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What do states need from health plan partners?

1. Improve Medicaid Performance

2. Improve Population Health Outcomes

3. Pay for Value

τ Episode-Based Payment Model

τ Patient-Centered Medical Home Model



In Ohio, we repealed the 
outdated, government-run, fee-

for-service Medicaid program and 
replaced it with private-sector 

health plans



/ƭŜŀǊ ōŜƴŜŦƛǘǎ ŦǊƻƳ ŜȄǘŜƴŘƛƴƎ aŜŘƛŎŀƛŘ ŎƻǾŜǊŀƎŜ Χ

Å/ǳǘ hƘƛƻΩǎ ǳƴƛƴǎǳǊŜŘ ǊŀǘŜ ƛƴ ƘŀƭŦ ς650,000 otherwise uninsured 
Ohioans now covered, including 400,000 with a behavioral 
health need, and 38,000 veterans and family members

ÅThe rate of employer-sponsored insurance remained constant 
before and after expansion (55 percent in Ohio)

ÅSupport for expansion created an opportunity to insist on 
bringing new populations and benefits into managed care

ÅProvided significant general fund relief when Medicaid coverage 
offset costs previously covered by local mental health boards 
and public health services for uninsured populations

ÅCreated new opportunities to reduce health disparities



States not adopting the Medicaid expansion

SOURCE: Kaiser Family Foundation State Health Facts
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http://kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/


What do states need from health plan partners?

1. Improve Medicaid Performance

2. Improve Population Health Outcomes

3. Pay for Value

τ Episode-Based Payment Model

τ Patient-Centered Medical Home Model



Neighborhoods in nine Ohio communities accounted 
for 95 percent of black infant deaths and half
of white infant deaths in 2013.

SOURCE: 2014 Ohio Infant Mortality Data

Ohio has significant disparities for many health
outcomes by race, income and geography



Public health strategies alone are not sufficient

State
State Innovation Model 
Population Health Plan

Public Health                                  Health Coverage

State Health 
Improvement Plan
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{ƻǳǊŎŜΥ άtǳōƭƛŎ IŜŀƭǘƘέ ƛƴŎƭǳŘŜǎ  Ϸ407 million federal, $188 million state, and $440 million 
local funds, Ohio Department of Health Annual Report(2015); άƘŜŀƭǘƘ ŎƻǾŜǊŀƎŜέ ƛƴŎƭǳŘŜǎ 
total all payers by state of residence, CMS National  Health Expenditure Data(2009)

https://www.odh.ohio.gov/~/media/ODH/ASSETS/Files/health resources/reports/Annual Report 2015 Pillars of Public Health.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/Downloads/res-tables.pdf


State
State Innovation Model 
Population Health Plan

Public Health                                  Health Coverage

State Health 
Improvement Plan

Use vital statistics to identify at-risk women
Align maternal and child health programs
Promote safe sleep, folic acid, etc.
Discourage smoking, etc.

Require enhanced care management
Extend Medicaid to cover more women

Financially reward improved infant health
Reduce scheduled deliveries prior to 39 wks

Example:
Reduce 
Infant 
Mortality

Ohio is aligning public health and coverage strategies



/ƻǾŜǊŀƎŜ ǊŀƛǎŜǎ ǎƻƳŜ ƛƴǘŜǊŜǎǘƛƴƎ ǉǳŜǎǘƛƻƴǎ Χ

ÅWhat is the role of entities that serve uninsured populations? 
(FQHCs, free clinics, public health clinics)

ÅWhat public health services are now unnecessary because they 
are covered? (vaccinations, special eligibility programs)

ÅWho is accountable for care coordination? Do plans duplicate 
what already exists? Or assign accountability, to a PCMH for 
ŜȄŀƳǇƭŜΚ hǊ ǇǊƻǾƛŘŜ άŀƛǊ ǘǊŀŦŦƛŎ ŎƻƴǘǊƻƭέ ŀŎǊƻǎǎ ǎŜǘǘƛƴƎǎΚ



What do states need from health plan partners?

1. Improve Medicaid Performance

2. Improve Population Health Outcomes

3. Pay for Value

τ Episode-Based Payment Model

τ Patient-Centered Medical Home Model



Sources: CMS Health Expenditures by State of Residence (2011); The 
Commonwealth Fund, Aiming Higher: Results from a State Scorecard on 
Health System Performance (May 2014). 
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Ohioans spend more 
per person on health 
care than residents in 

all but 17 states

29 states have a healthier workforce than Ohio

Health Care Spending per Capita by State (2011) in order of resident health outcomes (2014)

Ohio can get better value from what is spent on health care



Patient-centered medical homes Episode-based payments

Goal
80-фл ǇŜǊŎŜƴǘ ƻŦ hƘƛƻΩǎ ǇƻǇǳƭŀǘƛƻƴ ƛƴ ǎƻƳŜ ǾŀƭǳŜ-based payment model 
(combination of episodes- and population-based payment) within five years

2014 ǐIn 2014 focus on Comprehensive 
Primary Care Initiative (CPCi)

2016

2017-2018

ǐState leads design of six episodes: 
asthma acute exacerbation, COPD 
exacerbation, perinatal, acute and 
non-acute PCI, and joint replacement

ǐModel rolled out to at least two 
major markets

ǐ20 episodes defined and launched across 
payers, including behavioral health

ǐModel rolled out to all markets

ǐ80% of patients are enrolled

ǐ50+ episodes defined and launched across 
payers, including behavioral health

{ǘŀǘŜΩǎ wƻƭŜ
ǐShift rapidly to PCMH and episode model in Medicaid fee-for-service
ǐRequire Medicaid MCO partners to participate and implement
ǐIncorporate into contracts of MCOs for state employee benefit program

In 2014, Ohio was awarded a State Innovation Model (SIM) 
grant to test two value-based payment models

2015 ǐCollaborate with payers on design 
decisions and prepare a roll-out 
strategy

ǐState leads design of seven new 
episodes: URI, UTI, cholecystectomy, 
appendectomy, GI hemorrhage, EGD, 
and colonoscopy

updated August 27, 2015



Selection of episodes

Principles for selection:

ǐLeverage episodes in use 
elsewhere to reduce time to 
launch

ǐPrioritize meaningful spend 
across payer populations

ǐLook for opportunities with clear 
sources of value(e.g., high 
variance in care)

ǐSelect episodes that incorporate 
a diverse mixof accountable 
providers(e.g., facility, 
specialists)

ǐCover a ŘƛǾŜǊǎŜ ǎŜǘ ƻŦ άǇŀǘƛŜƴǘ 
ƧƻǳǊƴŜȅǎέ (e.g., acute inpatient, 
acute procedural)

ǐConsider alignment with current 
priorities (e.g., perinatal for 
Medicaid, asthma acute 
exacerbation for youth)

Episode Principal Accountable Provider

WAVE 1 (launched March 2015)
1. Perinatal Physician/group delivering the baby

2. Asthma acute exacerbation Facility where trigger event occurs                         

3. COPD exacerbation Facility where trigger event occurs

4. Acute Percutaneous intervention Facility where PCI performed

5. Non-acute PCI Physician

6. Total joint replacement Orthopedic surgeon

WAVE 2 (launch January 2016)
7. Upper respiratory infection PCP or ED

8. Urinary tract infection PCP or ED

9. Cholecystectomy General surgeon

10. Appendectomy General surgeon

11. Upper GI endoscopy Gastroenterologist

12. Colonoscopy Gastroenterologist

13. GI hemorrhage Facility where hemorrhage occurs

WAVE 3 (launch January 2017)
14-19. Package of episodes including some related to behavioral health

hƘƛƻΩǎ ŜǇƛǎƻŘŜ ǎŜƭŜŎǘƛƻƴΥ



Retrospective thresholds reward cost-efficient, high-quality care

NOTE: Each vertical bar represents the average cost for a provider, sorted from 
highest to lowest average cost

7Provider cost distribution (average risk-adjusted reimbursement per provider)

Acceptable

Positive incentive 
limit

Commendable

Avg. risk-adjusted reimbursement per episode
$

Principal Accountable Provider

- No change 
No incentive payment

Positive incentiveNegative incentive +No Change 
Eligible for positive incentive 
payment based on cost, but did 
not pass quality metrics



This is an example of the 
performance report in use 
now for both Wave 1 and 
Wave 2 episodes in 2016
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Patient-centered medical homes Episode-based payments
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ǐ20 episodes defined and launched across 
payers, including behavioral health

ǐModel rolled out to all markets

ǐ80% of patients are enrolled

ǐ50+ episodes defined and launched across 
payers, including behavioral health

{ǘŀǘŜΩǎ wƻƭŜ
ǐShift rapidly to PCMH and episode model in Medicaid fee-for-service
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ǐIncorporate into contracts of MCOs for state employee benefit program

In 2014, Ohio was awarded a State Innovation Model (SIM) 
test grant to implement two value-based payment models
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decisions and prepare a roll-out 
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ǐState leads design of seven new 
episodes: URI, UTI, cholecystectomy, 
appendectomy, GI hemorrhage, EGD, 
and colonoscopy

updated August 27, 2015



hƘƛƻΩǎ Ǿƛǎƛƻƴ ŦƻǊ t/aI ƛǎ ǘƻ ǇǊƻƳƻǘŜ ƘƛƎƘ-quality,   
individualized, continuous and comprehensive care



20

Preliminary pre-decisional working draft; subject to change
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Proposed role of payers to support PCMHs
AS OF NOVEMBER 11

Critical activities multiple actors could deliverCritical activities payers are uniquely positioned to deliver

Reimbursement

ǐ Provide incentives for meeting model requirements

ǐ Limit administrative burden for providers, also ensuring standardization of 

requirements and forms/ processes to verify that requirements are met

ǐ Continue refining the incentive model to encourage innovation

ǐ Provide all data in timeliest possible manner

ǐ Inform providers of members in their panel

ǐ Help practices identify high-priority members and opportunities to improve 

quality/cost of care

ǐ Provide detailed care histories on select patients

ǐ Provide accurate and timely reporting of performance using a standardized 

format 

ǐ Provide information to support provider decision making (e.g., high-value 

referrals)

ǐ Share materials on best practices and lessons learned by high-performing 

PCMHs 

Data and 

insights

ǐ Identify tools to improve population health across 

providers

ǐ Align with other stakeholders on small number of 

health priorities (e.g., diabetes, COPD, CHF, 

asthma, etc.)

ǐ Provide access to data through centralized portal

ǐ Push data to providers, when appropriate to avoid 

informational overload

ǐ Collect and share additional information (i.e., 

REAL ïRace, Ethnicity, Primary language), so all 

providers can use it to ensure more appropriate 

care delivery

Benefit design

ǐ Ensure physicians and patients are aware of eligible benefits and patient 

incentives

ǐ Consider introducing reimbursement for/ promoting community-based 

prevention programs, such as diabetes prevention program at YMCAs

ǐ Educate physicians on and/or directly provide 

community resources that help address social 

determinants of health

ǐ Incentivize patient behavior to drive health and 

lifestyle choices (e.g. weight loss, smoking, 

prevention)

Network/ 

Access

ǐ Develop a network of culturally diverse high quality providers with capacity 

and access to serve members

ǐ Recognize high-performing PCMHs with preferential position in network

ǐ Ensure that high performing specialists are in network/ in preferred tier

ǐ Adapt care management model depending on 

provider needs (e.g., care coordinator in the 

practice, additional resources ïlike supplemental 

RN hotlines ïto support smaller practices)

Care 

management 

resources

ǐ Coordinate with providers on care management activities that are being 

provided to/ targeted at members in the providersô panel: create clarity over 

who has responsibility for what aspects of care management, for what 

patients, and when

ǐ Bi-directionally exchange relevant information with providers on a regular 

basis

Financial incentives for 
meeting PCMH model 

requirements:

Å Somepractices may be 
eligible for one-time Practice 
Transformation Support to 
help them begin the 
transition to a PCMH care 
delivery model

Å PCMH Operational Activities 
Payments to compensate 
practices for activities that 
improve care and are 
currently under-compensated

Å Quality and Financial 
Outcomes-Based Payment for 
achieving total cost of care 
savings and meeting pre-
determined quality targets



tŀȅƳŜƴǘ ǎǘǊŜŀƳǎ ǿƛƭƭ ōŜ ǘƛŜŘ ǘƻ ǎǇŜŎƛŦƛŎ ǊŜǉǳƛǊŜƳŜƴǘǎΧ

Activities

Efficiency

Clinical 
Quality

Standard 
Processes

ǐ Risk stratification

ǐ Same day appointments

ǐ 24/7 access to care

ǐ Practice uses a team

ǐ Care management

ǐ Relationship continuity

ǐ Care plans

ǐ Population management

ǐ Risk stratification

ǐ Follow up after hospital discharge

ǐ Tracking of follow up tests an specialist referrals

ǐ Generic dispensing of select classes

ǐ Claims based metrics

ǐ Hybrid measures

ǐ All cause readmission rate

ǐ Patient experience

ǐ Inpatient admission for ambulatory sensitive conditions

ǐ ED visits/1000

Total Cost   
of Care

ǐ Total Cost of Care

1

2

3

4

5



Preventive 
Care

Appropriate 
Care

Behavioral 
Health

Category Measure Name NQF#
Population 
health priority Data TypePopulation 

HEDIS
ABA

Obestiy Claims 
or Hybrid

Adults

Well-Child Visits in the First 15 Months 
of Life

1392Claims 
or Hybrid

Pediatrics

Well-Child visits in the 3rd, 4th, 5th, 6th years 
of life

1516Claims 
or Hybrid

Pediatrics

Adolescent Well-Care Visit HEDIS
AWC

Claims 
or Hybrid

Pediatrics

Breast Cancer Screening 2372Cancer ClaimsAdults

Weight assessment and counseling for 
nutrition and physical activity for 
children/adolescents: BMI assessment for 
children/adolescents

0024Obesity, 
physical activity, 
nutrition

Claims 
or Hybrid

Pediatrics

Timeliness of prenatal care 1517Infant Mortality Claims 
or Hybrid

Adults

Postpartum care 1517Infant Mortality Claims 
or Hybrid

Adults

Adult BMI

Live Births Weighing Less than 2,500 grams N/AInfant Mortality State RecordsPediatrics

0018Heart Disease HybridAdults

Med management for people with asthma 1799ClaimsBoth

ComprehensiveDiabetes Care: HgA1c poor
control(>9.0%)

0059Diabetes Claims 
or Hybrid

Adults

Controlling high blood pressure1

Statin Therapy for patients with 
cardiovascular disease

HEDIS
SPC

Heart Disease ClaimsAdults

0105Mental Health ClaimsAdultsAntidepressant medication management

Preventive care and screening: tobacco use: 
screening and cessation intervention

0028Substance 
Abuse

Claims 
or Hybrid

Both

Measures will evolve    
over time

ǐMeasures will be refined 
based on learnings from initial 
roll-out

ǐHybrid measures that require 
EHRmay be added to the list 
of core measures

ǐHybrid measures may replace 
some of the core measures

ǐReduction in variability in 
performance between 
different socioeconomic 
demographics may be 
included as a PCMH 
requirement

0576Mental Health ClaimsBothFollow up after hospitalization for mental 
illness

To  be finalized in 2016

1 Scored beginning in year 3

Aligning population health priorities and PCMH measures4



hƘƛƻΩǎ ƭŀǊƎŜǎǘ ƘŜŀƭǘƘ Ǉƭŀƴǎ ƘŀǾŜ ŎƻƳƳƛǘǘŜŘ ǘƻ ƘŜƭǇ ǘƘŜ 
state design and test PCMH and episode models




