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2020 HEALTH PLAN REQUEST FOR INFORMATION (RFI) 
ON PAYMENT & DELIVERY REFORM


[bookmark: _GoBack]Legacy health care payment methods do not reward providers for improving quality or lowering the cost of care.  Absent this accountability for outcomes, these payments encourage overuse of unneeded services and under-use of needed services, leading to significant waste.  As long as the U.S. spends significantly more per capita for care without producing superior outcomes, there is a prevailing need to scrutinize the existing incentives and rewards structure in the health care system and identify how it can be altered to produce better value.  This is especially true as the legacy payment structure creates disincentives for the role of primary care, coordination among providers, and adherence to evidence-based care.  

At the same time, employers and other health care purchasers remain under tremendous pressure to provide competitive benefits that offer access to high-quality, affordable health care to their populations, while Administrators remain under pressure to manage costs.  As a result, most purchasers and Administrators seek opportunities to encourage the delivery of high-value care.  
                                                                                                                                                                                                                                                                                                                                                      Purchasers have an opportunity to use the momentum of health care reform and the crisis caused by cost inflation to take a central and active leadership role in catalyzing health care delivery and payment reform.  It is important for purchasers to work together on a strategic menu of options, directing Administrators to focus on their capacity to plan, implement, and evaluate payment strategies that move toward the goals of high-value care.  These strategies may be far ranging, from using financial rewards (e.g., rewarding providers for their efficiency and/or quality performance, such as reducing waste/overuse), to using financial disincentives (e.g., non-payment for certain hospital-acquired conditions).  They may also be best supported by complementary benefit designs and provider network designs.

NOTE: We designed this RFI to serve as an add-on to your general, broader RFI.  If you plan to use this document with prospective partners, you may want to prevent respondents from altering it by going to the “Developer” tab and selecting “Protect Form.”  This will limit the responder to typing only into the grey form boxes. We also recommend you delete this page when issuing the RFI.

If you have any questions, please contact info@catalyze.org.
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[bookmark: TrackPayRef][bookmark: _Tracking_Administrator’s_Progress][bookmark: _Gauging_Administrator’s_Strategies]Gauging Administrator’s Strategies to Combat High Prices

To help purchasers 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?
[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. What are Administrator’s best-performing deflationary strategies?  Cite results.
[bookmark: Prices3]     
4. Deconstruct Administrator’s book-of-business medical and pharmacy cost increase (i.e., how much is the increase driven by higher prices, higher utilization, etc.)?  
[bookmark: Prices4]     Back to contents


Tracking Administrator’s Implementation of Payment and Delivery Reform

Major health care stakeholders in the public- and private-sectors are focusing on new forms of payment designed to improve health care value, including enhancements to fee-for-service, bundled payment, and capitation.  However, the breadth and depth of these payment reforms will significantly impact whether they lead to higher value care.  The purpose of this section of the RFI is to understand the current amount of payment that is designed to cut waste or is tied to performance and what payment methods are in use.  The following questions and corresponding metrics were developed by a broad group of stakeholders, including Administrators, to illustrate quantitatively both the current state of payment and the nation’s progress toward changing how we pay for care.  These questions are the same as those asked of Administrators in CPR’s Scorecard 2.0.  For more information on Scorecard 2.0, click here. 

The Excel file, linked to below, applies to both commercial and Medicaid market segments and their Plan Participants.  If the RFI came from an employer or other health care purchaser, please complete the questions/metrics for plan’s commercial business.  If the RFI came from a Medicaid agency, please complete the question/metrics for plan’s Medicaid business.  For the denominator and all numerators, please report in-network dollars only.  For any clarification of terms, please see the following "Definitions.”

Please complete this section using the following Excel file.  Remember to share the completed Excel file with Purchaser as a separate attachment. 




[bookmark: _Assessing_Administrator’s_Payment]To help purchasers understand how different health care payment and delivery reforms work in the market, please provide detailed responses to the following questions for the relevant lines of business (commercial, Medicaid, etc.).

For each health care payment or delivery program implemented by Administrator that poses downside financial risk to health care providers, please provide the following details:

1. What is the name of the payment or delivery reform program (henceforth known as "the program")? 
[bookmark: Reform1]     
2. Please provide a general description of the program (including its goals) and how it represents an advancement in the industry.
[bookmark: Reform2]     
3. Please provide the date on which the program was launched, and indicate whether it is in pilot mode, expansion mode, or fully implemented. 
[bookmark: Reform3]     
4. Which payment methods most accurately describe(s) the approach to pay contracted providers (e.g., fee-for-service-based shared risk, partial capitation, condition-specific capitation, full capitation, bundled payment, non-payment policies for specific services, other)? 
[bookmark: Reform4]     
5. Please identify the line(s) of business for which this program is available (e.g., commercial self-funded, commercial fully insured, Medicare, Medicaid, other). 
[bookmark: Reform5]     
6. Into which products has the program been integrated (e.g., PPO, POS, EPO, HMO, HDHP, Product Model ACO)? 
[bookmark: Reform6]     
7. Is the program available in all market segments (e.g., commercial, Medicaid, etc.) and relevant geographic locations (city, state) where the Purchaser’s operations are currently ongoing?  If not, why?  Please list the geographic location(s) where the program is offered (city, state). 
[bookmark: Reform7]     
8. Which type of provider is primarily responsible for managing the program (e.g., primary care physicians, physician specialists, hospitals, integrated delivery systems, other)?  If physician specialists, please specify which type (e.g., oncologists, cardiologists). 
[bookmark: Reform8]     
9. Are there specific criteria providers must meet to participate in the program (e.g., cost threshold, quality threshold, an integrated electronic health record, data analysis infrastructure)?  If so, please list the criteria in order of priority. 
[bookmark: Reform9]     
10. Does the program have an attribution model for assigning patients to providers?  If so, what is the per member per month (PMPM) charge associated with participating and what is the methodology used to attribute patients? 
[bookmark: Reform10]     
11. How does the program set targets for and assess quality performance (e.g., achievement of a certain standard of performance, achievement compared to peers, improvement over time relative to own performance, improvement of set percent per year, other)? 
[bookmark: Reform11]     
12. How does the program set cost targets for and assess cost performance (e.g., regional benchmarks, historical claims data, other)?  Is the cost target risk-adjusted, and if so, how?
[bookmark: Reform12]     
13. Please indicate the benefit and/or provider network design strategies that Administrator has in place to incentivize Plan Participants to engage in/use the program (e.g., narrow networks, tiered networks, reference pricing, value-based insurance design, centers of excellence incentives, incentives to select lower cost site of care, preauthorization, precertification, continued stay review). 
[bookmark: Reform13]     
14. Are there criteria purchasers must meet to participate in the program (e.g., plan design requirements, purchaser size, minimum enrollment)?  If so, please describe. 
[bookmark: Reform14]     
15. If applicable, does the program aggregate the savings and/or pool the risk across all participating purchasers?  If so, please describe the methodology. 
[bookmark: Reform15]     
16. Does the program produce purchaser-specific cost, quality and utilization reports on a regular basis?  If so, please attach a sample. 
[bookmark: Reform16]     
17. Will Administrator agree to provide comprehensive reports on the program’s cost, quality and utilization performance to Purchaser on a bi-annual basis?  Please specify if reporting is on a more frequent basis for any of these categories.
[bookmark: Reform17]     
18. Will Administrator agree to report on all of the metrics in the relevant Reform Evaluation Frameworks (REFs) (e.g., the Standard Plan ACO Report or other REFs) provided by Purchaser?  
[bookmark: Reform18]     
19. Has the program been evaluated independently by an external third party or internally?  If so, please provide any results to date (attachments permitted). 
[bookmark: Reform19]     
20. Describe Administrator's future plans for payment and/or delivery reform involving downside risk for providers, such as shared risk, bundled payment, various forms of capitation, including any new models for specific service lines or modalities (such as specialty pharmacy, oncology, etc.) (250 words or less each).  Respondents shall provide: A description of the program, the current and planned availability of the program (including locations, specialties, etc.), and the timeline for program implementation (attachments permitted). 
[bookmark: Reform20]     

Back to contents



[bookmark: _Assessing_Administrator’s_Abilities][bookmark: NetworkBenDesign]Assessing Administrator’s Abilities to Support High-Value Network and Benefit Design

Moving 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 provider network strategies and benefit designs can send a signal to providers that purchasers will not support unwarranted variation in health care prices or quality and can send signals about which services are most valuable.  Please provide detailed responses to the questions below.

1. Which network and benefit design strategies does Administrator offer to encourage Plan Participants to seek high-value care (e.g., narrow networks, tiered networks, reference pricing, value-based insurance design, centers of excellence incentives, incentives to select lower cost sites of care - e.g., telehealth, etc., preauthorization, precertification, continued stay review, other)? 
[bookmark: Design1]     
Please answer Questions 2-7 for each strategy Administrator identifies in Question 1:
2. Briefly describe how many (# and %) Plan Participants and Purchasers are participating. 
[bookmark: Design2]     
3. Describe how Administrator selects providers for participation (e.g., cost threshold, quality threshold, both).  Please list the criteria in order of priority. 
[bookmark: Design3]     
4. What percent change is there from the prior year in Plan Participants selecting these providers for services?  Please report values. 
[bookmark: Design4]     
5. Does the program produce purchaser-specific cost, quality and utilization reports on a regular basis?  If so, please attach a sample. 
[bookmark: Design5]     
6. Will Administrator agree to provide comprehensive reports on the program’s cost, quality and utilization performance to Purchaser on a bi-annual basis?  Please specify if reporting is on a more frequent basis for any of these categories. 
[bookmark: Design6]     
7. Has the program been evaluated independently by an external third party or internally?  If so, please provide any results to date (attachments permitted). 
[bookmark: Design7]     
8. Please describe Administrator's future network and benefit design strategies intended to move patients to higher-value providers and services for 2020-2022, and how they relate to its strategy to reduce unwarranted price and quality variation. 
[bookmark: Design8]     

Back to contents



[bookmark: _Assessing_Administrator’s_Efforts][bookmark: _Assessing_Administrator’s_Efforts_1][bookmark: Transparency]Assessing Administrator’s Efforts to Ensure Price and Quality Transparency

Transparency is a core building block to a higher-value health care system.  Until there is a sufficient knowledge base about the prices and the quality of specific services and providers, there will be limited insight about the effectiveness of payment models designed to produce higher-value health care or other reforms.  Please provide detailed responses to the questions below.  

1. Does Administrator make available to Plan Participants an online tool that helps them compare the price and quality of health care services and providers?  
[bookmark: Transparency1]     
2. What percent of eligible Plan Participants have registered for the tool? 
[bookmark: Transparency2]     
3. What percent of registered Plan Participants have conducted a search at least once? 
[bookmark: Transparency3]     
4. From which product lines are Plan Participants most likely to use the tool (HDHP, HMO, PPO)? 
[bookmark: Transparency4]     	
5. What is the accuracy rate of your price transparency tool in predicting actual patient cost for episodes of care?
[bookmark: Transparency5]     
6. Does the tool display the Plan Participant’s remaining deductible, co-payment/co-insurance, reward/cash incentive, out-of-pocket maximum, or account balances in the Plan Participant’s health care flexible spending account or health savings account based on provider-specific contracts in real time (data refreshed at least every 30 days)? 
[bookmark: Transparency6]     
7. Does the tool show prices that reflect the most recent negotiated fees?  If not, does it base prices on claims history for the most recent 12 months available?  Please explain. 
[bookmark: Transparency7]     
8. CPR has developed a Priority Measure Set of quality measures for purchasers.  By referencing the link below, please list all of the measures identified in the Set that the tool currently displays, if Administrator makes such a tool available.  
[bookmark: Transparency8]     
9. In order to make informed referrals, can all of Administrator’s network providers access accurate information for the price of services offered by other providers in the network?  If not, what circumstances prevent them from accessing this information?  Approximately how many providers are impacted?  How does Administrator intend fix these issues?   
[bookmark: Transparency9]     
10. Describe Administrator's future plans for supporting consumers in their health care decision-making by providing them with price and quality information. 
[bookmark: Transparency10]     
11. How many health systems does the Administrator contract with that limit or prohibit publishing price or quality information?  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"  
[bookmark: Transparency11]     
12. How many hospitals does the Administrator contract with that limit or prohibit publishing price or quality information?  
[bookmark: Transparency12]     
13. What % of facility spend does the Administrator pay to in-network hospitals and health systems that limit or prohibit publishing price or quality information? 
[bookmark: Transparency13]     
14. How many health systems does the Administrator contract with that 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?
[bookmark: Transparency14]     
15. How many hospitals does the Administrator contract with that 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?
[bookmark: Transparency15]     
16. What % of facility spend does the Administrator pay to in-network hospitals and health systems that 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?
[bookmark: Transparency16]     

Purchasers seeking more information on price and quality transparency can read CPR's Action Brief - Price Transparency.  For an RFP to use with transparency tool vendors, purchasers can download the Toolkit for Selecting and Evaluating a Price Transparency Tool.

Back to contents



[bookmark: ACO]Assessing Administrator’s Accountable Care Organization Strategy
	
While the concept of an Accountable Care Organization – defined as a high-performance network of providers that shares financial and medical responsibility for providing coordinated care to a patient population and eliminating waste in the system - has been around for a decade, questions remain about the effectiveness of this delivery model. It is critical to purchaser to learn whether Administrator’s ACO strategy is meeting both cost and quality goals.  Please respond to the questions below and to any supplemental questions Purchaser asks from CPR’s supporting materials.  

1. Describe Administrator's existing ACO strategy and future plans for ACOs, including plans for a transition from shared savings to shared risk payment arrangements. 
[bookmark: ACO1]     
2. Is Administrator willing to report to Purchaser on the performance of its contracted ACOs using CPR’s Standard Plan ACO Report?
[bookmark: ACO2]     

For detailed tools that can help purchasers provide adequate oversight of ACOs operated by contracted Administrators, please see CPR’s Standardized Plan ACO Reporting for Customers (SPARC). In the SPARC toolkit, in addition to the Standard Plan ACO Report, there is a detailed RFI to use to evaluate Administrator’s ACO options in markets of interest.

Back to contents


[bookmark: _Assessing_Administrator’s_Maternity][bookmark: Maternity]
Assessing Administrator’s Maternity Care Strategy 

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.  Cesarean delivery rates, maternal morbidity and mortality, and disparities in maternal outcomes across different populations of women are unacceptably high.  Purchaser efforts to require Administrator and provider accountability can improve maternity outcomes and lower costs.  Please respond to the questions below.

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 COE maternity hospital that operates under a bundled payment contract, count it in both categories.

	#
	Question to Administrator
	# of Births
	% Cesarean Section (CS) Rate

	1a
	All maternity
	[bookmark: Maternity1a1]     
	[bookmark: Maternity1a2]     

	1b
	Bundled Payment (single payment for a maternity episode of care)
	[bookmark: Maternity1b1]     
	[bookmark: Maternity1b2]     

	1c
	Centers of Excellence (High-performance designation specific to maternity care)
	[bookmark: Maternity1c1]     
	[bookmark: Maternity1c2]     

	1d
	Pay for Performance (Payment incentives for adherence to guidelines designed to promote superior birth outcomes)
	[bookmark: Maternity1d1]     
	[bookmark: Maternity1d2]     

	1e
	Blended Payment (Single rate for vaginal and c-section births)
	[bookmark: Maternity1e1]     
	[bookmark: Maternity1e2]     

	1f
	Other (please describe)
	[bookmark: Maternity1f1]     
	[bookmark: Maternity1f2]     



	#
	Question to Administrator
	Numerator
	Denominator
	% of spend
	% CS Rate

	2
	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]     



	#
	Question to Administrator
	Numerator
	Denominator
	Total

	3a
	Please report the NTSV (nulliparous, term, singleton, vertex – i.e. low risk moms) CS rate (%) for Calendar Year (CY) 2019, or the most recent 12 months, for your book of business.
	Total number of births by NTSV CS for CY 2019 or most recent 12 months
	Total number of births for CY 2019 or most recent 12 months.
	[bookmark: Maternity3a]     

	3b
	Please report the early elective delivery rate (deliveries before 39 weeks with no medical indication for early delivery) (%) for Calendar Year (CY) 2019, or the most recent 12 months, for your book of business.
	Total number of births by early elective delivery for CY 2019 or most recent 12 months
	Total number of births for CY 2019 or most recent 12 months.
	[bookmark: Maternity3b]     

	3c
	Please report the portion of births delivered by midwife (%) for Calendar Year (CY) 2019, or the most recent 12 months, for your book of business.
	Total number of births delivered by midwife for CY 2019 or most recent 12 months
	Total number of births for CY 2019 or most recent 12 months.
	[bookmark: Maternity3c]     



4. Please confirm annual reporting capabilities in the following areas: 
	
	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]     

	NTSV CS rate (nulliparous, term, singleton, vertex – 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. Please confirm that you will provide the following information to Plan Participants.  
[bookmark: Maternity5a]      Access to certified nurse midwives in the electronic and printed provider directories
[bookmark: Maternity5b]      Access to birth centers in directories and through customer service
[bookmark: Maternity5c]      Access to information on maternal quality or outcomes by facility
6. Please confirm that you have an active process to contract with free-standing birth centers where they are available.
[bookmark: Maternity6]     
7. Note how many free-standing birth centers are available to purchaser in 3 geographies with highest Plan Participant count:
[bookmark: Maternity7a]      Geography 1
[bookmark: Maternity7b]      Geography 2
[bookmark: Maternity7c]      Geography 3
8. Please confirm whether Administrator requires that hospitals have a medical staff bylaw or other rule that prohibits early elective deliveries. 
[bookmark: Maternity8]     
9. Does Administrator have a maternity center of excellence program or preferred tiering for maternity care in place? 
[bookmark: Maternity9]     
10. If the answer to Question 7 is Yes, please note the maximum CS and NTSV rate to be a preferred provider.
[bookmark: Maternity10a]      CS
[bookmark: Maternity10b]      NTSV
[bookmark: Maternity10c]      No maximum rate
11. Are preferred maternity facilities restricted to those which have rules that prohibit early elective deliveries?
[bookmark: Maternity11]     
12. Are preferred maternity providers required to report maternity results to The Leapfrog Group?
[bookmark: Maternity12]     
13. 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 in Maternal Health (AIM) guidelines.)
[bookmark: Maternity13a]      Obstetrical hemorrhage
[bookmark: Maternity13b]      Preeclampsia
[bookmark: Maternity13c]      Preventing blood clots
[bookmark: Maternity13d]      Addressing cardiovascular disease
14. Does Administrator require that preferred providers report to Administrator what they are doing to assess and reduce racial disparities in pregnancy outcomes in their facility(ies)?
[bookmark: Maternity14a]      
15. 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: Maternity15]     
16. 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: Maternity16]     

Purchasers seeking more information on maternity care payment strategies and costs can read CPR's Action Brief: Maternity Care Payment or The Cost of Having a Baby in the United States.

Back to contents



[bookmark: _Assessing_Administrator’s_Pharmacy][bookmark: Pharmacy]Assessing Administrator’s Pharmacy Strategy 

With the use and price of drugs on the rise, purchasers' costs for supporting those in need of medications are also increasing.  Some generics, traditionally cheaper alternatives to brand name drugs, are now becoming more expensive, along with the high costs of specialty medications.  The current and potential medical benefits of pharmaceuticals are enormous; however, the costs are exorbitant, the pricing mechanisms and distribution channels are complex, and there is variation in how these drugs are handled under the pharmacy benefit versus the medical benefit.  There is no easy solution to the complex issues, but there are strategies Administrators can deploy.  Please respond to the questions below.

1. Please describe how Administrator considers value in its selection of medications for its formulary.  Description should include the extent to which it applies value assessment methodology developed by independent groups or uses independent drug assessment reports on comparative effectiveness and value to design benefits, negotiate prices, and determine formulary placement and tiering on its standard benefit designs. 
[bookmark: Rx1]     
2. Is Administrator's construction of formularies based on total cost of care or on drug cost alone? 
[bookmark: Rx2]     
3. Please describe Administrator's capabilities and experience in managing, monitoring, and adjudicating specialty pharmacy claims that are administered in a physician’s office, hospital, or other professional care setting. 
[bookmark: Rx3]     
4. Please describe the Administrator's approach to working with purchasers who want to implement new payment and benefit designs for generic, brand, and specialty pharmacy.  Please provide specific examples. 
[bookmark: Rx4]     
5. Are 100% of pharmacy rebates passed on to customers?  If not, what percent is passed on? 
[bookmark: Rx5]     
6. Do all contracts with providers who can prescribe medications require that their specialty drug claims contain appropriate coding that identifies the specific drug (by brand) and standardized units (dose and strength) that the provider administered? 
[bookmark: Rx6]     
7. To address quality and costs for non-specialty pharmacy, which payment models does Administrator currently support (e.g., bundled payment, reference pricing, non-payment policies, outcomes-based contracting, other)? 
[bookmark: Rx7]     
8. To address quality and costs for specialty pharmacy, which payment models does Administrator currently support (e.g., bundled payment, reference pricing, non-payment policies, outcomes-based contracting, other)? 
[bookmark: Rx8]     
9. Please include information on any upcoming or planned initiatives to reform pharmacy. 
[bookmark: Rx9]     

Back to contents



[bookmark: _Assessing_Administrator’s_Behavioral][bookmark: BHStrategy]Assessing Administrator’s Mental Health and Substance Use Disorder Strategy

In the last several years, behavioral health care has become front and center for employers and other health care purchasers.  Costs have risen at an unprecedented rate due to a variety of factors, including an increase in mental health care needs and substance use disorders.  Many in need of behavioral health care do not receive services because of poor access to providers and continued stigma.  Purchasers are looking for solutions through payment and delivery reform.  Please respond to the question below and to any supplemental questions Purchaser asks from CPR’s supporting materials.

· Please describe any existing and upcoming behavioral health strategies that will improve Plan Participant access to care (e.g., incentives for providers to improve access), involve measuring and reporting on provider quality, and facilitate medical-behavioral health integration.  
[bookmark: BH1]     

For detailed tools that can help purchasers evaluate Administrator’s mental health and substance use disorder strategies, please see CPR’s Evaluating High-Value Mental Health Care Toolkit and Tackling Substance Use Disorders How-To Guide.

Back to contents



[bookmark: _Assessing_Administrator’s_Payment_1][bookmark: TJRstrategy]Assessing Administrator’s Total Joint Replacement Strategy

Hip and knee replacements are two of the most commonly performed surgeries in the U.S.  As both the demand for and cost of hip and knee replacement surgeries grow, along with the large variation in prices for these services, covering these procedures will continue to present challenges to purchasers, payers, and patients.  Please respond to the question below and to any supplemental questions Purchaser asks from CPR’s supporting materials.

· Is Administrator designing or implementing strategies to encourage Plan Participants to select higher-value providers for joint replacement procedures? If so, please describe. 
[bookmark: TJR1]     

For detailed tools that can help purchasers to design, evaluate, and implement a total joint replacement strategy, please see CPR’s Total Joint Replacement Bundled Payment Toolkit.

Back to contents

[bookmark: GTstrategy]
Assessing Administrator’s Genetic Testing Strategy 

The number of available genetic tests is increasing by the day.  Purchasers are challenged to keep up with understanding which tests provide high-value and which do not.  And, the number of tests conducted and the cost for those tests is increasing faster than other areas of health care.  As a result, it’s important that Administrator develops and maintains the expertise to stay on top of this rapidly expanding area of health care.  Please respond to the question below and to any supplemental questions Purchaser asks from CPR’s supporting materials.   
 
· How does the Administrator stay up to date on the latest evidence for genetic tests?
[bookmark: GT1]     

For detailed tools that can help purchasers stay up to date on this rapidly developing area, please see CPR’s Unraveling Genetic Testing How-To Guide.

Back to contents



[bookmark: CareSerIll]Assessing Administrator’s Serious Illness Care Strategy 

As purchasers focus on providing high-value care to plan participants, they recognize the importance and value of holistic approaches to medical and non-medical services.  For patients living with serious illnesses, access to “serious illness care” (also known as palliative care) and proper support for their caregivers can significantly improve quality of life and reduce health care costs.  Please respond to the question below and to any supplemental questions Purchaser asks from CPR’s supporting materials. 

· Please describe any existing programs offered by Administrator that are designed to improve the cost and quality of care and provide support to Plan Participants with serious illnesses.  
[bookmark: SIC1]     

For detailed tools that can help purchasers implement a serious illness care strategy with Administrator, please see CPR’s Palliative Care Resources for Employers and Other Health Care Purchasers Toolkit.  The toolkit also contains a detailed RFI to use to evaluate Administrator’s programs for serious illness care.
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Progress Report

		2020 CPR Health Plan User Group Progress Report

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

		February 2020: 7/1/2018 - 6/30/2019										February 2020:

		September 2020: 1/1/2019 - 12/31/2019										September 2020:



		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 should add up to 100 percent. Please round each response to the nearest one-tenth of one percent.













																								% 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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% 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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% 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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% 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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% 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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% 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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% Spend

		7		Provide the total dollars paid to providers through retrospective bundled payment programs (e.g., FFS base with reconciliation) with quality components.																Feb-20 Comm

																				Sept-20 Comm

				Numerator: Total dollars paid to providers through retrospective bundled payment programs (e.g., FFS base with reconciliation) with quality components.																Feb-20 Medicaid

				Denominator: Total in-network and out-of-network dollars paid to providers for commercial/Medicaid members.																Sept-20 Medicaid



																								% Spend

		8		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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% Spend

		9		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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% Spend

		10		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.																Feb-20 Comm

																				Sept-20 Comm

																				Feb-20 Medicaid

																				Sept-20 Medicaid



																								% Spend

				TOTAL FOR SECTION																Feb-20 Comm				0

																				Sept-20 Comm				0

																				Feb-20 Medicaid				0

																				Sept-20 Medicaid				0
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