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[bookmark: _Toc405381443]Summary of Commission Activities

The Special Commission to Review Public Reimbursement Rates was established by Section 270 of Chapter 224 of the Acts of 2012 (as amended by Section 153 of Chapter 38 of the Acts of 2013). The Commission’s charge includes studying whether public payer rates and rate methodologies provide fair compensation for health care services and promote high-quality, safe, effective, timely, efficient, culturally competent and patient-centered care.

The Commission was further directed to examine MassHealth rates and rate methodologies; current and projected federal financing; cost-shifting and the interplay between public payer reimbursement rates and health insurance premiums; possible funding sources for increased MassHealth rates; and the degree to which public payer rates reflect the actual cost of care.

The Executive Office of Health and Human Services convened the Commission in January 2014. The Commission included the following members: 

	
Commissioner
	Affiliation
	Statutory Criteria

	John Polanowicz (Chair)
	Secretary, Executive Office of Health and Human Services
	Secretary of Health and Human Services

	Kristin Thorn
	Director, MassHealth
	Director of Medicaid

	Aron Boros
	Executive Director, Center for Health Information and Analysis
	Executive Director of the Center for Health Information and Analysis

	Tim Gens
	Executive Vice President, Massachusetts Hospital Association
	Representative of the Massachusetts Hospital Association

	Robert Lebow
	Physician
	Representative of the Massachusetts Medical Society

	Scott Plumb
	Senior Vice President, Massachusetts Senior Care Association
	Representative of the Massachusetts Senior Care Association

	Christopher Attaya
	Chief Financial Officer, Visiting Nurse Association of Boston
	Representative of the Home Care Alliance

	Antonia McGuire
	Chief Executive Officer, Edward M. Kennedy Community Health Center
	Representative of the Massachusetts League of Community Health Centers

	Philip Shea
	Chief Executive Officer, Community Counseling of Bristol County, Inc.
	Representative of the Massachusetts Association for Behavioral Healthcare

	Michael Chernew
	Professor, Harvard Medical School
	Expert in medical payment methodologies from a foundation or academic institution

	Sarah Gordon Chiaramida
	Vice President of Policy and Legal Affairs, Massachusetts Association of Health Plans
	Representative of a managed care organization contracting with MassHealth

	Margaret Ackerman
	Clinical Director and Director of Education and Research, Commonwealth Care Alliance
	A non-physician health care provider

	Kate Walsh
	President and Chief Executive Officer, Boston Medical Center
	Representative of a disproportionate share hospital



The Commission held its first meeting in January 2014 and started to develop a plan for addressing its statutory charge. A proposed framework to help guide the Commission’s work was developed and included the following elements:

· The Commission should help the Commonwealth use payment to promote innovation and to drive toward “high impact” interventions.
· The Commission should start from a patient centered approach, and include cross sector analysis of payment policy where appropriate.
· The Commission should consider issues around patient access and understand if/how payment relates to access.
· The Commission recognizes integration as an important and valuable goal, and should consider unanswered questions about how alternative payments that promote integration can and should be operationalized.
· The Commission should consider Medicaid provider dependency when evaluating different areas of focus.
· The Commission should review data from other states where applicable, but these comparisons should be carefully contextualized.
With this framework in mind, the Commission organized its work on three broad areas of focus: integration, behavioral health and long-term services. 
Integration and the need to innovate were themes that emerged from the first meeting. Integration and innovation are also consistent with the goals of Chapter 224. Commissioners identified several areas where there remain important questions about how to operationalize alternative payments that promote integration. The Commission’s input will be important to on‐going program design, particularly the development of a Medicaid Accountable Care Organization (ACO).
Behavioral health was also identified by commissioners as an important area of focus from the point of view of patient access. Behavioral health is closely tied to integration initiatives, and is an important cost driver.
Long term services was chosen because, across the spectrum of long term care, there may be additional opportunities to use payment to promote care integration and efficient delivery of care across silos. Long term care is a significant cost driver for the state, and also an area where there is a high degree of public payer dependency.
The Commission examined different features of ACO models. While there is no single definition of an ACO, in the context of the Pioneer ACO program, the Centers for Medicare and Medicaid Services (CMS) describes ACOs as “groups of doctors, hospitals, and other health care providers, who come together voluntarily to give coordinated high quality care to their Medicare patients.” CMS expects each ACO to have defined processes to promote evidence-based medicine, report on quality and cost measures, and coordinate care. Other definitions of ACOs similarly emphasize coordination and quality of care, and the goal of reducing spending.[footnoteRef:1] The Center for Health Care Strategies works with a number of states that are developing ACO models, and shared their knowledge of these models with the Commission. CHCS has identified a common goal of Medicaid ACO initiatives as being to coordinate a wide array of needed services to improve the quality of care and to curb costly and avoidable hospitalizations of Medicaid beneficiaries, particularly those with multiple chronic conditions and behavioral health needs.[footnoteRef:2] [1:  For example, Kaiser Health News describes an ACO as a network of doctors and hospitals that shares financial and medical responsibility for providing coordinated care to patients in hopes of limiting unnecessary spending (http://kaiserhealthnews.org/news/aco-accountable-care-organization-faq/). A Health Affairs health policy brief defines ACOs as, “networks of physicians and other providers that could work together to improve the quality of health care services and reduce costs for a defined patient population,” and describes characteristics of ACOs as including performance measurement, shared savings, and evolution toward stronger incentives (http://www.healthaffairs.org/healthpolicybriefs/brief.php?brief_id=20).]  [2:  http://www.chcs.org/resource/medicaid-accountable-care-organization-program-design-characteristics-review-of-six-states/ ] 

The Commission met a total of seven times in 2014, and covered the following topics:

	January
	Overview of Commission
Administrative Tasks
Introduction to MassHealth Payment

	March
	Prioritization of Areas for Payment/Cost Analysis
Overview of Medicare Payment Issues 

	April
	Innovations in Payment 

	May
	Issues in Payment Integration in Medicaid 

	June
	Cost-Shifting and Price Variation
Interim Discussion: Draft Findings and Recommendations

	September
	Behavioral Health
Draft Findings and Recommendations

	October
	Long Term Services and Supports
Finalize Findings and Recommendations/Report



[bookmark: _Toc405381444]Meeting Materials
All meeting materials and minutes are posted on line, and presented in the tabbed sections of this report.

[bookmark: _Toc405381445]Findings and Recommendations
The Commission made the following findings:
Sessions 1 and 3: MassHealth, the MassHealth MCEs, Medicare, and Commercial payers each have several innovative payment initiatives in the Commonwealth. While these programs each have unique features, they share many objectives, including fostering integrated care, increasing value, and improving health.
Session 2: Evidence from the Medicare population suggests that care can be delivered in a more consistent, higher value, and more efficient manner. Medicare is pursuing integrated care and value-based, innovative payment methods as strategies to achieve these goals.
Session 4: In designing accountable care models within Medicaid, states have made different decisions on fundamental design issues, such as the structure of the ACO, the attribution model, and the payment model.
Session 5: Providers may respond to public payer payment levels in a number of ways.  The ability of providers to cost-shift depends on their specific circumstances. 
Session 6: Integration of behavioral health with primary care has many potential benefits as well as unique challenges. Behavioral health is not included in most existing APM models.
Session 7: Within long term services and supports, there has been a shift away from facility based care and toward community based care.
The Commission made the following recommendations:
In developing its MassHealth ACO program, MassHealth should consider the following objectives:
Encourage healthcare delivery models that promote efficient use of public funds and develop incentives to drive high-value care.
Promote high quality outcomes and integration of care across the healthcare continuum. 
Enhance member experience by promoting better coordination, better care, and better health. 
Create a flexible model that attracts a wide range of entities and aligns with developments in the marketplace among private and other public payers. 
Develop payment models that are efficient and sustainable for providers in the short and long term.
Take into consideration the skills and expertise of a wide range of provider types, including, but not limited to, nurse practitioners, physician assistants, and licensed independent social workers. 
Leverage existing knowledge and experience available to the Commonwealth, including that of plans, providers, and experts, to foster on-going innovation that improves quality and provides value to the program.
Align with the HPC ACO certification process as established in Chapter 224 of the Acts of 2012.

General considerations in the development of a MassHealth ACO Model include the following:
Provider entities should not be mandated to participate in MassHealth’s ACO program; participation should be voluntary.
MassHealth should strive to meet providers where they are (without calcifying existing organizational relationships) and not establish a one-size fits all approach to the ACO program.
MassHealth should align the principles and goals of its ACO initiative with those of other integrated payment programs in the Commonwealth. MassHealth should also examine quality measures used by other value-based payment initiatives. However, in keeping with the principle of flexibility, MassHealth should allow for variations that foster ongoing innovation in the market.
MassHealth must take into consideration the complex needs of its member population, which is a diverse, medically and behaviorally complicated mix of patients who face many adverse social circumstances. MassHealth should promote and support care management, care coordination, and services that promote integrated care and facilitate a wide range of needed supports. 
Design features of a MassHealth ACO Model should include the following:
MassHealth’s ACO model should explore accountability for behavioral health services in its payment model. It is important that we continue to work through the challenges of behavioral health integration in order to expand the integration of behavioral health with primary care and include behavioral health in APM models. 
MassHealth’s ACO model should also explore the inclusion of long term care services, particularly in the context of integrated care models.
MassHealth’s ACO model should ensure that payments are appropriately risk adjusted to take into account the specific patient population served. 
Timely and accurate data is critical in order for the ACO model to succeed. Without this data, providers cannot take the necessary care management steps with patients. 
MassHealth’s ACO should have a flexible design that can work for a range of providers. 
There is not consensus as to whether the MassHealth ACO model should extend to a small bundle of services as opposed to putting ACOs at risk for the full range of care. Therefore, MassHealth should continue to explore both types of models and consider whether offering multiple options for participation and/or phasing in additional services over time (as other states have done) is appropriate. 
Alignment with existing APMs in the Commonwealth is a key design consideration, although on balance, and in recognition of the unique characteristics of the MassHealth population, the Commission believes that MassHealth should adapt its ACO design to fit the needs of its member population rather than aligning its model strictly with existing ACO models such as MSSP and Pioneer.

[bookmark: _Toc405381446]Attachments
Additional comments submitted by Commissioners can be found in the “Attachments” tab:
a. Comments from the Home Care Alliance of Massachusetts
b. Comments from the Massachusetts Association of Health Plans
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