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- Provider challenges in rural regions

Providers face
— Recruitment and retention
— Sicker, older populations
— Operating margins are low

— Relationships with larger systems have not
benefited rural providers...

Low utilization and challenges faced under cost-based
reimbursement will be exacerbated as the system
moves to value-based purchasing.

Is there a better way?



- Healthier Washington

Paying for value

Ensuring care
focuses on the
whole person

Building healthier
communities
through regional
collaboration




- Provider challenges in rural regions
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- Provider challenges in rural regions

e Cross-staffing
* (Care gaps
* Non-emergent care in the ED

Rural Hospitals Primary Care

Rural Health Clinic
CAH Independent = Provider-based

Sole’Community Federally Qualified Health
Traditional Hospital Center
Other Primary Care



- Provider challenges in rural regions

Rural hospital summary:

Inpatient care:
« 20% occupancy of available beds
— Average daily census = 4 patients per day
— Admits per day = 1.4 patients
— Lower case-mix

Outpatient care:
« Average outpatient visits per day = 58 visits
« 70% of gross revenue is from outpatient services

Source: DOH Hospital Financial Data
https://www.doh.wa.gov/DataandStatisticalReports/HealthcareinWashington/HospitalandPati
entData/HospitalFinancialData



-Provider challenges in rural regions

* Ripple effect on access
e Recruit and retain providers

* Exacerbate care gaps
nent ang Debivérprfoppecdaphcts

Primary Care

Rural Health Clinic
Independent  Provider-based

Federally Qualified Health
Center

Other Primary Care



- Provider challenges in rural regions

National interest:

CHAPTER

— Between 2005-2016

123 rural hospitals closed Improving efficiency and

preserving access to emergency

° 48 CAHS Closed care in rural areas "

e oy . = S.1130
— MedPAC 2016 Report to Congress e sime i micmeres ot [}

ity Aet to create a sustainable

future for rural b

i ly populated rural areas. Declining lead to
Y 2 4 7 E R fewer admissions, greater inefficiencies, and increased financial difficulties.
For example, it is difficult to efficiently staff a hospital that has less than one
admission per day. Low inpatient volume may also make it hard for clinicians
* Primary Care model

IN THE SENATE OF THE UNITED STATES
May 16, 2
| Grassiey (for himself, Ms. KLOBUCHAR, and Mr. GARDNER) introduced

the following bill; which was read twice and referred to the Committee
on Finance

— Rural Emergency Acute Care Hospital 59
Act (REACH Act) © H.R.3225 A BILL
To amend titles XVIIT and Social Socurity Act ta provide for To amend title XVIIT of the Social Seeurity Aet to create
° Re m ove S ac u t e C a re | n p at | e n t crlanced o _‘::"l‘]l::i"‘hw under the Medicare a sustainable future for rural healtheare.
Be it enacted by the Senate and House of Representa-
S e rV| C e S - tives of the United States of America in Congress assembled,

« Increases cost-based ' '
reimbursement

This Act may be cited as the “Rural Emergency

Acute Care Hospital Aet”.
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Opportunity for rural health systems

Status Quo (Volume-based)
System

Fragmented clinical and financial
approaches to care delivery

Transformed (Value-based)
System

Integrated systems that pay for and deliver
whole-person care

Uncoordinated care transitions

Coordinated care and transitions

Variations in delivery system performance
(cost and quality) with no ties to clinical
accountability and transparency

Standardized performance measurement
with clinical and financial accountability and
transparency for improved health outcomes

Unengaged members left out of own
health care decisions

Independent organizations competing for
market share based on volume

Engaged and activated members who are
connected to the care they need and
empowered to take a greater role in their
health

Aligned organizations competing with other
organizations for covered lives based on
quality and value




Defining Value-Based Payments using the
CMS Alternative Payment Model Framework

09RO

Category 1 Category 2 Category 3 Category 4
Fee for Service — Fee for Service — APMs Built on Population-Based
No Link to Link to Fee-for-Service Payment
Quality & Value Quality & Value Architecture
A A A
Foundational Payments for APMs with Condition-Specific
Infrastructure & Operations Upside Gainsharing Population-Based Payment
B B B
Pay for Reporting APMs with Upside Comprehensive
Gainsharing/Downside Risk Population-Based
C Payment

Rewards for Performance

D

Rewards and Penalties
for Performance

https://hcp-lan.org/groups/apm-fpt/apm-framework/
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HCA: purchaser, innovator, convener

HCA purchases health care for over 2 million people; $10 Billion
annual spend

2021
90% Medicaid (Apple Health) — 1.8 million clients
state-financed PP ]

* 5 MCOs
Public Employees Benefits (PEBB) — 370,000 covered lives

* Two carriers:
— Regence TPA, self-insured plan: PPO, CDHP, accountable care options
—  Kaiser WA, Kaiser NW, fully insured plan: HMO and PPO options

50%

commercial

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

SIM Round 2 grant, 2015-2019
DSRIP Medicaid Transformation Project, 2017-2021
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-Rural multi-payer innovations nationally

CMMI Models:
« Maryland All-Payer Model

— Limit annual all-payer per capita total hospital cost growth to 3.58%
— Care Redesign Program

« Vermont All-Payer ACO Model

— Limit the annualized per capita health care expenditure growth for all
major payers to 3.5 percent

— Focus on achieving health outcomes and quality of care (substance use
disorder, suicides, chronic conditions, and access to care)

« Pennsylvania Rural Health Model

— Prospectively sets global budget for each participating rural hospital,
based primarily on hospitals’ historical net revenue for inpatient and
outpatient hospital-based

— Rural Hospital Transformation Plans

https://innovation.cms.gov/initiatives/index.html#views=models
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-Opportunity for rural health systems

HCA is interested in exploring ways to transform the
rural health delivery system

Under a new model, collectively, we can:

Collaborate and transform the delivery system
to leverage:

— Budgeted payment approaches
— Practice transformation

Rural Multi-Payer Model

14



-Rural multi-payer goals

 Value-based payment reform

— Patient-centered solutions that reward rural providers for
the value of care delivered, not for the volume of care
delivered, and incent rural providers to improve outcomes
for patients and populations.

MCOs/Payers AND Providers

Aligned Payment

Other

Aligned Measures
Commercial
Medicare ]
Quality
Share in savings

Medicaid .
Population health management

15



-Rural multi-payer goals

« Sustainable solutions for maintaining and
Increasing access

— Address the unique challenges of rural health delivery, and
help to maintain and increase access to essential health
services.

MCOs/Payers AND Providers

Aligned to collectively address access concerns

Aligned to collectively address sustainability concerns

Scalable to community needs
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-Rural multi-payer goals

 Delivery system transformation

— Incent delivery system integration and seek to redefine
primary care for rural populations. This includes aligned
payment systems, cross-cutting incentive structures and
regulatory flexibility.

Practice Transformation

Medicaid Transformation

MACRA

TCPI and other transformation initiatives

17



- Rural multi-payer goals

- Patient engagement

— Deliver the right care, at the right place, at the right time,
and ensure that each patient is engaged with the local
health care delivery system.

Population health management

— Members are empowered with tools to be active in their
health

— Engagement with the care team
— Coordinate care back to local delivery system
— Patient engaged care plans

18



Rural multi-payer model
Potential model structure

Total cost of care pool (TCOC)

Primary Care
(RHCs and PCP related
services)

Per-member-per-month (PMPM)
Prospective quality adjustments
Encounter based payments (EBP)

Hospital Services
(IP/OP, including ER,
observation, ancillary,
swing-beds)

Baseline budget — Total patient revenue (TPR)

Trending of the budget

Payer allocation of the budget

Retrospective adjustments and reconciliation of the budget
Prospective adjustments of the budget

Encounter-based payments (EBP)
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- Timeline

December 2017 - January 2018:
— Individual meetings with payers for input and review
« Discuss the model
 ldentify concerns
« Provide additional details

— Presentation and engagement with providers

February 1, 2018:
— Meeting with MCOs, commercial payers and providers on the model
« Background and overview
« Discussion on the vision
« Potential models
« Timeline and continued engagement
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Questions?

Federal Notice: The project described was supported by Funding Opportunity Number CMS-1G1-14-001 from the U.S Department of Health
and Human Services, Centers for Medicare & Medicaid Services. The contents provided are solely the responsibility of the authors and do not
necessarily represent the official views of HHS or any of its agencies.
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