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[bookmark: _Toc65596445][bookmark: _Toc65829363][bookmark: _Toc65829423]A Questionnaire for Purchasers Seeking Effective Payment Reform, Other High-Value Strategies, and A Functional Marketplace

Our health care system is broken and needs to be fixed.  The challenges are particularly acute for employers, other health care purchasers, and those for whom they buy health care.    

Providers command high prices, and they are rising primarily due to the market power many provider groups and health systems hold.  Recent policy efforts aim to increase provider and plan price and quality transparency, but until policies are fully implemented, and the price and quality information is usable, purchasers and their plan participants will struggle to understand from which providers they should seek services.  While the percent of health care spending flowing through value-oriented payment methods has increased tremendously over the past 10 years, we still need additional evidence about the effectiveness of the various methods, and a focused effort on methods that can enhance the quality and affordability of care.  Purchasers seek reforms that can lead to improvements in the health of their plan participants, in part through a reduction of racial and ethnic disparities and the enhancement of health equity.   Purchasers also seek innovation in plan benefit and network designs to ensure their plan participants seek care at the right place, from the right provider, at the right time.  

In using this Health Plan RFI, purchasers can impact the marketplace at the “50,000-foot level” by asking questions about an Administrator’s (i.e., health plan or third-party administrator) efforts to address foundational challenges and support specific purchaser strategies.  When many purchasers and broker-consultants pose these standard questions, it sends a loud signal that the topics herein are high priorities for purchasers.

Lastly, the language of health equity, care, and outcomes disparities is evolving.  For the purposes of this questionnaire, the following terms and definitions apply:
· Health equity:  conditions under which everyone has a fair and just opportunity to be as healthy as possible[footnoteRef:1] [1:  Braveman P, Arkin E, Orleans T, Proctor D, and Plough A, What is Health Equity? (Robert Wood Johnson Foundation, May 2017). https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html   ] 

· Disparities: differences in health and health care between groups that stem from broader inequities[footnoteRef:2] [2:  Ndugga, N and Artiga S, Disparities in Health and Health Care: 5 Key Questions and Answers (Kaiser Family Foundation, May 2021).  https://www.kff.org/racial-equity-and-health-policy/issue-brief/disparities-in-health-and-health-care-5-key-question-and-answers/  ] 

· Social drivers of health: conditions in the places where people live, learn, work, and play that affect a wide range of health risks and outcomes[footnoteRef:3]                                                                                                                                                                                                                                                                                                                                                    [3:  https://www.cdc.gov/socialdeterminants/about.html ] 



NOTE:  We designed this RFI as an add-on to your general RFI.  These RFI questions can be appended to a broader RFI in total or purchasers may elect to use particular sections.  If you plan to use this document with prospective Administrators or others, you may want to select “Protect Form” in the “Developer” tab. This will constrain the responder to typing into the grey form boxes and prevent alterations. We also recommend you delete this page when issuing the RFI.

If you have any questions, please contact connect@catalyze.org.
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[bookmark: _Toc102390015]Core Sections – Assessing Administrator’s Efforts to:

[bookmark: _Toc102390016]Combat High and Rising Prices

Evidence shows that rising prices are the primary driver of the increasing cost of health care.  As the primary negotiators with providers, plans have an outsized impact on health care prices.  To help purchaser understand how Administrator is combatting the continued increase in prices and unwarranted price variation, please provide detailed responses to the following questions.

1. What is Administrator doing to combat high and rising health care prices?  Cite recent results.
[bookmark: Prices1]     
2. Does Administrator have a specific price or trend reduction goal?  If so, what is the goal and by when does Administrator expect to achieve it?
[bookmark: Prices2]     
3. Deconstruct Administrator’s book-of-business medical and pharmacy cost trend.  How much of the change is driven by each of the following factors:  prices, service utilization, changing demographics, other causes?
[bookmark: Prices3]     
4. Which services or technologies are primary drivers of total cost of care increases?  Which services or technologies does Administrator anticipate will drive cost increases in the next 3-5 years? 
[bookmark: Prices4]     
5. Does Administrator have established criteria for when it would advocate for price regulation?  If so, what are the criteria?  Are there specific examples Administrator can cite when it advocated for price regulation?
[bookmark: Prices5]     
6. Has Administrator ever anchored provider price negotiations to Medicare payment amounts?  Cite results.
[bookmark: Prices6]     

[bookmark: _Toc102390017]Address Provider Market Power and Competition

In recent years, consolidation has afforded health care providers additional market power.  In most geographies, there are only one or a handful of hospitals or health systems, giving them leverage in negotiations with plans.  Provider market power significantly impacts purchasers, whether or not they are self-insured, along with their plan participants.  Thus, purchasers have a vested interest in knowing what plans are doing to address provider market power.  To help purchaser understand how Administrator is addressing growing provider market power and the reduction in provider competition, please provide detailed responses to the following questions.

1. In which geographical markets is Administrator particularly concerned about the market power of providers?  Cite the markets, provider(s), and use the purchaser’s census to cite the number of purchaser’s plan participants residing there.
[bookmark: Competition1]     
2. Has Administrator created guidelines for when it should report anticompetitive behavior among providers or a deleterious lack of competition in any markets to regulatory agencies?  Has Administrator made such reports?  Please describe.
[bookmark: Competition2]     
3. How has Administrator supported independent physician practices, Essential Community Providers, and providers whose patient population primarily comprises individuals most impacted by inequities and systemic barriers to health so that these providers can remain independent?  Cite specific examples and results.
[bookmark: Competition3]     
4. How does Administrator raise specific market challenges with purchaser customers?  Has Administrator approached regional groups of purchasers about working together to combat provider market power?  Does Administrator openly discuss with purchasers that broad provider networks may mean higher prices and/or premiums due to provider market power?  Cite specific examples.
[bookmark: Competition4]     
5. How many health systems have negotiated an anti-steering contract provision with Administrator?  What percentage of Administrator’s covered lives sought care from these health system(s) in the past 12 months?  What percentage of book-of-business spend does Administrator pay to these health system(s)?  Health systems, as defined by AHRQ, "include at least one hospital and at least one group of physicians that provide comprehensive care (including primary and specialty care) and are connected with each other through common ownership or joint management."  This definition applies to the remaining questions in this section.
[bookmark: Competition5]     
6. How many health systems have negotiated an anti-tiering contract provision (i.e., require being placed in network in narrow network plans or in the top tier in tiered network plans regardless of whether they meet Administrator’s criteria for such placement) with Administrator?  What percentage of Administrator’s covered lives sought care from these health system(s) in the past 12 months?  What percentage of book-of-business spend does Administrator pay to these health system(s)?
[bookmark: Competition6]     
7. How many health systems have negotiated an “all or none” contract provision (i.e., require that Administrator contract with all facilities in a health system if it wants to contract with any facility) with Administrator?  What percentage of Administrator’s covered lives sought care from these health system(s) in the past 12 months?  What percentage of book-of-business spend does Administrator pay to these health system(s)?
[bookmark: Competition7]     
8. How many health systems have negotiated a gag clause contract provision with Administrator that limits or prevents publishing price or quality information?  What percentage of Administrator’s covered lives sought care from these health system(s) in the past 12 months?  What percentage of book-of-business spend does Administrator pay to these health system(s)?  What is the status of Administrator negotiating updated contracts to remove these provisions from provider contracts because of the Consolidated Appropriations Act?
[bookmark: Competition8]     

[bookmark: _Toc102390018]Enhance Price and Quality Transparency

Transparency is a core building block to high-value health care.  Purchasers need information about the prices and the quality of specific services and providers to produce higher-value health care or other reforms.  Plan participants have the right to know price and quality information as they decide on treatments and providers. To help purchaser understand how Administrator is enhancing price and quality transparency, please provide detailed responses to the following questions.

A. Transparency Tool Available to Plan Participants
1. Regarding Administrator’s transparency tool for plan participants:
a. For how many services does the tool show prices?  Do the prices reflect the most recent negotiated fees, are they based on claims history for the most recent 12 months available, or based on another methodology?  Please explain.
[bookmark: TransparencyA1a]     
b. What provider quality measures does the tool display?  
[bookmark: TransparencyA1b]     
c. Does the tool include provider quality measures on patient experience of care?  According to AHRQ, patient experience data evaluates whether something that should happen in a health care setting happened and how often it happened, e.g., access to timely appointment.
[bookmark: TransparencyA1c]     
d. Does the tool indicate provider performance with respect to health equity, and if so, how is this information conveyed to plan participants?
[bookmark: TransparencyA1d]     
e. Does the tool display the plan participant’s remaining deductible, co-payment/co-insurance, and out-of-pocket maximum?  What is the frequency of the data refresh?
[bookmark: TransparencyA1e]     
f. Does the tool include provider demographic data such as race, ethnicity, and language(s) spoken?
[bookmark: TransparencyA1f]     
2. For the top health systems where purchaser’s plan participants seek care, provide screenshots of the above information that is available for the following services:
a. Non-specific hospitalization
b. Maternity outcomes
c. Total knee replacement
d. Behavioral health
[bookmark: TransparencyA2]     
3. How does Administrator ensure that its transparency tool is accessible to purchaser’s plan participants living with disabilities and with limited English proficiency?
[bookmark: TransparencyA3]     
4. Which purchaser-specific strategies does Administrator recommend to increase plan participant usage of the tool?
[bookmark: TransparencyA4]     
B. Transparency to Purchasers
1. Will Administrator help purchaser fully comply with the Transparency in Health Coverage Final Rule to take effect for purchasers on July 1, 2022?  If not, for which requirements will Administrator not provide support? 
[bookmark: TransparencyB1]     
2. Purchaser seeks an Administrator partner that provides fully transparent, comprehensive, and meaningful reporting.  Purchaser is not looking for reports of only positive results.  A few examples of comprehensive reporting templates are Catalyst for Payment Reform’s Standard Plan ACO Report for Customers (SPARC) and Reform Evaluation Frameworks.  Does Administrator commit to provide reporting that comprehensively evaluates the effectiveness of purchaser’s high-value strategies?  Does Administrator commit to reporting to purchaser using CPR’s SPARC and REFs?
[bookmark: TransparencyB2]     
3. Has Administrator set up the infrastructure to contribute purchaser’s claims data to all-payer claims databases (APCDs) if purchaser should choose to do so?  To which APCDs does Administrator currently contribute claims data?  Indicate if Administrator contributes only on a fully insured basis or on behalf of self-insured purchasers.
[bookmark: TransparencyB3]     
4. How is Administrator pushing hospitals to comply with the Hospital Price Transparency Rule?  How can purchaser support Administrator’s effort to push hospitals to comply?
[bookmark: TransparencyB4]     
C. Transparency to Providers
1. What provider-specific cost and quality data does Administrator share with providers to help them improve their performance?  What provider-specific data on disparities in the services and outcomes for different patient groups (e.g., by race or ethnicity) does Administrator share with providers?
[bookmark: TransparencyC1]     
2. What comparative provider data does Administrator share with providers to help them improve their performance?  
[bookmark: TransparencyC2]     
3. For the purpose of making informed referrals, can Administrator’s network providers access accurate provider price and quality information, including disparities in the services and outcomes for different patient groups (e.g., by race or ethnicity)?  Can providers access demographic data of other providers for the purpose of making culturally appropriate referrals to specialists and facilities?  If not, what circumstances prevent them from accessing this information and how does Administrator intend to fix these issues?
[bookmark: TransparencyC3]     
4. In which circumstances can Administrator establish bi-directional data sharing with provider(s)?  Explain the type of data Administrator shares and receives bi-directionally.
[bookmark: TransparencyC4]     

[bookmark: _Toc102390019]Reform Payment and Care Delivery

Reforming provider payment and the delivery of care have gained significant momentum over the past decade.  While plans have made tremendous progress in tying more of payment to quality and to new models of health care delivery through shared savings payment arrangements, opportunity remains to increase provider downside risk using payment methods like bundled payment, capitation, and shared risk and tying payment methods to reducing health care disparities.  To help purchaser understand how Administrator is evolving provider payment strategies and the care delivery models that alternative payment models support, please provide detailed responses to the following questions.

1. CPR’s Scorecard on Payment Reform 2.0, developed by a broad group of stakeholders including Administrators, allows Administrators to illustrate quantitatively their progress toward changing how we pay for care.  Please complete the Excel file, linked to below, to report Administrator’s latest progress.  If the RFI came from an employer or other health care purchaser, please complete the questions/metrics for Administrator’s commercial business.  If the RFI came from a Medicaid agency, please complete the question/metrics for Administrator’s Medicaid business.  For the denominator and all numerators, please report in-network dollars only.  For any clarification of terms, please see “Definitions.”  Remember to share the completed Excel file with Purchaser as a separate attachment.




2. Provide an overview of each of Administrator’s payment or delivery reform programs.  Administrator can provide an attachment for additional program details.
[bookmark: Reform2]     
3. Which programs in Question 2 can purchaser offer to its population?  Cite three programs that Administrator thinks are the best fit based on its knowledge of purchaser.  Please explain.
[bookmark: Reform3]     
4. Complete the table below on the three programs that Administrator thinks most aligns with purchaser’s strategy and direction.

	Question to Administrator
	[Program 1 Name]
	[Program 2 Name]
	[Program 3 Name]

	What are the program’s goal(s)?
	[bookmark: Reform4a1]     
	[bookmark: Reform4a2]     
	[bookmark: Reform4a3]     

	What is the program launch date?
	[bookmark: Reform4b1]     
	[bookmark: Reform4b2]     
	[bookmark: Reform4b3]     

	What is the program status, e.g., pilot, expanding, implemented?
	[bookmark: Reform4c1]     
	[bookmark: Reform4c2]     
	[bookmark: Reform4c3]     

	What is program’s primary payment model?
	[bookmark: Reform4d1]     
	[bookmark: Reform4d2]     
	[bookmark: Reform4d3]     

	Does program include downside risk for providers?  Yes/No
	[bookmark: Reform4e1]     
	[bookmark: Reform4e2]     
	[bookmark: Reform4e3]     

	For which lines of business is program available, e.g., commercial self-insured, Medicaid, Medicare, etc.
	[bookmark: Reform4f1]     
	[bookmark: Reform4f2]     
	[bookmark: Reform4f3]     

	Into which products is program integrated, e.g., PPO, HDHP, ACO, etc.?
	[bookmark: Reform4g1]     
	[bookmark: Reform4g2]     
	[bookmark: Reform4g3]     

	In which key purchaser geographies is program available?
	[bookmark: Reform4h1]     
	[bookmark: Reform4h2]     
	[bookmark: Reform4h3]     

	Which provider type manages the program, e.g., PCP, specialist, hospital, etc.?
	[bookmark: Reform4i1]     
	[bookmark: Reform4i2]     
	[bookmark: Reform4i3]     

	Which threshold(s) must provider achieve to qualify for program, e.g., cost, quality, both, infrastructure, etc.?
	[bookmark: Reform4j1]     
	[bookmark: Reform4j2]     
	[bookmark: Reform4j3]     

	How does the program create incentives to providers for reducing or eliminating disparities among groups of people most impacted by inequities? 
	[bookmark: Reform4k1]     
	[bookmark: Reform4k2]     
	[bookmark: Reform4k3]     

	Are plan participants attributed to the program or must they opt in?
	[bookmark: Reform4l1]     
	[bookmark: Reform4l2]     
	[bookmark: Reform4l3]     

	Are there criteria the purchaser must meet to participate, e.g., plan design, purchaser size, enrollment, etc.?
	[bookmark: Reform4m1]     
	[bookmark: Reform4m2]     
	[bookmark: Reform4m3]     

	Has an external third-party or internal party independently evaluated the program?  Provide results.
	[bookmark: Reform4n1]     
	[bookmark: Reform4n2]     
	[bookmark: Reform4n3]     

	What are Administrator’s plans to evolve the program, including shifting providers to accept downside risk?
	[bookmark: Reform4o1]     
	[bookmark: Reform4o2]     
	[bookmark: Reform4o3]     

	Does Administrator include the program in the quoted administrative fee or is it a buy-up?  If a buy-up, what is the fee for the program?
	[bookmark: Reform4p1]     
	[bookmark: Reform4p2]     
	[bookmark: Reform4p3]     



5. Across all of Administrator’s existing payment reform programs and any upcoming programs, has Administrator set an aggregate goal of the percent of total dollars it plans to pay to providers in downside risk payment arrangements (e.g., bundled payment, capitation, shared risk)?  If so, what is Administrator’s goal and by when does the Administrator intend to meet it?
[bookmark: Reform5]     
6. What strategies/incentives is Administrator employing/piloting to encourage providers to shift to downside risk payment arrangements?
[bookmark: Reform6]     
7. CPR encourages Administrator to experiment more with bundled payment, as evidence shows its potential to reduce cost and improve quality.  Describe Administrator’s existing bundled payment program and any plans to expand it, including types of episodes and key providers of interest to purchaser.  Would Administrator be willing to use open-source definitions of episodes if they were available to help create standardization throughout the health care industry?  Has Administrator set any goals for the percent of total dollars it pays to providers that will flow through bundled payment arrangements?
[bookmark: Reform7]     
8. COVID-19 has adversely impacted primary care physicians financially who rely primarily on fee-for-service payment.  Many PCPs have expressed interest in capitation or partial capitation payments.  What progress has Administrator made toward shifting more PCPs to these payment models?  Cite the percent of providers and percent of total provider payments represented.  What goal(s) has Administrator set to transition more PCPs to these payment models?
[bookmark: Reform8]     
9. What strategies is Administrator implementing to improve the balance of payment between primary care and specialty care (so PCPs are paid more)?  Has the shift to capitation or partial capitation helped with this rebalancing?  Please explain.
[bookmark: Reform9]     
10. What is Administrator’s perspective on payment parity for providers between virtual and in-person visits post-COVID?
[bookmark: Reform10]     
11. For which avoidable and unnecessary services (e.g., never events, early elective deliveries, etc.) will Administrator withhold provider payment?  Are these standard non-payment provisions in all provider contracts?  Are there also no balance billing provisions for these and other services consistent with the No Surprises Act in the contracts?
[bookmark: Reform11]     

[bookmark: _Toc102390020]Innovate with Benefit and Network Design

Directing patients to providers and services that offer higher quality care at a lower cost will help purchasers extract more value from the health care system.  Administrator’s benefit designs and provider network strategies can signal to purchasers which services are most valuable, and signal to providers that purchasers will not support unwarranted variation in health care prices, substandard quality or disparities in care and outcomes among people experiencing inequities.  To help purchaser understand how Administrator is innovating with benefit and network designs, please provide detailed responses to the following questions.

1. Provide an overview of each of Administrator’s benefit design strategies, including, but not limited to benefit designs that do not discourage health care utilization - particularly for plan participants who are most impacted by inequities - including value-based insurance design, reference-based pricing, strategies that shift plan participants away from low-value services, strategies that shift plan participants away from higher-intensity sites of care, centers of excellence, and ACO products.  Administrator can provide an attachment with additional details.
[bookmark: Design1]     
2. How does Administrator ensure that new benefit design and network products do not negatively increase racial health disparities or disproportionately exclude providers of color or providers with cultural competencies to treat patients who are most impacted by inequities?  
[bookmark: Design2]     
3. Which benefit design strategies above can purchaser offer to its population?  Cite three specific strategies that Administrator thinks are the best fit based on its knowledge of the purchaser.  Please explain.
[bookmark: Design3]     
4. Complete the table below on the three benefit design strategies that Administrator thinks most align with purchaser’s strategy and direction.

	Question to Administrator
	[Strategy 1 Name]
	[Strategy 2 Name]
	[Strategy 3 Name]

	How many purchasers have implemented this benefit strategy?
	[bookmark: Design4a1]     
	[bookmark: Design4a2]     
	[bookmark: Design4a3]     

	How many plan participants are covered under this strategy?
	[bookmark: Design4b1]     
	[bookmark: Design4b2]     
	[bookmark: Design4b3]     

	If applicable, how many providers participate in this strategy?
	[bookmark: Design4c1]     
	[bookmark: Design4c2]     
	[bookmark: Design4c3]     

	If applicable, how does Administrator select providers for participation in strategy (cost, quality, both, etc.)?
	[bookmark: Design4d1]     
	[bookmark: Design4d2]     
	[bookmark: Design4d3]     

	If applicable, what percent change is there from the prior year in plan participants selecting these providers for services?
	[bookmark: Design4e1]     
	[bookmark: Design4e2]     
	[bookmark: Design4e3]     

	If applicable, in which key purchaser geographies is strategy available?
	[bookmark: Design4f1]     
	[bookmark: Design4f2]     
	[bookmark: Design4f3]     

	Has an external third-party or internal party evaluated the strategy?  Provide results.
	[bookmark: Design4g1]     
	[bookmark: Design4g2]     
	[bookmark: Design4g3]     

	What are Administrator’s plans to evolve the strategy?
	[bookmark: Design4h1]     
	[bookmark: Design4h2]     
	[bookmark: Design4h3]     



5. Provide an overview of each of Administrator’s important network design strategies, including, but not limited to direct- and semi-direct contract administration services, narrow networks, and tiered networks.  Administrator can provide an attachment with additional details.
[bookmark: Design5]     
6. Which network design strategies above can purchaser offer to its population?  Cite two specific strategies that Administrator thinks are the best fit based on its knowledge of the purchaser.  Please explain.
[bookmark: Design6]     
7. Complete the table below on the two network design strategies that Administrator thinks most aligns with purchaser’s strategy and direction.

	Question to Administrator
	[Strategy 1 Name]
	[Strategy 2 Name]

	How many purchasers have implemented this network strategy?
	[bookmark: Design7a1]     
	[bookmark: Design7a2]     

	How many plan participants are covered under this strategy?
	[bookmark: Design7b1]     
	[bookmark: Design7b2]     

	How many providers participate in this strategy?
	[bookmark: Design7c1]     
	[bookmark: Design7c2]     

	How does Administrator select providers for participation in strategy (cost, quality, both, etc.)?
	[bookmark: Design7d1]     
	[bookmark: Design7d2]     

	Explain Administrator’s process for removing providers that no longer meet cost and/or quality standards for strategy.
	[bookmark: Design7e1]     
	[bookmark: Design7e2]     

	What percent change is there from the prior year in plan participants selecting these providers for services?
	[bookmark: Design7f1]     
	[bookmark: Design7f2]     

	In which key purchaser geographies is strategy available?
	[bookmark: Design7g1]     
	[bookmark: Design7g2]     

	Has an external third-party or internal party evaluated the strategy?  Provide results.
	[bookmark: Design7h1]     
	[bookmark: Design7h2]     

	What are Administrator’s plans to evolve the strategy?
	[bookmark: Design7i1]     
	[bookmark: Design7i2]     



8. Does Administrator have an existing purchaser arrangement in which it provides administration services for a purchaser-organized direct contract with a provider?  Detail the Administrator’s responsibilities and identify the purchaser and provider, if possible.
[bookmark: Design8]     

[bookmark: _Toc102390021]Improve Population Health and Increase Health Equity

Purchaser is committed to ensuring that care is patient- and family-centered and equitable, and that contracted providers have the cultural competency, resources, training, and incentives to manage population health, improve care outcomes and reduce disparities – particularly among individuals most impacted by inequities.  The concept of patient- and family-centered, equitable care means regardless of one’s circumstances, race, gender, where one lives or other socioeconomic factors, every individual deserves the best possible, personalized, cost-effective care delivered in the right setting at the right time.  Purchaser is seeking an Administrator partner that is concerned about broader community health and takes steps to increase health equity.  To help purchaser understand how Administrator is improving population health and reducing disparities, please provide detailed responses to the following questions.

1. How is Administrator working to improve health equity among people most impacted by inequities?  Cite specific programs Administrator has implemented nationally and in key purchaser geographies.
[bookmark: Equity1]     
2. Please report on the percentage of plan book of business for whom Administrator has the following demographic information:  
	Demographic Category
	Current % Book of Business for which Data are Available
	Administrator Commitment to Reach 80% within 12 Months (Y/N)

	Race
	[bookmark: Equity2a1]     
	[bookmark: Equity2a2]     

	Ethnicity
	[bookmark: Equity2b1]     
	[bookmark: Equity2b2]     

	Income
	[bookmark: Equity2c1]     
	[bookmark: Equity2c2]     

	Disability status 
	[bookmark: Equity2d1]     
	[bookmark: Equity2d2]     

	Sexual orientation 
	[bookmark: Equity2e1]     
	[bookmark: Equity2e2]     

	Gender identity 
	[bookmark: Equity2f1]     
	[bookmark: Equity2f2]     

	Limited English Proficiency (LEP) 
	[bookmark: Equity2g1]     
	[bookmark: Equity2g2]     

	Spoken and written language
	[bookmark: Equity2h1]     
	[bookmark: Equity2h2]     


3. For which demographic categories does Administrator track quality performance?  For which quality metrics does Administrator track outcomes by race, ethnicity, and language?  Please report results for the most recent 12-month time period available.
[bookmark: Equity3]         
4. If Administrator is unable to report on quality outcomes by race, ethnicity, and language, please provide an anticipated timeline for developing this reporting capability.  
[bookmark: Equity4]     
5. If applicable, how does Administrator plan to reduce disparities among racial, ethnic, and linguistic groups, as identified in Administrator’s reported results above?
[bookmark: Equity5]     
6. Does Administrator agree to select, with purchaser, 1-2 quality measures for purchaser to use in assessing Administrator’s performance on reducing disparities among racial, ethnic, and linguistic groups?
[bookmark: Equity6]     
7. Has Administrator earned NCQA’s Health Equity Accreditation (previously Multicultural Healthcare Distinction)?  If not, by when will Administrator obtain it?
[bookmark: Equity7]     
8. Please describe Administrator’s process for screening plan participants for barriers to health care as a result of structural racism and other systemic inequities (also called “social drivers of health”).  In the response, please include the following information:
a. Tool Administrator uses to screen plan participants for social drivers of health. 
b. Whether Administrator includes screening questions regarding barriers to telehealth services, such as broadband affordability, digital literacy, smartphone ownership, and the geographic availability of high-speed internet services.
c. Steps Administrator takes when a plan participant screens positive for social barriers to health.
[bookmark: Equity8]     
9. COVID-19 has exacerbated the behavioral health needs of many patients.  What is Administrator doing to increase access to behavioral health providers in purchaser’s geographic footprint?
[bookmark: Equity9]     
10. Describe any new programs that address behavioral health, cancer, diabetes, maternity, and musculoskeletal conditions and whether they are fully implemented or in pilot status.  Are any of these programs designed to improve health equity and, if so, how?
[bookmark: Equity10]     

[bookmark: _Toc102390022]Improve Maternity Outcomes

The costs associated with maternity care, including pregnancy, labor, delivery, and any potential complications, are a significant factor in the rising cost of health care for purchasers and plan participants.  Cesarean delivery rates, maternal morbidity and mortality, and racial disparities in maternity care are unacceptably high.  Purchaser efforts to require accountability on the part of Administrator and providers can improve maternity outcomes and lower costs.  

1. Please report on the number of births and c-section rate for each of the strategies that the Administrator has in place. Note that these models are not mutually exclusive.  If, for example, a birth occurs at a Center of Excellence maternity hospital that operates under a bundled payment contract, count it in both categories.
	Question to Administrator
	# of Births
	% Cesarean Section (CS) Rate

	All maternity
	     
	     

	Bundled Payment (single payment for a maternity episode of care)
	[bookmark: Maternity1b1]     
	[bookmark: Maternity1b2]     

	Centers of Excellence (High-performance designation specific to maternity care)
	[bookmark: Maternity1c1]     
	[bookmark: Maternity1c2]     

	Pay for Performance (Payment incentives for adherence to guidelines designed to promote superior birth outcomes)
	[bookmark: Maternity1d1]     
	[bookmark: Maternity1d2]     

	Blended Payment (Single rate for vaginal and c-section births)
	[bookmark: Maternity1e1]     
	[bookmark: Maternity1e2]     

	Other (please describe)
	[bookmark: Maternity1f1]     
	[bookmark: Maternity1f2]     



2. 
	Question to Administrator
	Numerator
	Denominator
	% of spend
	% CS Rate

	Please report the percent of total dollars paid for maternity care to hospitals with contracts that include incentives to adhere to clinical guidelines, which, if followed, would reduce unnecessary elective medical intervention (especially c-sections) during labor and delivery.  Examples of such incentives are listed (but not limited to) the list in Question 1.  

	Total dollars paid for maternity care through contracts that include incentives that reduce unnecessary elective medical intervention (especially c-sections) during labor and delivery.
	Total dollars paid to hospitals for maternity care.

	[bookmark: Maternity2a]     
	[bookmark: Maternity2b]     




3. 
	Question to Administrator
	Numerator
	Denominator
	Total

	Please report the nulliparous, term, singleton, vertex (NTSV), i.e., low risk moms, CS rate (%) for the most recent Calendar Year (CY) or 12 months, for your book of business.
	Total number of births by NTSV CS for the most recent CY or 12 months.
	Total number of births for the most recent CY or 12 months.
	[bookmark: Maternity3a]     

	Please report the early elective delivery rate (deliveries before 39 weeks with no medical indication for early delivery) (%) for the most recent CY or 12 months, for your book of business.
	Total number of births by early elective delivery for the most recent CY or 12 months.
	Total number of births for the most recent CY or 12 months.
	[bookmark: Maternity3b]     

	Please report the portion of births delivered by midwife (%) for the most recent CY or 12 months, for your book of business.
	Total number of births delivered by midwife for the most recent CY or 12 months.
	Total number of births for the most recent CY or 12 months.
	[bookmark: Maternity3c]     



4. Please confirm annual reporting capabilities in the following areas:
	Question to Administrator
	Administrator requires that hospitals report on these metrics annually:
	Administrator reports annually to Purchaser on these metrics:

	Cesarean Section (CS) rate
	[bookmark: Maternity4a1]     
	[bookmark: Maternity4a2]     

	Nulliparous, term, singleton, vertex (NTSV) CS rate, i.e., low risk moms
	[bookmark: Maternity4b1]     
	[bookmark: Maternity4b2]     

	Trial of Labor after CS
	[bookmark: Maternity4c1]     
	[bookmark: Maternity4c2]     

	Vaginal birth after CS
	[bookmark: Maternity4d1]     
	[bookmark: Maternity4d2]     

	Early elective delivery rate (deliveries before 39 weeks with no medical indication for early delivery)
	[bookmark: Maternity4e1]     
	[bookmark: Maternity4e2]     

	% of births by midwife
	[bookmark: Maternity4f1]     
	[bookmark: Maternity4f2]     


  
5. What is Administrator doing to reduce the Nulliparous, Term, Singleton, Vertex (NTSV) C-Section rate among new mothers?  Cite specific results Administrator has achieved and future goals.
[bookmark: Maternity5]     
6. Please confirm that you will provide the following information to Plan Participants.  
[bookmark: Maternity6a]      Access to certified nurse midwives in the electronic and printed provider directories and through customer service
[bookmark: Maternity6b]      Access to birth centers in directories and through customer service
[bookmark: Maternity6c]      Access to information on maternal quality or outcomes by facility
7. Please confirm that Administrator has an active process to contract with free-standing birth centers where they are available.
[bookmark: Maternity7]     
8. Note how many free-standing birth centers are available to purchaser in three geographies with highest Plan Participant count:
[bookmark: Maternity8a]      Geography 1
[bookmark: Maternity8b]      Geography 2
[bookmark: Maternity8c]      Geography 3
9. Please confirm whether Administrator requires that hospitals have a medical staff bylaw or other rule that prohibits early elective deliveries. 
[bookmark: Maternity9]     
10. Does Administrator have a maternity center of excellence program or preferred tiering for maternity care in place? 
[bookmark: Maternity10]     
11. If the answer to Question 10 is Yes, please note the maximum CS and NTSV rate to be a preferred provider.
[bookmark: Maternity11a]      CS
[bookmark: Maternity11b]      NTSV
[bookmark: Maternity11c]      No maximum rate
12. Are preferred maternity facilities restricted to those which have rules that prohibit early elective deliveries?
[bookmark: Maternity12]     
13. Are preferred maternity providers required to report maternity results to The Leapfrog Group?
[bookmark: Maternity13]     
14. Are preferred maternity providers required to have in place programs to prevent avoidable maternity morbidity or mortality from pregnancy and delivery?  (Note, many hospitals use California Maternal Quality Care Collaborative (CMQCC) or the Alliance for Innovation on Maternal Health (AIM) guidelines.)
[bookmark: Maternity14a]      Obstetrical hemorrhage
[bookmark: Maternity14b]      Preeclampsia
[bookmark: Maternity14c]      Preventing blood clots
[bookmark: Maternity14d]      Addressing cardiovascular disease
15. Does Administrator require that preferred providers report to Administrator what they are doing to assess and reduce racial and ethnic disparities in pregnancy outcomes?
[bookmark: Maternity15]      
16. For years, rates of maternal morbidity and mortality among Black women have been much higher than for women of other races.  What is Administrator doing to reduce racial disparities in maternal outcomes?  Cite specific results Administrator has achieved.
[bookmark: Maternity16]     
17. Please describe how Administrator addresses provider contracts when the provider does not adhere to clinical guidelines for early elective deliveries or low-risk primary cesarean section in first birth deliveries (e.g., terminate contract, work with providers to improve performance, etc.). 
[bookmark: Maternity17]     
18. Not including educational strategies, please share upcoming or planned initiatives to reform maternity care payment and delivery.  Examples may include, but are not limited to: bundled payment, blended payment for cesarean delivery and vaginal births, financial incentives or penalties to reduce elective cesarean deliveries and/or inductions, contracts establishing required changes in facility policy regarding elective births prior to 39 weeks, certifying and establishing payment processes for alternative maternity care providers, such as certified nurse midwives, laborists, doulas, and free standing non-hospital birth centers. 
[bookmark: Maternity18]     

CPR, in partnership with 32BJ Health Fund and with funding from New York State Health Foundation, developed a question set and several other resources to help purchasers build a high-value maternity network which can be found in a separate toolkit.    

[bookmark: _Toc102390023]Comprehensively Report and Collaborate

Purchaser is looking for an Administrator partner in every sense.  This means providing comprehensive reporting that shows the good and bad, and working with purchaser to solve challenges.  It means collaborating with purchaser’s other vendor partners and participating in initiatives strategically important to purchaser that may lie outside of the Administrator-purchaser relationship.  To help purchaser understand how willing Administrator is to collaborate, please provide detailed responses to the following questions.

1. Catalyst for Payment Reform (CPR) is a nonprofit organization that measures the implementation of payment reform and whether these reforms are producing higher-value care and health outcomes.  Purchaser has a vested interest in Administrator’s transparency regarding which payment methods Administrator utilizes and which succeed at producing higher-value care.  Does Administrator agree to provide data so CPR can continue generating its Scorecards on Payment Reform?
[bookmark: Collaborate1]     
2. Purchaser wants to understand the relationship between the prices providers charge and the quality of care.  Will Administrator participate in external price and quality transparency initiatives including, but not limited to, contributing data to RAND’s Hospital Price Transparency Study and all-payer claims databases?
[bookmark: Collaborate2]     
3. CPR hosts health plan user groups, during which CPR staff and affiliated purchasers track plans’ progress in transparency, payment and delivery reform, and condition-specific areas.  Plans also can present to purchasers (current customers and prospects) on topics of their choice.  Does Administrator agree to participate in CPR’s health plan user group and/or a potential user group hosted by another coalition in which purchaser participates?
[bookmark: Collaborate3]     
4. In order to determine which of Administrators’ strategies and programs improve value, there must be independent formal evaluations and public reporting of results.  Does Administrator commit to hiring an independent evaluator to review Administrator’s program(s) and releasing the results publicly?  If so, which programs will Administrator evaluate and with what frequency?
[bookmark: Collaborate4]     
5. In recent years, plans have tended to cherry pick the positive results of their programs when reporting to purchasers.  Because purchasers want to have meaningful and comprehensive information about program results, CPR has developed standard reporting templates that guide plans to report on measures of cost, quality, and utilization. These templates include the Standard Plan ACO Report for Customers (SPARC) and Reform Evaluation Frameworks (REFs) for bundled payment, centers of excellence, high-performance networks, and reference-based pricing.  Does Administrator commit to reporting program results using these templates?
[bookmark: Collaborate5]     



[bookmark: _Toc102390024]Supporting Materials – Assessing Administrator’s Strategies:

[bookmark: _Toc102390025]Data Ownership, Access, and Use
CPR convened a multi-stakeholder group to learn about the barriers TPAs and other vendors erect around self-insured purchasers’ ownership of its claims and clinical data, and access to and use of it. The resulting toolkit, Purchaser Tools for Breaking Barriers to Data Ownership, Access, & Use, provides resources including RFI questionnaires and contract language, which purchasers can use to break data gridlock and exercise their right to data as Health Plan Fiduciaries.

[bookmark: _Toc102390026]Accountable Care Organizations
CPR hosted a small workgroup collaborative, Holding Health Plans Accountable for their Accountable Care Organizations, during which CPR, collaborative participants, and a subject matter expert developed questions that purchasers could use to evaluate a prospective or incumbent health plan’s ACO strategy.  The questions are part of CPR’s Standardized Plan ACO Reporting for Customers (SPARC) Toolkit. 

[bookmark: _Toc102390027]Bundled Payment
[bookmark: _Toc65596460][bookmark: _Toc65829377][bookmark: _Toc65829436]CPR hosted a collaborative, Advancing Bundled Payment, during which CPR, participants, and a subject matter expert developed and piloted questions that purchasers could use to evaluate a health plan or vendor’s bundled payment solution.  The questions are part of CPR’s Advancing Effective Bundled Payment Toolkit.

[bookmark: _Toc102390028]Mental Health
CPR hosted a collaborative, High-Value Mental Health Strategies, during which CPR, participants, and a subject matter expert developed and piloted questions that purchasers could use to evaluate a prospective or incumbent health plan’s or vendor’s mental health performance across access, quality of care, and integration with medical care.  The questions are part of CPR’s Evaluating High-Value Mental Health Care Toolkit.

[bookmark: _Toc102390029]Price & Quality Transparency Tool
CPR developed a toolkit that can help purchasers to evaluate health plan and other vendors’ price & quality transparency tool.  CPR’s Evaluating & Selecting a Price Transparency Tool Toolkit includes questions that a purchaser could use to evaluate a prospective or incumbent health plan’s tool.

[bookmark: _Toc102390030]Total Joint Replacement
CPR developed a toolkit that can help purchasers to design, evaluate, and implement a total joint replacement strategy.  CPR’s Total Joint Replacement Bundled Payment Toolkit includes questions that a purchaser could use to evaluate a prospective or incumbent health plan’s total joint replacement bundled payment program.   

[bookmark: _Toc102390031]Genetic Testing 
CPR hosted a collaborative, Applications of Genetic Analysis, during which CPR, participants, and a subject matter expert developed questions that purchasers could use to evaluate a health plan’s genetic testing strategy and program management.  The questions are part of CPR’s Unraveling Genetic Testing How-To Guide.

[bookmark: _Toc102390032]Serious Illness Care
In partnership with the Center to Advance Palliative Care (CAPC), CPR developed resources that purchasers could use to implement a comprehensive palliative care strategy, including questions that purchasers could use to evaluate a health plan’s palliative care program.  The questions are part of CPR’s Palliative Care Resources for Employers and Other Health Care Purchasers Toolkit. 

[bookmark: _Toc102390033]Data Warehouse & Analytics
CPR formed a workgroup to understand purchaser priorities for data warehouse & analytics solutions.  The workgroup developed and piloted questions that purchasers could use for vendor evaluations.  The questions are part of CPR’s Evaluating High-Value Data Warehouse & Analytics Solutions.  While this question set is directed to data warehouse companies, purchasers could leverage certain content in evaluating a health plan.
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		2022 CPR Tracking Progress on Payment Reform Report

		Recommended reporting period:										Actual reporting period (if different from recommendation):

		Current Year: 7/1/2020 - 6/30/2021																				Current Year:

		Prior Year: 7/1/2019 - 6/30/2020																				Prior Year (as reported in Q1'21)



		Value-Oriented Payment



		Instructions: CPR has been tracking the shift toward value-oriented payment since we launched the health plan user groups in 2012. 

Please provide information on health plan's percent of spend in the payment models listed below, for both commercial and Medicaid books of business. Please note that all percentages reported below should add up to 100 percent. Please round each response to the nearest one-tenth of one percent.

For payment models that include downside (two-sided or shared) risk, please provide health plan's targeted % of spend for 2025, or for any other future year for which the health plan has set a % spend goal.









																																																												% Spend

		1		Provide the total dollars paid to providers through legacy payment methods (e.g., fee-for-service, diagnosis-related groups). 

Numerator: Total dollars paid to providers through legacy payment methods (e.g., fee-for-service, diagnosis-related groups).

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																Medicaid						Current

																																																						Prior



																																																												% Spend

		2		Provide the total dollars paid to providers through shared risk programs with quality components.

Numerator: Total dollars paid to providers through shared risk programs with quality components

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																						2025 Goal*

																																																Medicaid						Current

																																																						Prior

																																																						2025 Goal*



																																																												% Spend

		3		Provide the total dollars paid to providers through shared savings programs with quality components.

Numerator: Total dollars paid to providers through shared savings programs with quality components

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																Medicaid						Current

																																																						Prior



																																																												% Spend

		4		Provide the total dollars paid to providers through fee-for-service (FFS) base payments plus pay-for-performance (P4P) programs.

Numerator: Total dollars paid to providers through fee-for-service (FFS) base payments plus pay-for-performance (P4P) programs.

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																Medicaid						Current

																																																						Prior



																																																												% Spend

		5		Provide the total dollars paid to providers through fully capitated payment with quality components (also known as global payment).

Numerator: Total dollars paid to providers through fully capitated payment with quality components (also known as global payment).

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																						2025 Goal*

																																																Medicaid						Current

																																																						Prior

																																																						2025 Goal*





																																																												% Spend

		6		Provide the total dollars paid to providers through partial or condition-specific capitation programs with quality components.

Numerator: Total dollars paid to providers through partial or condition-specific capitation programs with quality components.

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																						2025 Goal*

																																																Medicaid						Current

																																																						Prior

																																																						2025 Goal*



																																																												% Spend

		7		Provide the total dollars paid to providers through retrospective bundled payment programs (e.g., FFS base with reconciliation) with quality components that are upside only.

Numerator: Total dollars paid to providers through retrospective bundled payment programs (e.g., FFS base with reconciliation) with quality components that are upside only.

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																Medicaid						Current

																																																						Prior



																																																												% Spend

		8		Provide the total dollars paid to providers through retrospective bundled payment programs (e.g., FFS base with reconciliation) with quality components and which include shared (downside) risk.

Numerator: Total dollars paid to providers through retrospective bundled payment programs (e.g., FFS base with reconciliation) with quality components and which include shared (downside) risk.

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																						2025 Goal*

																																																Medicaid						Current

																																																						Prior

																																																						2025 Goal*



																																																												% Spend

		9		Provide the total dollars paid to providers through prospective bundled payment programs with quality components.

Numerator: Total dollars paid to providers through prospective bundled payment programs with quality components.

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																						2025 Goal*

																																																Medicaid						Current

																																																						Prior

																																																						2025 Goal*



																																																												% Spend

		10		Provide the total dollars paid to providers for non-visit functions (e.g., care coordination fee, infrastructure payment).

Numerator: Total dollars paid to providers for non-visit functions (e.g., care coordination fee, infrastructure payment).

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																						2025 Goal*

																																																Medicaid						Current

																																																						Prior

																																																						2025 Goal*



																																																												% Spend

		11		Provide the total dollars paid to providers whose contract contains other types of performance-based incentive programs not captured above. 

Numerator: Total dollars paid to providers whose contract contains other types of performance-based incentive programs not captured above. 

Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																																												Commercial						Current

																																																						Prior

																																																Medicaid						Current

																																																						Prior



																																																												% Spend

				TOTAL DOWNSIDE RISK																																												Commercial						Current						0%

																																																						Prior						0%

																																																						2025 Goal*						0%

																																																Medicaid						Current						0%

																																																						Prior						0%

																																																						2025 Goal*						0%



																																																												% Spend

				TOTAL (SHOULD TOTAL 100%)																																												Commercial						Current						0%

																																																						Prior						0%

																																																Medicaid						Current						0%

																																																						Prior						0%

		*If health plan has set future spending goals for a year other than 2025, please include target for that year instead (noting the target year)
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