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Topics for Today...

Accountable Care Organizations: A brief history
Value-based agreements: An overview

A Nebraska Medicare and Medicaid Overview

Value in Medicare and Medicaid: What's Now, What's Next?
What is Happening Locally?: A panel discussion
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The Birth of the ACO NETWORK | oV Meisie

e Dr. Elliot Fisher coins the term
ACO in 2006 in a meeting with
Medicare

e Physicians and health systems
come together to be accountable
for quality performance, cost
savings and patient satisfaction
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Fast Forward to Today

456

} Serving 11 million
Medicare beneficiaries

Shared Savings
Program ACOs

——

- =

[ 67% of these ACOs are now at]

financial risk for performance

e 99% of ACOs met Quality standards
e 81% generated savings
* 58% received shared savings
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ACOs are accountable for:

e Managing the total cost of care

« Achieving Quality Outcomes

e Paying back CMS or plan
sponsors if spending exceeds
the benchmark in two-sided
risk models

There was a high of 561 MSSP
ACOs in 2018




ACO Beneficlaries have stalled out

Beneficiaries Assigned to MSSP ACOs (in millions)
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 Why?
e Risk!
 Medicare Advantage
e 2.1 million

participants have
shifted to Direct
Contracting / REACH
model

Source: CMS Data, February 20, 2023. 7




Nebraska ACOs
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ACO Business Model
GENERAL EMPLOYER/INSURER VALUE-BASED
INVESTMENT PRODUCTS INCENTIVES
Incur operational costs As you establish relationships with Value-based agreements drive appropriate utilization. PMPM
to establish the ACO. payers, you negotiate prices to help drive fees for care coordination help offset costs and shared savings
steerage and overall patient volume. incentivize ACOs for meeting cost and quality measures.

Shared Savings +

Efficiency ACO MARGIN
Volume New PMPM Fees +
ACO Startup Patients Utilization Programs
Costs  ACO Operating Costs Volume Steerage £ “DO NOTHING” MARGIN
I Unit Cost
l Concessions
WORST CASE
SCENARIO
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Partnered to create an

ACCOUNTABLE CARE
ORGANIZATION

More than 3,200 physicians and
advanced practice providers




2023 Value-Based Contracts

210,936 Covered Lives

/—\ R, 30

. Commercial: 107,946 (51%)
. Medicare: 60,242 (29%)
Medicaid: 34,939 (17%)

Commercial IFP: 7,809 (3%)

Commercial
Group

Medicare

Medicaid

Commercial
Individual

Aetna Commercial
Blue Cross ACO

Ne Furniture Mart DTE
UHC Commercial ACO

Aetna MA

Blue Cross MA
Humana MA

MSSP Basic Level E
NTC MA (Wellcare)
UHC MA

Healthy Blue Medicaid
Ne Total Care Medicaid
UHC Medicaid

Medica IFP (Elevate)
NTC IFP (AmBetter)

11,400
66,229
1,285
33,032

5,317
1,463
4,650
37,484
550
10,778
13,153

13,140
8,646

7,612
197

Updated 2/21/2023



Our Core Responsibilities
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Enter into Use data
value-based fo assess
agreements opportunities
with payers to improve

quality & cost

Communicate
those

opportunities to
the network

Collaborate
with the network
to drive
performance

Distribute
rewards
from
success




Value-Based
Agreements:
An Overview
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The Journey from Volume to Value

DIMINISHING FEE-FOR-SERVICE PAYMENTS

Q GLOBAL PAYMENTS

: J
o AV SHARED RISK ®

SHARED SAVINGS

BUNDLED PAYMENTS '

PAY FOR
PERFORMANCE

PATIENT CENTERED MEDICAL

PERFORMANCE BASED EPISODES OF CARE HOMES AND ACCOUNTABLE
PROGRAMS CARE PROGRAMS 14

>
INCREASING DEGREE OF ACCOUNTABILITY
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Retrospective Rewards NETWORK
Most Contracts have two components:

Targets are set for specific

measures — meeting these

targets qualify providers for
shared savings

Based on historical claims,
a cost target is set and adjusted
for patient health status (risk).

« Any savings below the targets are shared between insurer and provider
e Contracts can be “upside only” while others have transitioned into risk




Focus on Quality?

e Quality Measures

e 64 measures across 14
agreements

* Difficult to measure,
manage and communicate

* Developed 12 Core
Quality Measures
« 3 Screening Measures
e 2 Immunization Measures
e 5 Disease Management
« 1 Medication Adherence
1 Utilization Measure

2023 CORE QUALITY MEASURES NEEHASIA | Qe
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Cost

o Atarget is set typically as a Medical Loss Ratio (MLR)
 Medical expenses as a percent of total premium

 Total cost of care based on historical spend, trend and risk

MSSP lllustration

5328 MM $405.9 MM sal0MM | $414.1 MM 3430 MM
«——————— SharedSavingsTriggered | MSR=1% | MIR=1% | Risk Triggered -
~ 50%sharedsavingsratetoamaxof $41 MM / 7 30% shared loss rate to a max of $6 MM

MSR / MLR threshold can be set from 0 - 2.35% but must remain the same in all risk bearing years.
17




Nebraska Medicare
and Medicaid
Market Overview
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Nebraska Insurance Coverage Overview

Employer
Individual

HI

34.0%- 43.7% 43.9%- 48.7% 48.8%- 53.2% 53.3%- 59.3%
o o . 3.2% 4.7% B ses6% B s7-69% B 7o 0%

Medicare
Medicaid

8.4% 11.1% B 1175 1a5% B 27 163% B 6.4 120% 0.8%- 15.2% B 1ssn-213% B 260 200% B = 50a%

Source: Kaiser Family Foundation State Health Facts, 2021
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» 367,000 Nebraskans are enrolled in a Medicare @ mou | hebraska
plan |

e 182,000 have a Medigap plan to supplement

traditional Medicare H umana.

e ~90,000 are enrolled in a Medicare Advantage plan

* 48 companies provide Medigap plans in .
Nebraska ’&Etl’la
 Medicare Advantage varies significantly by =
county NEBRASKA

e 27 MA plan options in Douglas and Sarpy counties .
* 0 MA plan options in 9 Nebraska counties !JJ United
Healthcare

20
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e 2022: Total enrollment of 28 million — 48% of the Medicare
population

* Projected to hit 50% this year and 60% by 2030

24M

28M

22M

20M
18M
1M

16M
15M
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13M

12M
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2008 2010 2012 2014 2016 2018 2020 2022 21
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Patterns of National and Local Variability

e Nebraska 27% and lowa 30%

<20% 20%-30% [30%—40% [40%-50% M50%-60% W= 60% <20% [20%—40% M40%—60% M60%-50% HM=80%

22

Source: Kaiser Family Foundation, Medicare Advantage in 2022




_ NEBRASKA

HEALTH

why the Growth in MA? NETWORK

@METHODIST

Nebraska
Medicine

* 60% of MA plans nationally have no
p re m I U mS You May Be Entitled To

Transportation

e One-stop shopping — most plans bundle R

And Expanded Coverage For

Part D prescription drug coverage Dental Work €
« Aggressive marketing campaigns S
« CMS has been investing in these plans

An Actual Personfg My

 MA plans are allowed to provide Answered

Looked Up

seniors with additional benefits not covered
by traditional Medicare and Medigap plans
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Extra Benefits Offered by MA Plans

|@ TS ¢ )
79% Q 74% 74Y, 72%

Eye exams Dental Fitness . .

and glasses Telehealth Benefit Benefit Hearing aids

W
61% 34% 6% _ 4%

Over the Counter i Bathroom In-Home

Meal Benefit [
Benefits enetl Transportation Safety Support

24




Medicare Plan Comparison

_ Medicare Advantage Medicare + Supplement

Monthly Premiums

Copays / Deductibles

Extra Benefits

Provider Choice

Enrollment

Low to no monthly Cost

Larger copays and deductibles

Extra benefits included

Networks are often limited

Annual enrollment — Oct 15 to Dec 7

NEBRASKA
HEALTH
NETWORK

High Monthly Cost

No additional cost shares

No additional benefits are allowed

Open choice of providers

Only guaranteed coverage at age 65

@M ETHODIST

Nebraska
Medicine
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OWH — Point / Counter-point

MIDLANDS VOICES |
Medicare Advant h dvantage is it%
DONALD R. FREY, M.D. Upcoding works like this. The According to an investigation
ou turn on your TV and money the Medicare Trust Fund by the Kaiser Family Founda-
hear a litany of monot- pay,
onous, mind-nuinbing diag
exaggerations. You go to your ual MIDLANDS WOICES
mailbox and find it stuffed full ses, " : . . . .
arsickmateringmaterits. —wod - Foven with challenges, Medicare Advantage is still the better option
Of course, I'm talking about recy
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Against: Donald Frey, MD For: Frank Adkisson, Broker

« Traditional Medicare has a 2% overhead,
vs. 12% for MA Plans

* Through “diagnosis upcoding” and “care
management”, payers increase
revenue/profits

« 4 of 5 of the largest MA plans have been
found guilty of overbilling by the Office of
Inspector General

* Increased denials — a recent audit found
14% of denials were for things Medicare
should cover

 No max out of pocket costs with
traditional Medicare plans if not paired
with a gap plan

e Supplement plans increase premiums
averaging 12% a year

 Medi-gap plans are not accepting sicker
patients

« $0 premiums and additional benefits work
well for seniors on fixed incomes

27



Medicaid

e 390,642 enrollees

 Three managed Medicaid plans operate in
Nebraska

* Medicaid expansion extended coverage to
138% of the federal poverty level
e Added over 70,000 enrollees

e January 1, 2024: Molina will replace Healthy
Blue as the third managed Medicaid plan

] @

NETWORK Medicine

Healthy Blue
nebraska

>~ total care.

'JJ II-JIggi%ﬁcare

28




Medicaid Redetermination Project

e Up to 80,000 Nebraskans at risk of losing coverage
e 14 million nationally
 PHE required to keep everyone on Medicaid that enrolled afte
3/18/2020

 PHE ends 5/11/2023 creating an “unwind” process
« Efforts underway to review and verify eligibility

 Full court press to contact enrollees
 Letters from the state to the last known address
e Outreach from Medicaid plans and healthcare providers

« Efforts from advocacy organizations
e Danger of some being inappropriately dropped if they don'’t re

Thousands
could lose

' Medicaid

coverage

MNebraska is resuming
annual eligibility reviews
as COVID protections end

MARTHA ETODBARE
World-Har xld Bureau
LINCOLN — As many as
BOH0 Mebragkans could lose
Medicaid eoverage now that the
federal COVID-related public
health emergency & expiring and
pandemic-erd protecHons are

II‘.'-!'I.Iﬂ.l'.ﬂs

Some will be dropped becase
they are making more money at
work, found a job wilh health
henefits, had children move oot
an ther o ar have gone throwgh
other life changes.

But state officials and com-
oty bealth advocates warry
Lhat others may be kicked off the
program even if they stll qualify
becanse state Medicald workers
won't be able to reach them for
nevwiy reaumed eligibiliiy reviews,
They lave launched efforts to pre-
vent peaple fram falling through
tha crecks,

"The biggest thing is we realty,
really, really want to make sure
we'ne 0t dropping anybody from
coverage whir's still eligible " aald
Kevin Bagley, state Madicaid di-
rector

Liuring the public heafth emer-
EE‘HL}'. Congress required stales io



Value in Medicare
and Medicaid:
What's Now and
What's Next?
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The Government as Innovators NETWORK T

e \WWhat is their incentive?

* They pay for the majority of healthcare
services in the U.S.

 What are they doing?
e Setting aggressive targets

e New and consistent focus on “value”

 Directly linking payment to outcomes

* And assessing penalties when outcomes are §
not achieved

e Goal:

« All Medicare fee-for-service beneficiaries
will be in a care relationship with

accountability for quality and total cost of
care by 2030

N pPeRGONE .- 17-09

Hevsrels CHEsuel £

31




_ NEBRASKA | @menosr

HEALTH | 33 neomccr
Current CMS Innovation Center Programs

NETWORK Medicine

 The Center for Medicare and Medicaid Innovation (CMMI), also
known as the “Innovation Center,” was authorized under the
Affordable Care Act (ACA)

» Tasked with designing, implementing, and testing new health
care payment models to address growing concerns about rising
costs, quality of care, and inefficient spending

« CMMI has launched over 40 new payment models

32
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e CMMI has launched over
40 total value-based

-]
models
& & * Three popular models:

A HEALTH SYSTEM THAT ACHIEVES EQUITABLE OUTCOMES e Medicare Shared Savin gsS
THROUGH HIGH QUALITY, AFFORDABLE, PERSON-CENTERED CARE Pro gram (M SS P)

— * Primary Care First
ACCOUNTABLE CARE INNOVATION AFFORDABILITY ACHIEVE SYSTEM .. .
Y, SRRSO * Realizing Equity Access
I@ and Community Health
(REACH)

33
Source: CMS Innovation Center Strategy Refresh, 2022.
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e Pathway to Success...
e Oris it failure?

Basic (5 year agreement) Enhanced

Basic (A-B) Basic (E)
: v
* Upside only * Two-sided risk » Two-sided risk l. Two-sided risk
* Savings: 40% * Upside: 50% * Upside: 50% * Upside: 75%
* Downside: 0% * Downside: 2-4% * Downside: 8% * Downside: 15%
of FFS revenue of FFS revenue of total cost

An ACO in the Basic track will automatically progress
to the next level of risk annually

34




MSSP ACOs are Showing Success

* 81% of ACOs saved
CMS money, and
58% received shared
savings

e 2021 gross savings
per patient was $370

* 99 percent of ACOs
met the quality
threshold necessary
to receive shared
savings

Program, 2013-2021

$4,500
$4,000
$3,500
$3,000
$2,500
$2,000
$1,500
$1,000

Numbers in Millions ($$)

$500
)
($500)

$234

2013

$291 $429

2014 2015

s o
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$4,145
$3,618

$1,972
$1,706

1,861

> $1,659
$1,095

$652 $739 »854

‘S0 I I
I _ T EE E Em

2016 2017 2018 2019 2020 2021

35
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REACH ACO Model — Introduced 2/24/2022 NETWORK

e Realizing Equity Access and Community Health (REACH)
* Replaced CMS’s Direct Contracting model in 2023
* Does not allow for joint participation in the MSSP Program

* Will require ACOs to:
 Manage to a global budget
« Receive global payments and pay providers/facilities

* Develop and implement a Health Equity Plan to identify underserved
patients and implement initiatives to measurably reduce health
disparities

36




REACH Payment Model

* 50% risk on total cost of care
(Parts A & B spending relative to
benchmark)

e Capitation for
required (7% of benchmark)

e Must pay claims to ACO
Participant Providers for
capitated services (and may do
so for Preferred Providers)

e 100% risk on total cost of care
(Parts A & B spending relative to
benchmark)

e Capitation for either
L or )

e Must pay claims to ACO
Participant Providers for
capitated services (and may do
so for Preferred Providers)

NEBRASKA | @uersonsr
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Quality

Primary Care

Capitation
(7% of Benchmark?)

Base Primary

Care Capitation

(e.g. 4% based on
historical spend)

2% of benchmark payments will

be withheld for quality

performance:

« All-cause readmissions

o Unplanned admissions for
Individuals with chronic iliness

« CAHPS (Patient Satisfaction)
survey

Enhanced Primary

Care Capitation

(e.g. 3% loan, must
repay in full)

37
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How do you Distribute a Global Payment?
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What about Value in Medicaid? NETWORK | & hes

 Each of Nebraska’s managed Medicaid plans offers strong
value-based incentive programs

e Some states are looking at additional programs
 Maine: Community Health Worker incentive
* Higher reimbursement linked to providing access to community health workers

e Colorado: Advanced Primary Care

* Proposing to increase Medicaid reimbursement by16% (matching Medicare) for
providers who adhere to their advanced primary care model

e Arizona, Massachusetts, Minnesota: Social Risk Adjustment

» Risk adjust for drivers of inequitable health outcomes — payment is adjusted for
behavioral health status, housing status and other social factors

39
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Il Physical Environment: 10%

! Health Behaviors: 30%

Il Clinical Care: 20%

" Social and Economic Factors: 40%

Source: Robert Wood Johnson Foundation
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Figure 12

In FY 2021, Most MCO States Had at Least One MCQO Contract
Requirement Related to Social Determinants of Health.

B n Place in FY 2021 [l Plan to Require in FY 2022

Any MCO Requirements Related to SDOH

States with any MCO requirements 33

Specific MCO Requirements Related to SDOH

Screen for B needs
Provide enoliees with social servics rferas

Partner with CBOs 27 3

Screen for social needs 24

Use uniform SDOH questions within screening _
tools
ET -

Ercm oo, (T RIAIR

Capture SDOH data using ICD-10 7 codes®
Track the outcomes of social services referrals

Require community reinvestment 6 6

MOTE: Data are as of July 1, 2021. Response rates per policy varied. States planning to require any MCO requirement related to SDOH in

FY 2022 include all states that indicated plans to require at least one specific MCO policy. BH = behavioral health. CBOs = community-bazed
organizations. CHW= = community health workers. *ICD-10 Z codes are a subset of the ICD-10 diagnosis codes that reflect patient social KFF
characteristics. DE, MM, NM, and Rl did not respond to the 2021 survey.

SOURCE: KFF survey of Medicaid officials in 50 states and DG conducted by HMA, October 2021, » PNG
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Table 4: Model Comparison of Predictive Ratio Statistic ;

CDPS+Rx

CDPS+Rx AZ
Calibration  gnq Related Risk Marker Ni?izﬁ::?:e S zfific Specific
Risk Cohort : pe eights+SDOH
Weights [1] Weights
2] [3]
Z59, Housing problems 0.898 0.780 0.995
Z62, Parent problems 0.669 0.602 0.994
Age 1-20 Z63, Family problems 0.745 0.667 0.996
Z65, Criminal problems 0.629 0.550 0.993
SVI Zip Code 0.982 0.934 1.000
Z59, Housing problems 0.714 0.847 0.997
Z62, Parent problems 0.743 0.868 1.004
TANF Z63, Family problems 0.848 0.939 0.998
Z65, Criminal problems 0.747 0.879 1.005
SVI Zip Code 0.940 0.974 1.003
Z59, Housing problems 0.871 0.948 0.956
Z62, Parent problems 0.628 0.722 0.938
SSI Without =5 e, o mily problems 0.898 0.969 0.923
Medicare

Z65, Criminal problems 0.831 0.907 0.964
SVI Zip Code 0.994 1.057 1.006

AHCCCS
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