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Source: Fee-for-Service and Managed Care encounter records for
non-dual Medicaid members in CY2012-2013. Source: HCI3




August 27th 2

Content

Introductions &
Tentative Meeting Schedule and Agenda

Part |

A. Clinical Advisory Group Roles and Responsibilities

B. Introduction to Value Based Payment

C. Contracting Chronic Care: the Different Options

D. HCI3 - Understanding the HCI3 Grouper and Development of Care Episodes

Part Il
A. Evaluation of Available Data to Inform Value-Based Contracting

Department
of Health

NEW YORK
g : STATE OF
TTTTTTTTTTTT




August 27th 3

Introductions
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Tentative Meeting Schedule & Agenda

Depending on the number of issues addressed during each meeting, the agenda for each CAG meeting will
likely consist of the following:

Meeting 1

= |ntroduction to Value Based Payment

= Clinical Advisory Group — Roles and Responsibilities

= Understanding the Approach: HCI3 Overview

= Chronic Heart Episodes Definition

= Chronic Heart Episodes — Evaluation of Data Available to Inform Value-Based Contracting

Meeting 2

= Chronic Heart Episodes Definition Recap
= Chronic Heart Episodes Outcome Measures - |

Meeting 3

= Chronic Heart Episode Outcome Measures - I
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Part |

A. Clinical Advisory Group (CAG) Roles & Responsibilities

Roles and Responsibilities Overview
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Clinical Advisory Group Composition

Comprehensive Stakeholder Engagement  Composition of the CAG includes:

= Comprehensive stakeholder engagement = Clinical experience and knowledge focused

has been a key component to the on the specific care or condition being
development of the Value Based Payment discussed (chronic heart)
Roadmap

» Industry knowledge and experience
= We will continue engaging stakeholders as

we develop and define opportunities for
specific care or condition being discussed

= Geographic diversity
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CAG Objectives

* Understand the State’s visions for the “*The CAGs will be working with national
Roadmap to Value Based Payment standard bundles and are not asked to

= Understand the HCI3 grouper and tailor definitions at this point, but focus on

underlying logic of the bundles outcome measures and NYS
implementation details. Working

= Review clinical bundles that are relevant to experience with bundles can lead to new

NYS Medicaid insights and definition enhancements as
* Make recommendations to the State on: with any reimbursement methodology.
" outcome measures **Definitions are standard, but financial
= data and other support required for arrangements between plans and
providers to be successful providers around the bundles are not set
= other implementation details related to by the State.
each bundle
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Chronic Heart Episodes Account for $1.0B of Non-Dual Medicaid

Expenditures

Cost Composition of Chronic Heart Episodes
Total Chronic Heart: $1.0b (2011-2012)

Arrhythmia Heart
Block, Conductive
Disorders, $158m

Hypertension,

$464m Coronary Artery

“_Disease, $248m

———— Congestive Heart
Failure, S158m

Costs Included:
Fee-for-service and MCO payments (paid encounters);
Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized.

Source: 01/01/2012-12/31/2013 Medicaid claims for non-dual Medicaid members.

Volume Composition of Chronic Heart Episodes
Total Chronic Heart Volume: 846k (2011-2012)

Arrhythmia Heart
Block, Conductive
Disorders, 128k

Hypertension,

~
516k ____Coronary Artery

Disease, 73k

\_Congestive Heart
Failure, 32k
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Part |

B. Introduction to Value Based Payment

Brief background and context
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NYS Medicaid in 2010: the Crisis

= > 10% growth rate had become
unsustainable, while quality outcomes were
lagging
= Costs per recipient were double the
national average

= NY ranked 50 in country for avoidable
hospital use

= 21st for overall Health System Quality

2009 Commonwealth State Scorecard
on Health System Performance

NATIONAL
RANKING

Avoidable Hospital Use and Cost 50t

v’ Percent home health patients 49th
with a hospital admission

CARE MEASURE

v’ Percent nursing home residents  34th
with a hospital admission

v’ Hospital patients receiving 33rd
recommended heart attack care

v' Medicare ambulatory sensitive  40th
condition admissions

v' Medicare hospital length of stay 50th
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Medicaid Redesign Initiatives Have Successfully Brought Back
Medicaid Spending per Beneficiary to below 2003 Levels

855
450
Tot. MA
Spending
(Billions)
$40
$35
530
$10,000
$9,500
Tot. MA
spending 59,000
per recipient
$8,500
$8,000

- Projected

’,-f' Spending
- Absent MRET
=" Initiatives *
)_/ Since 2011, total Medicaid spending
—2ALLMET Aston has stabilized while number of
/ i beneficiaries has grown > 12%

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

/A\\ Medicaid spending per-beneficiary

—

/-_/ . \ has continued to decrease
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Delivery Reform and Payment Reform: Two Sides of the Same
Coin

* A thorough transformation of the delivery
system — DSRIP - can only become and

remain successful when the payment system

is transformed as well

= Many of NYS system’s problems

(fragmentation, high re-admission rates) are

rooted in how the State pays for service

FFS pays for inputs rather than outcome;
an avoidable readmission is rewarded
more than a successful transition to
integrated home care

Current payment systems do not
adequately incentivize prevention,
coordination, or integration

Financial and regulatory incentives
drive...

a delivery system which realizes...

cost efficiency and quality outcomes:
value
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Payment Reform: Moving Towards Value Based Payments

* A Five-Year Roadmap outlining NYS’ plan for Medicaid Payment Reform was
required by the MRT Waliver

* By DSRIP Year 5 (2019), all Managed Care Organizations must employ non fee-
for-service payment systems that reward value over volume for at least 80-90%
of their provider payments (outlined in the Special Terms and Conditions of the
waiver)

» Core Stakeholders (providers, MCQOs, unions, patient organizations) have actively
collaborated in the creation of the Roadmap
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Learning from Earlier Attempts: VBP as the Path to a Stronger
System

VBP arrangements are not intended primarily to save money for the State, but to allow
providers to increase their margins by realizing value

Current State
Increasing the value of care delivered
more often than not threatens
providers” margins

Future State
When VBP is done well, providers’

margins go up when the value of
care delivered increases

4 A
= 3
> S
e > N
Margin Margin
NEWYORK | Department
Goal — Reward Value not Volume 5 Sk, | Ocpartm
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The VBP Roadmap Starts from DSRIP Vision on How an
Integrated Delivery System Should Function

Chronic care
(Diabetes, CHF, Hypertension, Asthma, Depression, Bipolar ...)

Chronic Kidney Disease
Hemophilia

— Continuous

e
__—

Populatimr}m Sub-Population Focus on Outcomes and
Outcomes and Total Costs of Care Costs Within Sub-Population / Episode
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The Path Towards Payment Reform: A Menu of Options

There is not one path towards Value Based Payments. Rather, there will be a variety of options
that MCOs and PPSs/providers can jointly choose from.

PPSs and MCOs can opt for different shared savings/risk arrangements (often building on already
existing MCO/provider initiatives):

* For the total care for the total attributed population of the PPS (or part thereof) — ACO model

= Per integrated service for specific condition (acute or chronic bundle): maternity care; diabetes care
» For integrated Advanced Primary Care (APC)

= For the total care for a subpopulation: HIV/AIDS care; care for patients with severe behavioral health needs and
comorbidities

Maternity Care (including first month of baby)

B iz MCOs and PPSs can make shared savings
e arrangements for the latter types of
services between MCOs and groups of
tion activities providers within the PPS rather than
between MCO and PPS.

es social services
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MCOs and PPSs Can Choose Different Levels of Value Based
Payments

In addition to choosing what integrated services to focus on, the MCOs and PPSs can choose

different levels of Value Based Payments:

Level 0 VBP

FFS with bonus and/or FFS with upside-only shared savings  FFS with risk sharing Prospective capitation PMPM or Bundle
withhold based on quality available when outcome scores are (upside available when (with outcome-based component)
scores sufficient outcome scores are

(For PCMH/APC, FFS may be sufficient)
complemented with PMPM subsidy)

= Goal of 280-90% of total MCO-provider payments (in terms of total dollars) to be captured in
Level 1 VBPs at end of DY5

= 35% of total managed care payments (full capitation plans only) tied to Level 2 or higher. For Level
2 (risk-bearing VBP arrangements), the State excludes partial capitation plans such as MLTC plans

Department
of Health
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Value Information per VBP Arrangement

(Using Price-Standardized Data)

fian

gtive fo the US meg

Quality re

£0%

35%

0%

25%

20%

15%

10%

5%

0%

-E45

=10%

]

-35%

-30%

-25%

-20% -15% -10% -5% 0% 5%

Spending relative to the US median

Providers and MCOs will receive

= Cost and Quality performance overviews per VBP
arrangement (whether these arrangements are contracted
or not)

* Including Target Budgets and actual costs (both cost-
standardized, and, for their own beneficiaries, real-priced)

Initially, PDF reports will be used, but providers and

MCOs will get access to web-based analytical tools to

dynamically interact with these data

* |ncluding drill downs by geography and provider

* |ncluding drill down possibilities to individual patients (for
own beneficiaries)
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Part |

C. Contracting Chronic Care: the Different Options
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The Context: Strong Push to Strengthen Primary Care in NYS

= Strengthening Primary Care has long been a central piece of DOH policy

= DSRIP includes significant focus on Integrated Behavioral and Physical Care within the
Primary Care context

= New York State Health Innovation Plan centers on the concept of Advanced Primary Care

Department
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The Context: Advanced Primary Care in NYS

The APC model will go beyond new structures and capabilities to specify and measure
processes and outcomes associated with more integrated care, including prevention,
effective management of chronic disease, integration with behavioral health, and
coordination among the full range of providers working together to meet consumer needs.
[...T]his is essential in moving away from a reactive health care system that patients largely
have to navigate on their own, to a truly proactive system, in which patients are helped to
actively manage and improve their health.

New York State Health Innovation Plan

Department
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APC Model

= Closely aligned
to DSRIP milestones

22

APC Stages of Transformation

Tier Pre-APC Standard APC Premium APC
. . e Capabilities in place to more ® Processes in place to clinically integrate
_— e Largely reactive approach to patient . . . .
Description proactively manage a population of primary, behavoiral, acute, post-acute
encounters of care . 1
patients care
e Certified EHR, Meaningful Use Stage 1-
Capabilities e Limited pre-requisites e Certified EHR 33, HIE interoperability
Required to e Willingness to exchange targeted o Full medical home capabilities aligned e Enhanced capabilities, aligned with
Enter Tier clinical data with NCQA level 1-3, or equivalent expanded NCQA Level 3% or equivalent
— ® Required to maintain care coordination fees >12 months
Validation None . . .
® To couple with practice transformation support
® Care planning for 5-15% highest-risk
Care patients ® Plus, functional care agreements in

Coordination
Skills

Limited or none

e Track and follow up on ADT, other
scalable data streams

o Facilitate referrals to high-value
providers

medical neighborhood
® Plus, community facing care
coordination

e Shared savings or capitation

Payment ® FFS +Pap e Care coordination fees e Shared savings or capitation
Model Mix e Potential EHR support . & P
e Transformation support
Metrics and e Standard statewide scorecard of core measures
Reporting e Consolidated reporting across payers, leveraging APD, portal

! Vision, LTC, home aids, rehabilitative & daycare are excluded from all advanced primary care models
2 Establishes, additional must pass NCQA requirements, that are not already mandatory in existing NCQA

3 Once available

Department
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Vision on Chronic Care contracting in NYS VBP

For specific subpopulations: intensive and
interdependent chronic care needs, best
coordinated by specialized provider

For highly specialized chronic conditions:
intensive chronic care needs, best provided
by specialized providers

For more common chronic conditions:
integrated approach is part and parcel of APC
vision

HIV/AIDS
HARP
MLTC

Chronic Kidney Disease
Hemophilia

Asthma

COPD

Chronic Depression

Bipolar Disorder

Substance Use Disorder
Coronary Artery Disease
Hypertension

CHF

Arrhythmia / Heart Block
Gastro-Esophageal Reflux Disease

Total Care for Subpopulation (capitation); i.e., a
condition-specific ACO model

Bundle

The default is that the individual chronic bundles
are contracted together by integrated care
providers (guideline)
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Contracting Options

DEfGU/t is that these are Maternity Care (including first month of baby)
contracted together...

tegrated Physical & Chronic care
ahavioral Prima . Diabetes, CHF, Hypertension, Asthma, Depression, Bipolar ...

... but not all bundles
need to be included... Finally, a Total Care for the Total Population (ACO) model includes
the care included in these chronic care bundles

AIDS/HIV

Multimorbid disabled / frail elderly (MLTC/FIDA population)

... and some bundles r-basec
may be contracted by evention activities
other providers

Severe BH/SUD conditions (HARP population)

Developmentally Disabled population

nt
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Part |

D. HCI3 Understanding the Grouper & Development of Care Episodes
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Why HCI3?

= One of two nationally used Bundled Payment Programs, also known as “Prometheus Payment”

Specifically built for use in value based payment
= Not-for-profit and independent

= Open source

Clinically validated

= National Standard which evolves based on new guidelines as well as lessons learned

Department
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Evidence Informed Case Rates (ECRs)

&ﬂ:@@

Evidence Informed Case Rates (ECRs) are the HCI3 episode T m
definitions ]Ei E_E
= ECRs are patient centered, time-limited, episodes of treatment
" |nclude all covered services related to the specific condition - Y :
All patient services
= E.g.:surgery, procedures, management, ancillary, lab, related to a single
pharmacy services condition

—

= Distinguish between “typical” services from “potentially
avoidable” complications

= Are based on clinical logic. Clinically vetted and developed
based on evidence-informed practice guidelines or expert
opinions Sum of services (based on
encounter data the State
receives from MCQOs).

NEW YORK
g : STATE OF
OPPORTUNITY.

Department
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Clinical Logic

A Chronic Heart Episode (Coronary Artery Disease as an Example)

Coronary Artery Disease

Initial doctor visit,
during which a

diagnosis of CAD is
given.

Doctor visit for a
broken bone (e.g. a
sports injury) unrelated
to the CAD

%

i

ER Visits and inpatient
admissions related to
Chronic Heart episode

conditions, e.g. CAD
and HTN

@
Prescription medicine
to treat CAD.

ﬁl%m

Inpatient admission for
Acute Heart Failure /
Pulmonary Edema

NEW YORK
STATE OF
OPPORTUNITY.
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Chronic Heart Condition

The bundle is composed of multiple cardiovascular condition episodes:

= Arrhythmia, Heart Block, Conduction Disorders (ARRBLK)
= Coronary Artery Disease (CAD)

= Congestive Heart Failure (CHF)

= Hypertension (HTN)

While the bundle could be composed of all episodes combined, these episodes are profiled
individually by HCI3 ECR Analytics.

Medicaid
Redesign Team

Departmeﬁt
of Health
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EpiSOde Com ponent: Triggers Chronic Heart Triggers (CAD as Example):

= A trigger signals the opening of an episode, e.g.: »
= |npatient Facility Claim

= Qutpatient Facility Claim

CAD
= Professional Claim (Coronary Artery

=

Disease)

= More than one trigger can be used for an episode

= Often a confirming claim is used to reduce false
positives

Relevant OP Relevant OP

/ PB claim + / PB claim

CAD CAD

= Trigger codes are unique to each episode—no
overlaps

Department
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Example Chronic Heart PACs

Episode Components : PACs

I”

= Costs are separated by “typical” care from costs associated with
Potentially Avoidable Complications (PACs)

. - . S Coagulation
= PACs for chronic conditions and some acute conditions have been yncope Disorders
endorsed by the NQF as comprehensive outcome measures?
= Expected costs of PACs are built in as an incentive towards a Shock /
shared savings Pneumonia Cardiac

Arrest

= Only events that are generally considered to be (potentially)
avoidable by the caregivers that manage and co-manage the patient
are labeled as ‘PACs’ Alignment with NQF

= Can stem from poor coordination, failure to implement evidence- Four unique PAC measures have been
endorsed by the National Quality

based practices or medical error Forum (NQF) with 6 more submitted
this year

=  Examples: exacerbations, ambulatory-care sensitive admissions, and
inpatient-based patient safety features

NEW YORK
STATE OF
" " . . " OPPORTUNITY.
1 http://www.hci3.org/content/hci3s-measures-improve-quality-and-outcome-care-patients-endorsed-ngf
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Episode Components - Leveling

The grouper uses the concept of leveling (1-5), in which individual associated episodes may
get grouped together into a “bundles” as you move higher in the levels.

As you move higher up in levels, associated
episodes get grouped together into a bundle, in
our example, pneumonia and AMI roll up under
one of the Chronic Heart episodes.

A

_ In Level 1, claims are grouped into defined

episodes, for example pneumonia and AMI,

exist as separate episodes at level 1.
' SRRelORK

Department
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Leveling for Chronic Heart Episodes

= At level 1, Acute Myocardial Infarction and Pneumonia are separate episodes.

= At level 5, those episode become PACs for each of the Chronic Heart Episodes (Arrhythmias, Heart
Block, and Conductive Disorders (ARRBLK) is a representative example, shown below).

' Level 5

ARRBLK

(Arrhythmias, Heart Block,
Conductive Disorders)

©@ © O 0O

AMI PCMDFR ARRBLK Pneumonia

(Acute Myocardial Infarction) (Pacemaker/Defibrillator) (Arrhythmias, Heart Block,
Conductive Disorders)

NEWYORK | Department

STATE O

OPPORTUNITY. of Health
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Risk Adjustment for Episodes

Make “apples-to-apples” comparisons between providers by accounting for
differences in their patient populations

Takes the patient factors (co-morbidity, severity of condition at outset, etc)
out of the equation

Separate risk adjustment models are created for ‘typical’ services and for
‘potentially avoidable complications’

NEWYORK | Department
. . . . . . . . OPPORTUNITY. of Health
More information can be found at http://www.hci3.org/sites/default/files/files/Reliability%200f%20Prometheus%20Measures_0.pdf



August 27th

Inclusion and Identification of Risk Factors

Risk Factors

= Patient demographics (age, gender, etc.)
= Co-morbidities :
= Subtypes (markers of clinical severity within an episode) = Episode related risk factors

Patient related risk factors

Identification of Risk Factors

= Patient demographics and co-morbidities come from historic claims (prior to start of an
episode) and same list is applied across all episode types

= Subtypes identified from claims at start of the episode and specific to episode type

Department
of Health

NEW YORK
g : STATE OF
TTTTTTTTTTTT




August 27th

Inclusion and Identification of Risk Factors

Risk Factors / Examples of Subtypes
. . ARRBLK Subtypes: Atrial Flutter / Fibrillation, Complication of
= Patient demographlcs (age; gender; etc.) Implanted device, graft, Electrophysiology Studies, [others]

= Co-morbidities
= Subtypes (markers of clinical severity witl

CAD Subtypes: Previous CABG, PCI, Unstable angina

CHF Subtypes: Cardiomyopathy, Diastolic Heart Failure,
Hypertensive Heart Disease w Heart Failure, [others]

Identification of Risk Factors HTN Subtypes: Hypertensive Heart Disease, Renovascular and other
. . T dary h tensi /
= Patient demographics and co-morbidities . secondary fypertension

episode) and same list is applied across all episode types f
= Subtypes identified from claims at start of the episode and specific to episode type

Department
of Health
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Description of Chronic Heart Episodes

X

Trigger Confirming
(Confirming for IP)  Trigger

Trigger Included in bundle:
1. Inpatient claim with one or more of ARRBLK, CAD, CHF, HTN || = All typical and complication costs for ARRBLK, CAD, CHF, HTN
as principal diagnosis during the duration of the bundle
OR e Complications include, but are not limited to:
2. Outpatient or professional billing claim (office visit) with
one or more of ARRBLK, CAD, CHF, HTN as diagnosis AND - Acute Heart Failure / Pulmonary Edema
another of the same at least 30 days after first trigger. - Shock / Cardiac Arrest
- Syncope / Hypotension
- Respiratory Failure

Department
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Part |l

A. Chronic Heart Episodes — Evaluation of Available Data to Inform
Value-Based Contracting
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Hypertension (HTN) Accounts for $464.1M in Annual

Medicaid Spend

Episode Annual
.ge:‘ Volume
"“ 208K Episodes

76

Total Annual Costs of HTN
Episodes (to the State)

$464.1m

Average Costs of a HTN
Episode 80 60

$2,231

Costs Included:
Fee-for-service and MCO payments (paid encounters);

Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized.

Source: 01/01/2012—-12/31/2013 Medicaid claims for non-dual Medicaid members.

28

40

Episode Volume

Age Distribution of Beneficiaries Male [Female
with HTN Episodes

7 o5+ [ 22
18-44 [N 3¢
1| 12-17 |1
0/ 6-11 0
0 <6 0

20 0 0 20 40 60 80 100 120
Thousands Thousands

Episode Volume

NEW YORK
! : STATE OF
OPPORTUNITY.
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Coronary Artery Disease (CAD) Accounts for $248.9M in
Annual Medicaid Spend

_ Age Distribution of Beneficiaries Male [llFemale
() Episode Annual with CAD Episodes

.g_:‘ Volume
"“ 36.5K Episodes 2 65+ - 2
3 18-44 [ 2

Total Annual Costs of CAD
Episodes (to the State) ol 1217 o
$248.9m

0 6-11 O
Average Costs of a CAD 0 <6 |0
Episode
20 15 10 5 0 0 2 4 6 8 10 12
$6,819 Thousands Thousands
Episode Volume Episode Volume
Costs Included:
*  Fee-for-service and MCO payments (paid encounters); gE]!QJJORK Department
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. OPPORTUNITY. Of Health

Source: 01/01/2012—-12/31/2013 Medicaid claims for non-dual Medicaid members.
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Arrhythmia, Heart Block, & Conductive Disorder (ARRBLK)
Accounts for $158M in Annual Medicaid Spend

Episode Annual

.ge Volume

) ¢
"‘.“ 64K Episodes

11

Total Costs of ARRBLK
Episodes (to the State)

$158.0m

Average Costs of an ARRBLK

Episode
12 10

$2,468

Costs Included:
e Fee-for-service and MCO payments (paid encounters);

* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized.

Source: 01/01/2012—-12/31/2013 Medicaid claims for non-dual Medicaid members.

Age Distribution of Beneficiaries Male [lFemale
with ARRBLK Episodes

1 s+ [ 2
1 12-17 1

1 6-11 ] 1

1 <6 1

8 6 4 2 0 0 5 10 15 20

Thousands Thousands
Episode Volume Episode Volume

NEW YORK
! : STATE OF
OPPORTUNITY.
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Congestive Heart Failure (CHF) Accounts for $157.7M in
Annual Medicaid Spend

: Age Distribution of Beneficiaries Male [Female
Episode Annual

)
(R _
"“ 16K Episodes 1 65+ - 1

Total Annual Costs of CHF
Episodes (to the State)

0| 12-17 |o

$157.7m
o| 6-11 |o
Average Costs of a CHF 0 <6 I 0
Episode
8 6 4 2 0 0 1 2 3 4 5
$9,855 Thousands Thousands
Episode Volume Episode Volume

Costs Included:
*  Fee-for-service and MCO payments (paid encounters); gE]!QJJORK Department
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. OPPORTUNITY. Of Health

Source: 01/01/2012—-12/31/2013 Medicaid claims for non-dual Medicaid members.
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Four Important Cost Drivers for Chronic Heart Episodes are
Price, Volume, PACs and Service Mix

®
(W)

&

LI

: )

Cost Drivers

Price

Volume

PACs

Service Mix

The price of a service can vary based on providers’ own
costs (e.g. wages).
In NYS, we will in the beginning only use price-
standardized data.

The volume of services rendered (e.g. performing 1 heart
echocardiogram vs. 3 in the first 2 months).

Potentially avoidable complications (e.g. exacerbations).

The mix of services and intensity of care received during
the episode (e.g. inpatient vs. outpatient point of care).
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PAC Costs Represent 45.39% of Chronic Heart Bundle Costs

ARRBLK: 51.3% PAC Costs CAD: 44.7% PAC Costs CHF: 58.2% PAC Costs HTN: 39.4% PAC Costs
Total ARRBLK spend: $158.0M Total CAD spend: $248.9M Total CHF spend: $157.7M Total ARRBLK spend: $464.1M
Typical Costs: Typical Costs:
Typical Costs: $137.6m (55%) $281.4m (61%)
$76.9m (49%) Typical Costs:
$65.9m (42%)
Costs Included:
e Fee-for-service and MCO payments (paid encounters); NEW YORK Department
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. gLAPI)ER%NuTY, Of Health
Source: 01/01/2012—-12/31/2013 Medicaid claims for non-dual Medicaid members.
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The Top 10 Hypertension PACs Account for 74.5% of All HTN
PACs

Total PAC Costs (000s)
SO $1,000 $2,000 $3,000 $4,000 $5,000 $6,000
SCIC— [P
Sepsis G /653
Pneumonia G 52,470
Diabetes, poor control |GGG 3352

Acute Renal Failure I 52,549 W Total PAC Costs
Acute CHF / pulm edema TN 52,3138 Total PAC Volume
Acute Myocardial Infarction $2,210

Respiratory Failure  JEEEEG— 51,993
Hypotension / Syncope N 51,523
Fluid Electrolyte Acid Base Problems NG 51271

- 20,000 40,000 60,000 80,000 100,000 120,000
# PAC Occurrence

Costs Included: NEW

*  Fee-for-service and MCO payments (paid encounters); YORK Department Medicaid t
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. STATE Of Health Redesign Team
Source: 01/01/2012-12/31/2013 Medicaid claims for non-dual Medicaid members. i =
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The Top 10 Coronary Artery Disease PACs Account for 79.6% of
All CAD PACs

Total PAC Costs (000s)
SO $2,000 $4,000 $6,000 $8,000 $10,000  $12,000

Acute Myocardial Infarction N 50,575

Sepsis 781,138
Acute CHF / pulm edema ol $1,118
Pneumonia I $949
Stroke —a"$714 W Total PAC Costs
Diabetes, poor control JJ} $669 Total PAC Volume

Percutaneous Coronary Intervention JJJ $472
Malfunction / Complication of Heart Device, H ="$450
Respiratory Failure T=#$389
Coronary Artery Bypass Grafting = $366

- 2,000 4,000 6,000 8,000 10,00012,00014,00016,000 18,000 20,000
# PAC Occurrence

Costs Included: NEW

*  Fee-for-service and MCO payments (paid encounters); YORK Department Medicaid t
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. STATE Of Health Redesign Team
Source: 01/01/2012-12/31/2013 Medicaid claims for non-dual Medicaid members. i =
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The Top 10 Arrhythmia, Heart Block, and Conduction
Disorders PACs Account for 71.7% of All ARRBLK PACs

Total PAC Costs (000s)
SO $200 S400 S600 S800 $1,000 $1,200 S$1,400 $1,600 $1,800

Pneumonia J 1,544
Sepsis I 51,374
Acute CHF / pulm edema I 1,051
Respiratory Failure 11NN /01

Stroke S643 W Total PAC Costs
Respiratory Insufficiency J EGTGTzTNEGEG <432 Total PAC Volume
Pulmonary Embolism $383

Acute Renal Failure 1N <370
Fluid Electrolyte Acid Base Problems T $295
Diabetes, poor control Gz 5276

- 2,000 4,000 6,000 8,000 10,000 12,000
# PAC Occurrence
Costs Included: NEW
*  Fee-for-service and MCO payments (paid encounters); YORK Department Medicaid t
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. STATE Of Health Redesign Team

Source: 01/01/2012-12/31/2013 Medicaid claims for non-dual Medicaid members.
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The Top 10 Congestive Heart Failure PACs Account for 87.2%

of All CHF PACs

Acute CHF / pulm edema

Acute Myocardial Infarction

Sepsis

Pneumonia

Respiratory Failure

Stroke

Malfunction / Complication of Heart Device, H
Acute Renal Failure

Coma, persistent vegetative state

Diabetes, poor control

Costs Included:
Fee-for-service and MCO payments (paid encounters);

NEW
. YORK
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. STATE

Source: 01/01/2012-12/31/2013 Medicaid claims for non-dual Medicaid members.

Total PAC Costs (000s)

S0 S§500 51,000 $1,500 S$2,000 $2,500 $3,000 $3,500 $4,000

$35489

— I 52,748

$1,329

———— B 51,256

T 070 W Total PAC Costs

—_— 5633 Total PAC Volume

— I 5618

— $349

—_— 5336

1,000 2,000 3,000 4,000 5,000 6,000 7,000
# PAC Occurrence

Department | Medicaid t
of Health Redesign Team
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Average Actual Cost, PAC Rate and Volume per County for

Hypertension

Total Cost \olume =
S0 $150,000,000 OK SOK 100K

wings [N 57448936 | ©5.055
aueens [N 561.991.5% | 73507
Bronx [N 56663908 NN 64430
New York [JI $35.202,275 I 38481

Nassau [J] $11.714,647 Il 12842
Erie [J] 511,579,494 Il 12660
suffolk [ $12,953,526 Il 12653
Monroe [ $11,256,270 | 10353
Westchester [ $7,732,262 P84
Richmond [] 7,284,918 i 7.908
1000
Average
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i o e o O : O Rensselaer
Lewis | iingstono NlagamHangi)non
S o 8 Mogtgomery
- E, DelawareQ
g ¢
O 9 §00
o o
z 9
<z
=
2
400
200
0 14.70% |Average 18.46%

200% 400% 6.00% 8.00% 10.00% 12.00% 14.00% 16.00% 18.00% 20.00%
PAC percent - weighted aggregation

omee CRE

Darker Red = Higher Cost

Costs Included:
e Fee-for-service and MCO payments (paid encounters); NEW YORK artment
¢ Caveat: add-on payments included in some cost data, not in others (GME/I HCRA, M%f)nﬁata %feﬁ

Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual Cost, PAC Rate and Volume per County for
Coronary Artery Disease

Total Cost Volume =
S0 $40,000,000 DK SK 10K 15K

angs NN 526,444,353 | 11575
aueens [N 526391534 | 10633

Bronx [ $15.743.371 I 6245
New vork [Ji $11,337,359 I 4157
Suffolk [ $5.261,663 | REEIE
Nassau [J] 54,602,245 . 1,810
Richmond [ $3,140,074 B 1309
Erie [ 83,215,731 1243
Westchester || 52,309,261 1042
Monroe [ $2,537,804 Jj 05
o
Tompkins
3500
o =
Putnam
Chemung Broome
3000 )
Rockland O Monroe Columbia
i O Suffolk
O  Clintong© Ese ° Cayuga
254 AlleganyO0 o 8 o o
5 S Average q Bronx 9 4
® Qranae )
o L T o Oboc O ¢ Richmond
B P Madison 2
8 = (o) o Oneida
o © 2000 Jeffersonod)
< E Chautauqua Q e
= 3 Dutchess%co
2 1500 henango Delaware
O
Schoharie T-oga
1000
500 o
Darker Red = Higher Cost
Costs Included:
. 1a5% 8| Average § 29.24% e Fee-for-service and MCO payments (paid encounters); NEW YORK artment
0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% ¢ Caveat: add-on payments included in some cost data, not in others (GME/I HCRA, Mﬁ%ﬁnﬁata %feﬁ

PAC percent - weighted aggregation

Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual Cost, PAC Rate and Volume per County for
Arrhythmia, Heart Block, & Conductive Disorder

Total Cost
S0 $30,000,000 0K 10K 20K

kings | 517244500 | 16,72
aueens [N 515465608 | 14408

\olume =

eronx [ 513111218 | 11403
New York [JIl] 57.939.780 I 7205
suffolk [Ji] $4.271.830 I 3300
Nassau [JJ] $3,319,244 W2s573
Westchester [J $2,001,082 g 1814
Monroe [ 52,695,910 B e7
Erie [J] 52,700,346 g3
Richmond [J] $2,379,407 1768
3000
(e}
Putnam
2500
2000
{ =
S
g
B P o s
o &5 O  JeffersonO Greene M€
g & 1500 Seneca Q O Tioga 80 Chemung
23 O  Wayne® O Allegany
& £ Average B O Orleans T T o
E uvmgsfbn VB 1= ° Nassau
Geneseeo %% g °° o
1000 Montgomery O uga  Delaware Cor?an d
Washmgton
o Cherfango
Schoharie
500
Darker Red = Higher Cost
Costs Included:
o 15130 Eay Average By 22.50% *  Fee-for-service and MCO payments (paid encounters); NEW YORK artment
0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% ¢ Caveat: add-on payments included in some cost data, not in others (GME/I HCRA, M%f)nﬁata %feﬁ

PAC percent - weighted aggregation Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual Cost, PAC Rate and Volume per County for
Congestive Heart Failure

Total Cost
S0

$40,000,000 0K

ings. NN 52021 +c5 | * 55>

Volume = < — - —

2K 4K 6K

sronx [ 16971631 | 2 700 /" St Lawrence
aueens [ 512105202 | 2188
New York [l $9.281.689 I 1 07
Suffolk [ $3.702,316 | X
Erie [J] 3,374,913 | i
Nassau [ $3.626,501 740
Monroe [ $3,002,314 B 591
Westchester [ $2,089,733 | LT
Richmond [ $1,732,708 | 408
" o
% Columbia
8K )
7K
5 BK erkimer
g oLems
Z e (o)
o § 5K o) 8F A Broome o
25 M RN Cortland
< £ Rocklando o Chemung
& 4K Average Q Greene g-<
2 Sullivan Genesee o
o
3K (o) DU‘!C"ICSS o o o Schenectady o ==
rege origamen so61 [ T I S >
Livingston© L =
2K o
SS
1K [eemeo Darker Red = Higher Cost
Ehofare Costs Included:
0K 22.18%  |Average  34.29% e Fee-for-service and MCO payments (paid encounters); NEW YORK artment
0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% 40.00% 45.00% ¢ Caveat: add-on payments included in some cost data, not in others (GME/I HCRA, Mﬁ%f)”pata c&feﬁ

PAC percent - weighted aggregation Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual minus Expected Cost, PAC Rate and Volume
per County for Hypertension

Total Cost \olume =
S0 $150,000,000 OK SOK 100K

wings [N 57448936 | ©5.055
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; . . AT .
200% 400% 6.00% 8.00% 10.00% 12.00% 14.00% 16.00% 18.00% 20.00% e Caveat: add-on payments included in some cost data, not in others (GME/IM HCRA,M%DNQata %fe amﬂzed.
PAC percent - weighted aggregation —

Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual minus Expected Cost, PAC Rate and Volume
per County for Coronary Artery Disease

Total Cost Volume =
S0 $40,000,000 DK SK 10K 15K
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sronx [ $15.743.371 I 6245
New vork [Ji $11,337,359 I 4157

Suffolk [ $5.261,663 | REIK]
Nassau [J] 54,602,245 Il 1810
Richmond [ $3,140,074 B 1309
Erie ] 83,215,731 1243
Westchester || 52,309,261 1042
Monroe [ $2,537,804 Jj 05
1500 Tomgkins
o]
Putnam
1000
z Broome
S P2
3 o 500 Oo vionroeé) = eng:;:_"ung
=] Cattaraugus ~ CGeneseg O °
go Sulivan0 o0 © o
w3g o o %O O TCayuga
= Average Madison O I o
2'S  u-ETTTEeEe E—. S—— T, (LY © [ e
B Rensselaer O O~Pany Schenectady
Jeffersono O 2
Ontario © O O Oneida ‘ ;
6® | ocwe (se2) [ T
O Chenango |5 washington
-500 g
Chautauqua O OD“‘ e he LT
ho s Darker Red = Higher Cost than Expected
1000 O T'rgﬁ Costs Included:
: jobSR Ml Averaoe g 23.24% *  Fee-for-service and MCO payments (paid encounters); NEWYORK | Department
0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% e Caveat: add-on payments included in some cost data, not in others (GME/IM HCRA,WDNQQE ) jzed.
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PAC percent - weighted aggregation Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual minus Expected Cost, PAC Rate and Volume per
County for Arrhythmia, Heart Block, & Conductive Disorder

Actual - Expected Cost

Total Cost \olume =
S0 $30,000,000 0K 10K 20K
ings. NN 517244 50¢ | 1672
aueens [N 515465608 | 14408
ronx [N 13111218 | 11.403
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Richmond [J] $2,379,407 1768
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Costs Included:
e Fee-for-service and MCO payments (paid encounters);
e Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA,

Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Average Actual minus Expected Cost, PAC Rate and Volume
per County for Congestive Heart Failure

Total Cost \olume =
S0 $40,000,000 0K 2K 4K 6K
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—

PAC percent - weighted aggregation Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Example Drill-Down: Hypertension in the Bronx

Average Actual Episode Costs Average Actual Minus Expected Episode Costs

(529) [ T '

Costs Included:
*  Fee-for-service and MCO payments (paid encounters); NEW YORK artment
¢ Caveat: add-on payments included in some cost data, not in others (GME/I HCRA, M%DNﬁata %feﬁ

Source: 01/01/2012 - 12/31/2013 Medicaid claims for non-dual Medicaid members.
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Example Drill-Down: Hypertension in the Bronx

Average Actual Episode Costs Average Actual Minus Expected Episode Costs
$1,150
) o)
10471 $200 10471
$1,100 2
$1,050 . 3150
3
o
= 3 0 10473
8 51,000 g 5100 10486 1,0
2 10455 a8
= 10456 O = 104608 a’o 7 ¥
$950 10460 @ 010473 g Average 1046 10459
O o © o o 2 350 O O e 520 O 10457
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Total Cost = \olume
S0 $8,000,000 0K 2K 4K 6K
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Costs Included: 10472 I S2.648,832 I 3112
e Fee-for-service and MCO payments (paid encounters); ?TE]!QJJORK Department
* Caveat: add-on payments included in some cost data, not in others (GME/IME, HCRA, Capital). Data not yet standardized. OPPORTUNITY. Of Health

Source: 01/01/2012-12/31/2013 Medicaid claims for non-dual Medicaid members.



The 2"9 CAG Meeting will be on September 28, 2015
In Albany

®Chronic Heart Episodes Definition Recap

®Chronic Heart Episodes Outcome Measures - |
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