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Value-based purchasing

 Value = Quality/ Cost

Instead of paying Fee-For-Service, Insurer “X” Pays Health
System Y a flat fee of $10 every month for every patient in their
system.

Is this paying for value? No, this is paying for risk



VBP context

* Have historically been increasing VBP medical spend annually

* Are planning on a “strategic pause” for 2021 required VBP spend given
COVID-19

* Are going to emphasize quality of arrangements and incorporation of
CBOs to address SDOH

* Aligned definitions of VBP payment strategies between PH and BH
(performance based contracting, shared savings, shared risk, bundled
payments, global payments)

* VBP payment models



Guiding principles for VBP

* Bending the cost curve

* Improve quality of care

* Multi-payer alignment

* Meeting providers and patients where they are at (includes SDOH)
* Promoting health equity
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Aligned definitions
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Performance based contracting

* Fee-for-service contracts in which incentive payments and/or
penalties are linked to Network Provider performance.

> i.e. 75% HEDIS benchmark for quality measure
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Shared Savings

e Supplemental payments to Network Providers if they can reduce
health care spending relative to an annual cost benchmark, either for
a defined Member sub-population or the total Member population
served by a Network Provider.
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Shared Risk

e Supplemental payments to Network Providers if they are able to
reduce health care spending relative to a cost benchmark AND shared
losses with the MCO if costs are higher relative to the benchmark.
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Bundled payments

* Bundled payments include all payments for services rendered to treat
a Member for an identified condition during a specific time period.
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Global payments

* Global payments:

* Annual global budget developed prospectively that cover all services
rendered by participating provider (or total cost of BH care of population)

* Can be made as capitated payments
* Should link reward payments to both improved PH and BH measures

e Must also take into account market shift
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Social determinants of health



Social Determinants of Health

Social Determinants of Health (SDOH) are conditions in the
environments in which people are born, live, learn, work, play,
worship, and age that affect a wide range of health, functioning,
and quality-of-life outcomes and risks. (Not SDOH for PC/ MCO purposes)

1.

A

Childcare access and
affordability

Clothing
Employment
Financial Strain
Food Insecurity

6. Health Care Access + affordability

7. Housing Instability/ Homelessness
8. Transportation
9. Utilities



Health AFf (Millwood). 2016 May 1:35(5):760-3. doi: 10.1377/hithaff.2015.0514.

Variation In Health Outcomes: The Role Of Spending On Social Services, Public Health, And
Health Care, 2000-09.

Bradley EH', Canavan M? Rogan E°, Talbert-Slagle K*, Ndumele Cf, Taylor L®, Curry LAT.

Abstract
Although spending rates on health care and social services vary substantially across the states, little is known about the possible association

between variation in state-level health outcomes and the allocation of state spending between health care and social services. To estimate

that association, we used state-level repeated measures multivariable mﬂdellng for the perlud 2000-09, with region and time fixed effects

higher ratio of social to health spending (calculated as the sum of social service spending and public health spendlng divided by the sum of
Medicare spending and Medicaid spending) had significantly better subsequent health outcomes for the following seven measures: adult
obesity; asthma; mentally unhealthy days; days with activity limitations; and mortality rates for lung cancer, acute myocardial infarction, and
type 2 diabetes. Our study suggests that broadening the debate beyond what should be spent on health care to include what should be
invested in health-not only in health care but also in social services and public health-is warranted.




Community-based organizations

* Nonprofits that work at a local level to improve life for residents
* 501(c)(3)
* Non-clinical
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MCOs must incorporate CBOs into VBP

arrangements

* 25% of medium/ high risk VBP
arrangements by 3/1

* 50% of medium/ high risk VBP
arrangements by 6/1

* 75% of medium/ high risk VBP
arrangements by 9/1, including
25% that address 2 SDOH
domains

OMAP, OMHSAS (aligned, 2021)

Performance-based
Contracting

Bundled Payments
Shared Savings

Shared Risk
Global payments

VBP = 20% of Medical
Expenditures for 2021
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MCOs can
contract with

multiple CBOs

per arrangement

Network Providers
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Subcontract
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Ways to structure contracts for CBOs

e Could be structured as:

Payment for
services rendered

Or a capitated
rate

Pay for
Performance

Payment for
achieving quality

Shared Savings
(Upside Only)

If savings
achieved, CBO
receives portion.

thresholds (i.e.
addressing SDOH
needs, decreasing

hospitalizations)



Strategies for providers develop VBP
arrangements with BH-MCOs

* Talk to BH-MCOs- it should be easier to develop benchmarks if there are
baselines of cost and quality in previous years.

* Get to know your local CBOs— if you have a relationship with them, your BH-
MCOs will be incentivized to contract with you in a VBP arrangement

* Do you have the ability to take on risk? Do you have IT infrastructure? Staff
to monitor the health/ cost of populations of patients?

* Does your practice address both PH and BH elements? If so, try to approach
both PH and BH-MCOs— both have incentive to contract in VBP
arrangements.



Other points

* Moderate/ high risk VBP arrangements (10% of medical spend overall,
and 7.5% tied to requiring CBO involvement) were selected because they
involve the total cost of behavioral care.

* We are not specifying any dollar amount or way that CBOs must be
included

* Addressing SDOH can reduce the total cost of BH care, leading to savings
for the PC/ BH-MCO.

* COVID-19 has exacerbated SDOH needs and made CBO funding even
more important

* Resource and referral tool ineffective without CBOs achieving sustainable
financing.



Questions? Comments?



Discussion



