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2009 Healthcare Payment Reform Summit

October 29, 2009

High Level Overview and Summary of Discussion
Overview of the Day

The 2009 Healthcare Payment Reform Summit was a day-long event divided into three parts.  The overall purpose of the day was to involve a broad cross section of stakeholders – providers of care, purchasers, health plans, and policy-makers – in a ‘day of dialogue’ about specific changes in provider payment systems and other actions needed in Washington state to improve healthcare quality and control costs.  The specific focus was on building a more robust primary care delivery system to maximize prevention and effective treatment of chronic disease, minimize uncoordinated care and duplication of efforts, and avoid preventable use of hospitals and emergency rooms.

The morning began with a formal presentation entitled, “Improving Health Care Value through Payment and Delivery System Reform,” by Mr. Harold Miller who is President and CEO of the Network for Regional Healthcare Improvement.  Mr. Miller’s slides are available for review upon request.

The group of approximately 85 participants then divided into three break-out discussion groups.  The overall focus area was “Practice Transformation” and each group had a different area of emphasis as follows:
· Group A: Improving Outcomes and Reducing Costs for Patients with Chronic Disease

· Group B: Improving Outcomes and Reducing Costs for Patients with Acute Conditions

· Group C:  Improving Patient Health and Use of Preventive Services
Each group was given a set of ‘desired outcomes’ and asked to review a list of elements categorized into four areas (process/service changes, data and information technology, staff program resources, and external support) and formulate a group recommendation about which elements are most essential for primary care practices to achieve the outcomes.  The full list of elements is included in Appendix A on pages 9-10.  The list of desired outcomes by group is included in Appendix B on page 11.
Following the break out sessions, the group re-convened into the full group and recommendations were shared and discussed.

In the afternoon, again the group of 85 participants divided into three break-out discussion groups.  This time, the overall focus was on “Aligning Payment and Incentives.” Building on the morning discussion, each group had a different area of emphasis as follows:

· Group A: Provider Payment Model – Fee-for-service + Care Management Fee + Pay-for-performance
Under this payment model, the primary care practice would continue to be paid fees for some or all individual services provided to patients.  In addition, the primary care practice would receive a monthly “care management fee” for each patient (e.g., per member per month payment), and an additional payment based on the level of outcomes (utilization and cost or quality or both) achieved by the primary care practice.
· Group B: Focus on Provider Payment Model – Primary Care Capitation + Pay-for-Performance

Under this payment model, a primary care practice would no longer receive separate fees for any individual services provided to patients.  Instead, the practice would receive a “primary care capitation” payment for each patient (e.g., per member per month payment) to cover all of the services that are provided by the practice, and an additional payment based on the level of outcomes (utilization and cost or quality or both) achieved by the practice.

· Group C: Focus on Consumer Supports and Incentives

Under any payment model, a primary care practice’s success in improving outcomes (utilization, cost, quality) will depend not only on its own services and skills, but on the patient’s willingness and ability to adhere to treatment plans, and the patient’s willingness and ability to select and use high-value services and to avoid seeking unnecessary care.  This includes the patient developing a relationship with a specific primary care provider (and team) as their “medical home.”

Each group was given a detailed set of three to four issues and corresponding options. Groups were asked to formulate a group recommendation on each issue to include key elements to guide further design.  The full list of issues and corresponding options is included in Appendix C on pages 12-17.
Following the break out sessions, the group re-convened into the full group and recommendations were shared and discussed.

Because the Summit was not intended as a decision-making forum, we did not strive to reach conclusions on every topic.  A straw pole in the large group (all attendees) following both the morning and afternoon reports from the break-out sessions reflected the following:

· General agreement with the ‘results’ from each of the morning break-out sessions on ‘the essentials’ of practice transformation.
·  On payment models, the group overall preferred (“leaned toward”) the second payment model discussed by Group B, i.e., primary care capitation plus some form of gain-sharing and/or pay for performance.
· General agreement with the ‘results’ from the break-out session on Consumer Supports and Incentives AND with continued use of the term ‘medical home.’

Results from the Morning

Group A: What are the most essential services, processes and support needed by primary care practices to achieve the desired outcomes (see Appendix B)?
Focus: Improving Outcomes and Reducing Costs for Patients with Chronic Disease
Process/Service Changes:

· Call center or consulting RN line linked to the practice

· Same-day or open access scheduling

· Dedicated time for team meetings and care planning

· Coordination with entire medical neighborhood (specific focus depends on hierarchy of desired outcomes) 
Data and Information Technology:

· Patient registry system to track patients

· Real-time notification of hospital admissions and ER visits and discharges

· Predictive modeling information to help practices proactively identify patients at highest risk
Discussion noted that not all providers or patients have technology skills, especially in small / rural practices.

Staff and Program Resources:

· ARNPs or PAs to expand the capacity of physicians

· Nurse care managers for outreach and care coordination for high risk patients
· Nurse care managers for patient education and self-management support in office

· Access to behavioral health or specialists to consult collaboratively on complex cases

· Staff or consultants to analyze data in electronic medical records and registries to identify quality improvement opportunities
External Support (focus primarily on small to mid size practices):

· Training in workflow redesign and process improvement techniques

· Coaching or assistance on process improvement projects

· Education or technical assistance in implementing chronic disease programs

· Assistance in implementing patient registry

· Access to shared services for integrated nurse care management

Group B: What are the most essential services, processes and support needed by primary care practices to achieve the desired outcomes (see Appendix B)?
Focus: Improving Outcomes and Reducing Costs for Patients with Acute Conditions
Process/Service Changes:

· Expanded access (evening/weekend hours, same day/open access scheduling)

· Getting in

· Seeing own physician
· Call center or consulting nursing phone line directly linked to the primary care practice
· Care coordination (formal coordination between the practice and specialists, hospitals/ERs and urgent care centers)
Data and Information Technology:

· Shared electronic clinical data

· Decision support

· Performance data

· Secure web portal for patients to use for scheduling, access to test results, etc.
Staff and Program Resources:

· Additional primary care physicians

· Access to behavioral health or specialists to consult on complex cases

· Nurse care manager (broad job description)

External Support (focus primarily on small to mid size practices):

· Training in process improvement (process redesign)

· Licensing issues (expanding scope of practice, need training)

· Financial support to transform practice

Group C: What are the most essential services, processes and support needed by primary care practices to achieve the desired outcomes (see Appendix B)?
Focus: Improving Patient Health and Use of Preventive Services
Process/Service Changes:

Essential (first-tier)

· Call center or consulting RN line linked to the practice

· Same-day or open access scheduling

· Longer appointment slots

· Dedicated time for team meetings and care planning

Very desirable (second-tier)
· Extended office hours to meet the needs of patients

· Formal coordination arrangements with specialists

· Formal coordination arrangements with hospitals/ERs

· Formal coordination arrangements with local health departments and community-based organizations

Data and Information Technology:

Essential (first-tier)

· Electronic Health Record (data storage)

· Patient registry system to track patients

· Community, regional or state health info exchange

Very desirable (second-tier)
· Electronic ordering/tracking system for lab test and results

· Secure email system for communication between patients & providers

· Electronic access to clinical guidelines for prescribing & treatment planning

· Data on rates of hospitalizations, ER visits comparing practice to others

Staff and Program Resources:

Essential (first-tier)

· Additional primary care capacity

· Patient education and self-management support

· Staff or consultants to analyze data in electronic medical records and registries to ID QI opportunities

Very desirable (second-tier)
· Outreach and care coordination for high risk pts

· Access to behavioral health or specialists to consult on complex cases

· Proactively engage patients in their care

External Support (focus primarily on small to mid size practices):

Essential (first-tier)

· Training in workflow redesign and process improvement techniques/coaching or assistance on process improvement projects

· Access to a learning collaborative w/ other primary care practices

· Support/technical assistance for creating a pool of small office primary care practices into a virtual organization

Very desirable (second-tier)
· Technical assistance to restructure business and administrative systems

· Grants for purchase of equipment or software

· Data on the quality of services delivered by the primary care practice compared to other primary care providers

Results from the Afternoon
These ‘results’ are not decisions and do not necessarily reflect consensus, but rather are the views of a majority of participants within the group based on a nominal voting process followed by discussion.

Group A: Focus on Provider Payment Model – Fee-for-service + Care Management Fee + Pay-for-performance
Overall:  There was low support for this model in general by participants assigned to this workgroup.

Issue: How should the current fee-for-service structure be modified?

· The group did not arrive at a group recommendation regarding all aspects of how fee-for-service should be structured.  There was shared sentiment that fee-for-service should, at a minimum, be included for preventive services to offset potential for underutilization.
Issue: How should the care management fee be structured?

· The care management fee should be paid for all patients seen by the primary care practice to support coordination of care.
·  The fee should be risk-adjusted based on the number and severity of patients’ clinical conditions, age and gender within the practice.
· The care management fee should be linked to a defined minimum of care coordination capabilities and/or administrative functions (e.g., data reporting) within the practice.

· The care management fee should be viewed as a substitute for (rather than a supplement to) some current fees.

Issue: How should gain-sharing or pay-for-performance (P4P) be structured?

· Gain sharing or P4P should only be in the form of bonuses (i.e., in addition to fees and care management payments) to reward good performance.

· P4P should be based, in part, on the level of outcomes that primary care practices achieve for their patients.

· Primary care practices should receive a gain-sharing bonus (and some thought a penalty) based on total costs of all services received by their patients. 
· A primary care practice should receive a P4P bonus if it significantly improves performance on processes or outcomes, even if it remains below average in performance relative to other providers in the area.

· Gain sharing or P4P should be relatively large (e.g., 10%- 50%) compared to total fees and care management payments received by a practice, and should be set up as a long-term model to provide some predictability for practices.
· Need good data, transparency and time to phase this in with practices.

Issue: What financial support is needed beyond the payment model?

· Primary care practices should be able to receive an “advance” on future payments to:

· More easily finance up-front capital investments, such as improved information technology;

· Offset potential temporary losses of revenue as they shift from a pure volume-oriented fee structure to more of value-driven care and while they develop population management skills needed to succeed; and/or

· Offset the initial costs of recruiting and training new personnel, such as nurse care managers, and retraining existing staff.

Group B: Focus on Provider Payment Model – Primary Care Capitation + Pay-for-performance

Issue: How should the primary care capitation be structure?

· The capitation payment should vary based on the cost of living in the community (high level differences, e.g., rural vs. urban), as well as patient characteristics (patient age and gender, number and severity of clinical conditions).

· The level of capitation payment should be set using input from a community-wide process that analyzes and recommends appropriate payment levels for patients within each payment category (age/gender, diagnosis, etc.)

· There was a strong group sentiment that it is not useful to base payment levels on historical data.

· Primary care practices should be eligible to receive outlier payments above and beyond capitation payment for those patients with unusually intense needs of care.

· A minimum level of services should be required in order for a practice to receive the capitation payment, e.g., at least one patient contact per year.

· Practices should only be expected to deliver typical primary care practice services in return for the capitation payment; all other outpatient services and inpatient care should be paid separately through the patient’s insurance.

· Practices should be expected to provide or pay for a minimum level of care management services in return for the capitation payment.
Issue: How should gain-sharing or pay-for-performance (P4P) be structured?

· Gain-sharing or P4P awards should only be in the form of bonuses (in addition to capitation payments) to reward good performance.

· P4P awards should be based, in part, on the extent to which primary care practices comply with evidence-based processes, demonstrating improvement in outcomes (utilization and cost or quality or both), and patient experience.

· Gain-sharing or P4P awards should be based on a primary care practices performance against absolute thresholds of performance established through a community goal-setting process.

· A primary care practice should also be eligible to receive a P4P bonus if it significantly improves performance on processes or outcomes, even it remains below average among providers in the area.

· Gain-sharing or P4P awards should be relatively large (e.g., 10-50%) compared to capitation payments received by a primary care practice. 

Issue: What financial support is needed beyond the payment model?

· There was consensus that primary care practices should receive an “advance” to offset the initial costs of recruiting and training new personnel, such as nurse care managers, and retraining existing staff.

· The group split on the following:
· Primary care practices should be able to receive an “advance” on future payments to allow them to more easily finance up-front capital investments, such as improved information technology. 
· Primary care practices should receive an “advance” to offset potential temporary losses of revenue as they shift from a pure volume-oriented fee structure to more value-driven care and while they develop the population management skills needed to succeed under new payment models. 
Group C: Consumer Supports and Incentives
Issue: How should consumers by encouraged to consistently use a primary care practice as a ‘medical home?’

Top Priority:
· Consumers should be educated on the value of selecting and consistently going to a primary care provider.
· Increase consumer access to primary care providers (available appointments, email, phone).
· Structure primary care appointments to better facilitate developing a long term relationship.
· Expand selection information and orientation visit to establish relationship with primary care team

Second Priority:
· Copayments and co-insurance should be reduced or eliminated for patients who develop a consistent relationship with one primary care practice.
· Consumers should be required to accept a greater share of financial risk for their overall care (e.g., through higher cost-sharing for hospitalizations for ambulatory-care-sensitive conditions) if they do not develop a consistent relationship with one primary care practice.
· Consumers with certain risk factors should be incentivized to select a PCP.

Issue: How should consumers be assisted or encouraged to adhere to treatment plans developed with their primary care provider?’
(Note: This topic generated a lot of discussion about “carrot vs. stick” incentives and what is more effective. It was agreed that incentives need to be carefully applied based on evidence.)

· Consumer cost-sharing should be reduced or eliminated for treatments or services demonstrated to reduce hospitalizations or use of other high-cost services.
· Consumers should receive financial reward for developing a documented treatment plan with their primary care provider and adhering to that plan.
· Consumers should receive financial incentives for improving health status (through whatever means, not just services from health care providers).
· Consumers should receive culturally appropriate education to ensure they understand their condition and treatment plan.
Issue: How should consumers be encouraged to use high-value services and avoid seeking unnecessary care?
(Note: It was noted that there is concern about the degree to which these options can work for Medicaid.)
· Consumers should receive information on the relative value (quality, cost, effectiveness and satisfaction) of different treatment options.
· Consumers should be required to pay the difference in cost between different treatment options of equivalent effectiveness and associated risk.
· Patients should receive financial incentives for participating in shared decision-making processes about treatments and services.
· Benefit coverage should be eliminated for services that have limited effectiveness.

This group was also asked provide their input regarding the preferred terminology for the ‘medical home’ from a consumer’s perspective.

The group discussed several alternatives to the term ‘medical home,’ such as health home, advanced primary care and health team.  Ultimately they concluded that it is best to stick with the term ‘medical home’ given that a lot has been invested in using the term.  However, they do recommend that we need to teach consumers what a ‘medical home’ is and why it is to their advantage to have one.  Expert communications advice on this would be helpful.
Appendix A: Practice Transformation – Full List of ‘Element’ Discussed in Prioritization Process
Note: Participants were invited to add to the list below in each category.

1.
Process/Service Changes

a.
Evening office hours

b.
Weekend office hours

c.
Call center or consulting nurse phone line directly linked to the primary care practice

d.
Home visits

e.
Backup support for evening/weekend calls

f.
Same day/open-access scheduling

g.
Longer appointment slots

h.
Dedicated time for team meetings and care planning

i.
Formal coordination arrangements with specialists

j.
Formal coordination arrangements with hospitals/ERs

k.
Formal coordination arrangements with urgent care centers

Other: 

2.
Data and Information Technology

a.
An Electronic Health Record (EHR) system to electronically contain information currently stored in patient charts

b.
A patient registry system to track a group of patients (either all of the primary care practice’s patients or individual subsets, such as those with chronic disease) to determine whether they have received necessary care

c.
An electronic prescribing system which checks drug interactions

d.
An electronic ordering/tracking system for lab tests and results

e.
Real-time notification of hospital admissions and ER visits

f.
A secure web portal for patients to use for scheduling, access to test results, etc.

g.
A secure email system for communication between patients and primary care providers

h.
Electronic access to clinical guidelines for prescribing and treatment planning 

i.
Data on the rates of hospitalizations, readmissions, ER visits, and utilization of other services by the primary care practice’s patients compared to other primary care providers

j.
Data on the quality of services delivered by the primary care practice compared to other primary care providers

k.
Predictive modeling software to help identify patients at highest risk for health problems and service utilization

l.
A community, regional, or state Health Information Exchange to ensure the primary care practice’s EHR includes information on all services received by the patient

Other: 
Appendix A: Practice Transformation – Full List of ‘Element’ Discussed in Prioritization Process

Note: Participants were invited to add to the list below in each category.

3.
Staff and Program Resources

a.
Additional primary care physicians

b.
Nurse practitioners or physician assistants to expand the capacity of physicians

c.
Nurse care managers to do outreach and care coordination for high risk patients over the phone

d.
Nurse care managers to do patient education and self-management support in the office

e.
Nurse care managers to visit patients in their home for education and self-management support

f.
Certified diabetes educators to work with diabetic patients

g.
External disease management companies to help in management of patients with chronic disease

h.
Access to behavioral health or specialists to consult on management of complex or unusual cases

i.
Additional staff to handle and triage incoming patient calls or emails

j.
Additional staff to proactively call patients to encourage keeping appointments, getting tests, etc.

k.
Data entry clerks to keep electronic medical records and registries up to date

l.
Staff or consultants to analyze data in electronic medical records and registries, etc. to identify areas where processes need to be improved

m.
Patient education materials, videos, websites

n.
Access to language interpreters and translated materials

o.
Access to financial assistance programs to help low-income patients with medications and other out-of-pocket costs

Other: 

4.
External Support (focus primarily on small to mid size primary care practices)

a.
Technical assistance in restructuring billing and financial management systems

b.
Training in workflow redesign and process improvement techniques

c.
Coaching or assistance on process improvement projects

d.
Access to a learning collaborative with other primary care practices focused on achieving the same outcomes

e.
Education or technical assistance in implementing chronic disease management programs and other interventions with demonstrated effectiveness

f.
Loans for purchase of equipment or software

g.
Grants for purchase of equipment or software

Other:  

Appendix B: Practice Transformation – Desired Outcomes by Area

Group A: Improving Outcomes for Patients w/Chronic Disease in the Ambulatory, Primary Care Setting

Desired Outcomes
1. Reduce emergency room utilization for patients w/ chronic disease

2. Reduce ambulatory care-sensitive hospital admissions, e.g.,

· Diabetes, short and long term complications, lower extremity amputations

· Adult asthma 

· COPD

· CHF, Hypertension, Angina w/out procedure

3. Reduce 30-day readmissions to the hospital

4. Improved performance on chronic disease care process measures, e.g.,

· Diabetes (HbA1c testing, cholesterol testing, nephropathy testing)

· Heart Disease (cholesterol testing, cholesterol lowering medication)

· Depression (medication adherence at 12 weeks and 6 months)

5. Improved performance on clinical indicators for patients w/ chronic disease, e.g.,

· HbA1c/Poor Control

· Blood Pressure Control

· Cholesterol Management

Group B: Improving Outcomes for Patients w/ Acute Conditions in the Ambulatory, Primary Care Setting

Desired Outcomes
1. Reduce ambulatory care-sensitive hospital admissions, e.g.,

· Dehydration

· Bacterial pneumonia

· Urinary infections

· Perforated appendicitis

2. Reduce use of high-end imaging (CT, MRI, cardiac, PET, etc.)

3. Increased ratio of primary care visits to specialty visits

4. Improved use of shared decision-making, particularly for preference-sensitive conditions

Group C: Improving Patient Health and Use of Preventive Services in the Ambulatory, Primary Care Setting
Desired Outcomes
1. Increase in patient functional status (activities of daily living)

2. Improve performance on prevention/screening process measures

· Screening for breast cancer, cervical cancer, colon cancer

3. Improve patient experience in areas that correlate with effective care, utilization and cost, e.g.

· Timely access to care

· Understandable explanations from the provider

· Support for self-management

· Shared decision-making

· Timely follow-up (e.g., test results, hospital discharges)

Appendix C: Aligning Payment and Incentives – Full List of Issues and Options by Group
Group A: Focus on Provider Payment Model – Fee-for-service + Care Management Fee + Pay-for-performance

ISSUE A-1: How Should the Fee-for-Service Structure Be Modified?

NOTE: Options are not mutually exclusive.

SERVICES COVERED BY FEES

OPTION A-1.1:
Separate fees should continue to be paid for all services delivered by primary care practices that are separately defined under the Medicare fee schedule.

OPTION A-1.2:
Fees should be paid for those services that will be monitored for quality assurance purposes to ensure that accurate data is available.

OPTION A-1.3:
Fees should only continue to be paid for those services where there is evidence of underutilization.

OPTION A-1.4:
Fee codes should be added for specific services that are not reimbursed today, such as phone calls, visits with nurse care managers, etc.

Other: 

FEE LEVELS

OPTION A-1.5:
Fee levels should be increased for evaluation and management (E&M) services and primary care services that are demonstrated to reduce healthcare costs.

OPTION A-1.6:
Fees should be eliminated for evaluation and management (E&M) services in favor of a single care management fee.

OPTION A-1.7:
Fee levels should be reduced across-the-board to allow a small amount of money to be redirected to the care management fees and gain-sharing or P4P components.

OPTION A-1.8:
Fee levels should be reduced across-the-board to allow a large amount of money to be redirected to the care management fees and gain-sharing or P4P components.

Other: 

ISSUE A-2: How Should the Care Management Fee Be Structured?

NOTE: Options are not mutually exclusive.

OPTION A-2.1:
The care management fee should be paid for all patients seen by the primary care practice.

OPTION A-2.2:
The care management fee should only be paid for certain patients (e.g., those with chronic conditions).

OPTION A-2.3:
The care management fee should vary only by patient age and gender.

OPTION A-2.4:
The care management fee should vary based on the number and severity of a patient’s clinical conditions, as well as age and gender.

OPTION A-2.5:
The primary care practice should have complete flexibility as to how to use the care management fee.

OPTION A-2.6:
The care management fee should be linked a defined minimum of care coordination capabilities or administrative functions (e.g., specified data reporting).

OPTION A-2.7:
A minimum level of services should be required in order for a primary care practice to receive the care management fee, e.g., at least one patient visit per year.

OPTION A-2.8:
The care management fee should be viewed as a supplement to existing fees.

OPTION A-2.9:
The care management fee should be viewed as a substitute for some current fees.

Other:  

Appendix C: Aligning Payment and Incentives – Full List of Issues and Options by Group
Group A: Focus on Provider Payment Model – Fee-for-service + Care Management Fee + Pay-for-performance

ISSUE A-3: How Should Gain-Sharing or P4P Be Structured?

NOTE: Options are not mutually exclusive.

OPTION A-3.1:
Gain-sharing or P4P awards should only be in the form of bonuses (in addition to fees and care management payments) to reward good performance.

OPTION A-3.2:
Gain-sharing or P4P awards should include both bonuses to reward good performance and penalties for poor performance.  (A penalty would be structured in the form of a withhold from base payment levels that would not be returned if the performance thresholds were not met.)

OPTION A-3.3:
P4P awards should be based, in part, on the extent to which primary care practices comply with evidence-based processes.

OPTION A-3.4:
P4P awards should be based, in part, on the level of outcomes that primary care practices achieve for their patients.

OPTION A-3-5:
P4P awards should be based, in part, on the level of patient experience with the services received from the primary care practice.

OPTION A-3.6:
Primary care practices should receive a “gain-sharing” bonus or penalty based on utilization of specific services such as hospitalizations by their patients.

OPTION A-3.7:
Primary care practices should receive a “gain-sharing” bonus or penalty based on total costs of all services received by their patients.

OPTION A-3.8:
Gain-sharing or P4P awards should be based on a primary care practice’s performance against absolute thresholds of performance established through a community goal-setting process.

OPTION A-3.9:
Gain-sharing or P4P awards should be based on a primary care practice’s performance relative to other providers in the community or state.

OPTION A-3.10:
A primary care practice should receive a P4P bonus if it significantly improves performance on processes or outcomes, even it remains below average in performance relative to other providers in the area.

OPTION A-3.11:
Gain-sharing or P4P awards should be relatively small (e.g., less than 10%) compared to total fees and care management payments received by a primary care practice.

OPTION A-3.12:
Gain-sharing or P4P awards should be relatively large (e.g., 10-50%) compared to total fees and care management payments received by a primary care practice.

Other:  

ISSUE A-4: What Financial Support Is Needed Beyond the Payment Model?

NOTE: Options are not mutually exclusive.

OPTION A-4.1:
Primary care practices should be able to receive an “advance” on future payments to allow them to more easily finance up-front capital investments, such as improved information technology.

OPTION A-4.2:
Primary care practices should receive an “advance” to offset potential temporary losses of revenue as they shift from a pure volume-oriented fee structure to more value-driven care and while they develop the population management skills needed to succeed under new payment models.

OPTION A-4.3:
Primary care practices should receive an “advance” to offset the initial costs of recruiting and training new personnel, such as nurse care managers, and retraining existing staff.

Other:  

Appendix C: Aligning Payment and Incentives – Full List of Issues and Options by Group
Group B: Focus on Provider Payment Model – Primary Care Capitation + Pay-for-performance
ISSUE B-1: How Should Primary Care Capitation Be Structured?

NOTE: Options are not mutually exclusive.

RISK/SEVERITY-ADJUSTMENT

OPTION B-1.1:
The capitation payment should vary only by patient age and gender.

OPTION B-1.2:
The capitation payment should vary based on the number and severity of a patient’s clinical conditions, as well as age and gender.

OPTION B-1.3:
The capitation payment should vary based on the cost of living in the community as well as patient characteristics.

Other: 

PAYMENT LEVELS

OPTION B-1.4:
The level of the capitation payment should be set based on the average of all providers’ current fees or payments for patients within each payment category (e.g., age, gender, diagnosis, etc.). 

OPTION B-1.5:
The level of the capitation payment should be set based on the lowest quartile of high-quality providers’ current fees or payments for patients within each payment category (e.g., age, gender, diagnosis, etc.). 

OPTION B-1.6:
The level of the capitation payment should be set using input from a community-wide process that analyzes and recommends appropriate payment levels for patients within each payment category (e.g., age, gender, diagnosis, etc.). 

OPTION B-1.7:
Primary care practices should be eligible to receive outlier payments above and beyond the capitation payment for those patients with unusually intense needs for care.

Other: 

STANDARDS AND SERVICES INCLUDED

OPTION B-1.8:
Primary care practices should have complete flexibility as to how to use the capitation payment.

OPTION B-1.9:
A minimum level of services should be required in order for a practice to receive the capitation payment, e.g., at least one patient visit per year.

OPTION B-1.10:
Practices should only be expected to deliver typical primary care practice services in return for the capitation payment; all other outpatient services and inpatient care should be paid separately through the patient’s insurance.

OPTION B-1.11:
Practices should be expected to both deliver typical primary care practice services and also pay for behavioral health, common lab tests and specialty consultations in return for the capitation payment.

OPTION B-1.12:
Practices should be expected to provide or pay for a minimum level of care management services in return for the capitation payment.

Other:  

ISSUE B-2: How Should Gain-Sharing or P4P Be Structured?

NOTE: Options are not mutually exclusive.

OPTION B-2.1:
Gain-sharing or P4P awards should only be in the form of bonuses (in addition to capitation payments) to reward good performance.

OPTION B-2.2:
Gain-sharing or P4P awards should include both bonuses to reward good performance and penalties for poor performance.  (A penalty would be structured in the form of a withhold from base payment levels that would not be returned if the performance threshold were not met.)

OPTION B-2.3:
P4P awards should be based, in part, on the extent to which primary care practices comply with evidence-based processes.

OPTION B-2.4:
P4P awards should be based, in part, on demonstrating improvement in outcomes (utilization and cost or quality or both) that primary care practices achieve for their patients.

OPTION B-2-5:
P4P awards should be based, in part, on the level of patient experience with the services received from the primary care practice.

OPTION B-2.6:
Primary care practices should receive a “gain-sharing” bonus or penalty based on total costs of all services received by their patients.

OPTION B-2.7:
Gain-sharing or P4P awards should be based on a primary care practices performance against absolute thresholds of performance established through a community goal-setting process.

OPTION B-2.8:
Gain-sharing or P4P awards should be based on a primary care practices performance relative to other providers in the community or state.

OPTION B-2.9:
A primary care practice should receive a P4P bonus if it significantly improves performance on processes or outcomes, even it remains below average among providers in the area.

OPTION B-2.10:
Gain-sharing or P4P awards should be relatively small (e.g., less than 10%) compared to capitation payments received by a primary care practice.

OPTION B-2.11:
Gain-sharing or P4P awards should be relatively large (e.g., 10-50%) compared to capitation payments received by a primary care practice.

Other:  

ISSUE B-3:
What Financial Support Is Needed Beyond the Payment Model?

NOTE: Options are not mutually exclusive.

OPTION B-3.1:
Primary care practices should be able to receive an “advance” on future payments to allow them to more easily finance up-front capital investments, such as improved information technology.

OPTION B-3.2:
Primary care practices should receive an “advance” to offset potential temporary losses of revenue as they shift from a pure volume-oriented fee structure to more value-driven care and while they develop the population management skills needed to succeed under new payment models.

OPTION B-3.3:
Primary care practices should receive an “advance” to offset the initial costs of recruiting and training new personnel, such as nurse care managers, and retraining existing staff.

Other:  
Appendix C: Aligning Payment and Incentives – Full List of Issues and Options by Group
Group C: Consumer Supports and Incentives

ISSUE C-1: How Should Consumers Be Encouraged to Develop a Consistent Relationship with a Primary Care Practice as their “Medical Home?”

NOTE: Options are not mutually exclusive.

OPTION C-1.1:
Consumers should be educated on the value of selecting and consistently utilizing a primary care provider as a “medical home.”

OPTION C-1.2:
Consumers should be required to select a primary care provider as their “medical home.”

OPTION C-1.3:
Consumers should receive increased access to primary care providers (e.g., appointment availability, email and/or phone access)

OPTION C-1.4:
Appointments with primary care providers should be structured to better facilitate developing a long term relationship.

OPTION C-1.5:
Copayments and co-insurance should be reduced or eliminated for patients who develop a consistent relationship with one primary care practice.

OPTION C-1.6:
Consumers should be required to pay a one-time fee for switching primary care providers unless there are appropriate justifications (e.g., a change in the consumer’s residence or the provider’s location, poor quality ratings of the provider, etc.)

OPTION C-1.7:
Consumers should be required to accept a greater share of the financial risk for their overall care (e.g., through higher cost-sharing for hospitalizations for ambulatory-care-sensitive conditions) if they do not develop a consistent relationship with one primary care practice to help them manage their care.

OPTION C-1.8:
There should be expanded benefits for patients who develop a consistent relationship with one primary care practice.

Other:  

ISSUE C-2: How Should Consumers Be Assisted or Encouraged to Adhere to Treatment Plans Developed With Their Primary Care Provider?

NOTE: Options are not mutually exclusive.

OPTION C-2.1:
Consumer cost-sharing should be reduced or eliminated for treatments or services demonstrated to significantly reduce hospitalizations or use of other high-cost services.

OPTION C-2.2:
Consumers should be required to accept a greater share of the financial risk for their overall care (e.g., through higher cost-sharing for hospitalizations for ambulatory-care-sensitive conditions) if they do not develop a treatment plan with their primary care provider and adhere to that plan.

OPTION C-2.3:
Consumers should receive a financial reward for developing a documented treatment plan with their primary care provider and adhering to that plan.

OPTION C-2.4:
Consumers should receive financial incentives (e.g., reduced insurance premiums or cash awards) for improving their health status (through whatever means, not just services from health care providers).

Other:  

ISSUE C-3: How Should Consumers Be Encouraged to Use High-Value Services and Avoid Seeking Unnecessary Care?

NOTE: Options are not mutually exclusive.

OPTION C-3.1:
Consumers should receive information on the relative value (quality, cost, and satisfaction) of different treatment options.

OPTION C-3.2:
Consumers should be required to pay the full difference in cost between different treatment options of equivalent effectiveness.

OPTION C-3.3:
Consumers should be required to pay a portion of the difference in cost of different treatment options that have differing effectiveness.

OPTION C-3.4:
Patients should receive financial incentives for participating in shared decision-making processes about treatments and services.

OPTION C-3.5:
Patients should be required to pay a higher share of the cost of treatments and services if they do not participate in shared decision-making processes with their primary care provider.

OPTION C-3.6:
Benefit coverage should be eliminated for services that have limited effectiveness and high cost.

Other:  
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