements including provider group size, open panel requirements for primary care, availability of after-hours care, use of certified EHR, and meeting routine and urgent care access standards and the APM’s quality component.  

Next, Ms. Feingold shared examples from providers that had demonstrated improvement in quality measures.

Ms. Feingold emphasized the importance of information sharing to support providers in its APM program.  Specifically, BMCHP runs monthly data extracts to proactively to identify potentially high risk members.  BMCHP helps to track quality metrics performance and aids in identifying members experiencing care gaps. Ms. Feingold also noted BMCHP’s effort to give their APM providers direct access to performance data.  

Finally, Ms. Feingold described challenges in APM deployment. For instance, the volume of provider groups with sufficient panel size to support taking on risk levels is limited.  Ms. Feingold also noted that delays related to implementation of the Affordable Care Act posed additional challenges to plans’ abilities to support APMs.

The final presenter on the MAHP panel was Mr. James Kessler, Vice President and General Counsel for Health New England (HNE).  Mr. Kessler addressed HNE’s ongoing effort to support transformation to Patient Centered Medical Homes (PCMHs).  There are currently over 50,000 HNE members who receive care from a Level 3 PCMH.  HNE has seen 28% of its MassHealth members utilize 18 PCMH practices across Western Massachusetts.  

Mr. Kessler noted requirements for PCMHs and described how HNE is working with PCMHs. 
He noted that real-time data is crucial and described how HNE assists providers with analytics and reporting.

Secretary Polanowicz asked about the total percentage of lives covered under APMs in each of the MCOs. Ms. Chiaramida indicated that she would provide that information to the Commission.

Secretary Polanowicz asked whether the models described were “home grown” or whether there was an overarching effort by MAHP for example to develop consistent approaches. Ms. Chiaramida responded that there are not standard guidelines across the plans but that there are common themes, including participation criteria based on panel size, data infrastructure, and the ability of providers to manage to a budget. She also pointed out that there are differences across member populations that need to be considered. 

Dr. Chernew asked whether, given that the MCOs have substantially the same provider network, the plans bump into each other or whether they coordinate. Mr. Nickey replied that FCHP has worked to coordinate across their different product lines.  Ms. Feingold added that plans do work together on initiatives such as using standard quality metrics. Ms. Chiaramida additionally mentioned efforts at the Division of Insurance and at the Center for Health Information and Analysis to promote alignment on quality.

Dr. Chernew asked whether providers could currently receive infrastructure payments from multiple MCOs.  Mr. Kessler replied that providers may receive multiple infrastructure payments from various MCOs but that those payments were calculated on a per member basis.

Director Boros asked whether the infrastructure payments were for specific purposes that might differ from payer to payer, or whether they were dollars that the provider could apply more flexibly.  The plan representatives responded that some infrastructure payments were more prescriptive than others.  Director Boros noted that in 2012, CHIA had reported that HNE had 73% of its commercial members in alternate payment models, but that based on today’s presentation, it didn’t seem that the Medicaid percentage was close to 73%.  He asked to better understand the discrepancy between HNE’s commercial and Medicaid populations, in terms of the penetration of APMs.  Mr. Kessler noted that there may also be inconsistent definitions of “APMs” driving these discrepancies. 

Next, Dr. Chernew asked whether, if the underlying provider system was not yet ready for alternative payments, payers should revise payment models so that provider groups can accept them, or whether the better solution is to work to change the delivery system. Ms. Weiner indicated that NHP’s model was designed as a three year program, starting with a shared savings program in order to build the provider’s readiness to take on risk.  Ms. Chiaramida indicated that it’s important to not have providers take on risk if they aren’t ready.
Dr. Lebow raised concerns about whether the movement toward APMs could be shutting out smaller providers. 

Ms. Chiaramida reinforced the importance of being thoughtful and responsible in terms of moving forward.

Dr. Chernew pointed out the need for balance, such as between moving too fast or too slow, and trying to contain costs while recognizing that some of the changes being discussed require money to implement, all while acknowledging that we don’t yet have all the answers. 

Upon completion of the discussion, Secretary Polanowicz then introduced Mr. Scott Taberner, Chief Financial Officer, and Dr. Jim Thatcher, Chief Medical Officer, from the Massachusetts Behavioral Health Partnership (MBHP). Mr. Taberner began MBHP’s presentation by providing an overview of the organization.

Mr. Taberner highlighted the Children’s Behavioral Health Initiative as an example of an effort to better coordinate care across the entire provider community. Mr. Taberner noted a significant decrease in spending on inpatient mental health services from FY2009 to FY2013 despite an increase in membership during this time. 

Mr. Taberner discussed an analysis conducted by PCG which showed that for many levels of care, provider costs exceeded the rate paid. He also noted that the analysis showed the limitations of available cost data. He noted that MBHP implemented rate increases as of January 1, 2014. 

Next, Dr. Thatcher briefly highlighted some of MBHP’s payment innovations.  He noted that pay for performance is not as well developed for behavioral health as it is for physical health. He described MBHP’s Inpatient Pay for Performance model, which includes a case mix-adjusted predicted length of stay and 7 day readmission rate.  This program has been successfully in place for the past ten years.

The second program, the Rapid Admission Incentive Program, did not work as well because it was tied to the performance of all hospitals in the system. 

The third program was an incentive for timely follow-up care. 

Finally, Dr. Thatcher briefly introduced MBHP’s work, in partnership with Brandeis University, to develop a bundled payment for behavioral health care. MBHP hopes to have the first bundle introduced by next July, with additional bundles added over the next two to three years. 

Mr. McHale asked for more information about the PCG report findings. Mr. Taberner noted that MBHP has asked PCG on three occasions to analyze CHIA data. On each of the occasions, these reports have found that for some of the services, providers have a modest favorable variance, but that in many levels of care, there are significant negative variances. Mr. Taberner described how MBHP targeted rate increases to some of the services that had the biggest negative variance.

Mr. Shea requested that these findings be made available to the Commission, and Mr. Taberner agreed to provide this report.  In addition, Mr. Taberner noted that while Massachusetts has done the most of any state to gather meaningful information about cost, there are still significant issues with interpreting these data. 

Director Boros asked how payment structures such as bundled payments can be integrated for people who have both physical and behavioral health co-morbidities. Mr. Taberner suggested there is a need for substantial work in integration between mental and physical healthcare services.  In addition, there is a need for a specialized behavioral health network that works in conjunction with primary care providers.  And finally, there is a significant need for a large number of behavioral health specialty services.

Secretary Polanowicz adjourned the meeting at 3:02 pm and informed the Commission that the staff would provide information to the Commission about the next meeting, which is scheduled for May 5, 2014.
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