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Healthcare Landscape Changes Have Arrived

•
•
•
•
•
•
•

The Patient Protection and Affordable Care Act
MACRA: Medicare Access and CHIP Reconciliation Act
MLTSS Final Rule Changes
Protecting Access to Medicare Act of 2014
Balanced Budget Act of 2018
Mission Act
*General Theme – We must reign in Medicare &
Medicaid spending because current growth is
unsustainable

Shift Toward Value-Based Purchasing

• The current system is changing from Fee-For-Service to
payment for outcomes.
• Medicare Quality Payment Program
– Merit Incentive Payment System (MIPS) Track
– Alternate Payment Model (APM) Track

• SNF VBP
• MLTSS MLR Requirements
– 85% of expenditures must go towards the provision of direct
services for beneficiaries

Where are there costs in the system

• A system that pays for value will focus on where the
highest cost drivers are.
– Institutional Care (Acute and Post-Acute Care)
• Acute Care Admissions / Readmissions
• Unneccessary ED Utilization
• SNF: Avg. length of stay at a SNF is 20 days
• Medicare pays 100% SNF stay up to 20 days
• VBP Goal is to eliminate or reduce SNF length of
to 12 – 14 days and prevent readmissions
– HCBS is essential to support these goals

Medicare Basics
• Medicare (2015) consists of 4 parts
– Part A
• Inpatient hospital, SNF care, home health, hospice
– Part B
• Doctor services, office visits, screenings, therapies, preventive
services, outpatient services, emergency care, ambulance care,
medical supplies, & durable medical equipment
– Part C
• Medicare Advantage
– Must cover all Part A and Part B benefits
– Part D
• Pharmacy benefits
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Support for Physicians to Expand Utilization of CCM

• Option to outsource services to a third party care
management company with expertise in working with target
populations
60% of the
factors
• Patient contact and care management is expected to be nonimpacting
face-to-face
health
outcomes are
directly
tied
• Add-on
code for reviewing the person-centered plan
to social and
individual
• Services can be provided by “Clinical Staff” as compared to
behaviors.
administrative staff
– Clinical staff can be leased employees, contractors, or employees of a third
party care management company
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Evaluation of Risk-Based Contracting:
Evaluation of Bundled Payment Programs
• Publicly available market research
• CMS Bundled Payment for Care Improvement (BPCI)
Initiative Models 2 – 4: Year 2 Evaluation & Monitoring
Annual Report
• Released August 2016
• Available for download:
– https://innovation.cms.gov/Files/reports/bpci-models2-4yr2evalrpt.pdf
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Key Takeaways from Evaluation Report
• 130 participating hospitals
• 60,000 episodes of care
– Primary episode major joint replacement of the lower
extremity
– Congestive Heart Failure
– COPD
– Pneumonia

• Largest savings occurred in joint replacement episodes
– $864 (3%) reduction in total episode costs
– Few achieved savings for cardiac care models
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Challenges for Identified in the Evaluation
Report
• Success requires a targeted strategy to reduce OR eliminate
Institutional Post-Acute Care
– Almost all savings attributed to reducing institutional PAC

• Care Management is essential to success
• Care management must extend into the community for the
full range of the risk period – up to 90 days
• Managing patient expectations related to PAC use
• Challenges with establishing relationships with PAC
providers
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Got Duals?
PRIORITY POPULATION – DUAL
ELIGIBLE BENEFICIARIES

What are the characteristics of Duals?
• Nationally, there were 11.7 million dual-eligible
beneficiaries
• Duals represent a disproportionately large share of
expenditures of the Medicare & Medicaid programs
• Duals account for 20% of Medicare enrollees yet 34% of
Medicare spending
• Duals account for 15% of Medicaid enrollees and 33% of
Medicaid spending
• Greatest likelihood to be impacted by Social
Determinants of Health
Data Source: CMS Medicare-Medicaid Coordination Office Fact Sheet –
February 2018
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Cost of Duals…
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Which Population has the most chronic
disease?
• Most chronic conditions were more prevalent for dual-eligible
beneficiaries
– 72% of dual-eligible beneficiaries had two or more conditions
– 68% report 3 or more chronic conditions
– Dual eligible beneficiaries were 1.7 times as likely to have 6 or
more chronic conditions
• 1.7 times more likely to have COPD
• 1.6 times more likely to have heart failure
• 1.4 times more likely to have diabetes
• 98% of readmissions, in 2010, were for Medicare beneficiaries
with two or more chronic conditions
–

CMS Chronic Conditions Among Medicare Beneficiaries, Chartbook – 2012 Edition. Available Online:
https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/chronicconditions/downloads/2012chartbook.pdf
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LTSS and Chronic Disease impacting Duals
• LTSS
–
–
–
–
–

24% of duals are institutionalized
76% live in community settings
55% report having at least 1 ADL limitation
33% report having 3 – 6 ADL limitations
18% report having “poor” health status, compared with 6% of
other Medicare beneficiaries

• Chronic conditions
– 41% report having at least one mental health diagnosis
– 34% have a diagnosis of diabetes
– 23% have a diagnosis of heart failure
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Medicare & Medicaid spending for LTSS users

CMS Medicare-Medicaid Coordination Office
Recommendations (February 2018)
• Provide support to providers and health plans to engage in
new models that promote access to care, continuity of
care, and safe care transitions
• Implement delivery system reform to improve
coordination between Medicare and Medicaid to serve the
whole person
• Investing in new ways to support beneficiaries in
accessing care and understanding their Medicare &
Medicaid benefits

Recommendations in the Literature
• CMS - Guide to Preventing Readmissions among
Racially and Ethnically Diverse Medicare Beneficiaries
(2015)
– Direct collaboration between hospitals, community physicians,
and CBOs to address the medical, social, and behavioral factors
impacting health outcomes

• *CMS Interpretive Guidance for Hospitals
– Discharge Planners should directly engage Area Agencies on
Aging, ADRCs, and CILs to determine eligibility and delivery of
expanded HCBS for hospitalized patients

Emerging Models of
Innovation

Medical-Social Model of CommunityIntegrated Health
• Home-Based Primary Care and Palliative Care embedded in
a Area Agency on Aging
• Provision of Medical and Social services as a combined unit
• Targeting persons impacted by social determinants of health,
and multiple medical co-morbidities
• Leveraging the expertise of both organizations to address the
needs of the target population.
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Medical-Social Model of CommunityIntegrated Health – Contract Model
• Health System participating in a VBP
• Identifies populations impacted by social determinants and
multiple chronic conditions
• Health System can provide expanded care management for
this population
• Health System contracts with Community-Based
Organization to provide expanded supports to address the
60% of the factors impacting health outcomes
– (Social + Individual behavior)
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Services that AAAs/CBOs are providing across the
Country
• Direct Provider Services
–
–
–
–
–

Medical Nutrition Therapy (MNT)
Diabetes Self-Management Treatment (DSMT)
Chronic Disease Self-Management Education
Chronic Pain Self-Management
Psychotherapy / Counseling

• Contracted Services as a third-party case management entity
– Transitional Care Management (TCM)
– Chronic Care Management (CCM) - EnhancedWellness
– Collaborative Care Management (CoCM) – PEARLS / Healthy
Ideas

Complex population requires intensive care
management
• Transitional Care Management
– 99495 (Moderate Complexity)
– 99496 (High Complexity

• Chronic Care Management CCM
– 99490 (20 Minutes)

• Complex Chronic Care Management
– 99487 (60 Minutes

• Collaborative Care Management
– 99492 (Initial 70 Minutes)
– 99483 (Subsequent monthly services 60 Minutes)

ACO / Bundled Payment Strategies
• ACO risk stratifies the population
• Identifies high-risk duals that require expanded community
support
• ACO works with a D-SNP / C-SNP and a Insurance broker
to present the options
• ACO contracts with the D-SNP / C-SNP for a value-based
payment model
• Win-Win:
– Beneficiary keeps their ACO doctor
– Beneficiary gets expanded care management (ACO + D-SNP)
– ACO reduces MSSP/Next Gen risk but continues in a VBP
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Contracting Models
ALTERNATIVE PAYMENT MODELS

Hospital Contracting Tasks - Identify Potential
Point(s) of Pain
• Determine how your services align with their potential
needs
• Need to Reduce Institutional PAC
– HCBS
– Duals (Waiver, MLTSS, etc.)
• Experience with high-risk populations
• Ability to provide evidence-based interventions
– Diabetes Self-Management Training
– Fall Prevention
– Depression Risk Interventions (PEARLS)
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Skilled Nursing Facility VBP

• Impact of the Protecting Access to Medicare Act of 2014
– Beginning Oct 1, 2018, 73% of U.S. SNFs will receive a
financial penalty for 30-day readmissions
– SNFs can obtain a bonus for good performance up to 1.6%
bonus or up to a 2% financial penalty
• Only 3% of SNFs received the maximum bonus
– SNF 30-day window after a patient is discharged from a hospital
and admitted to a SNF
– SNF is still on the hook for a readmission penalty even if the
patient is discharged before the 30 days are over

Skilled Nursing Facility coverage (cont.)
• Medicare covers the cost of care for SNF care as
follows
– *Avg length of stay in a SNF is 20 days
– SNF Readmissions likely occur between day 20 - 39
For Days

Medicare Pays for
Covered Services

Beneficiary is
responsible for the
following

1 – 20

Full Cost

Nothing

21 – 100

All but a daily
copayment

Daily copayment
(2014 = $152/day)

Beyond 100

Nothing

Full Cost
28

MLTSS Risks for LTC
• Medicare Part A covers SNF care under certain conditions
– Beneficiary must have Part A
– Must have a qualifying hospital stay prior to transfer to the
SNF
• Qualifying inpatient hospital stay is 3 days before SNF
care is authorized
– Services required for a medical condition that meets one of
the following indications
• A hospital-related medical condition
• A condition that started while you were getting care in
the skilled nursing facility for a hospital-related medical
condition

Veterans that are Enrolled in Medicare

• One of the VA’s Most frequently requested services –
assistance with LTSS
• VD-HCBS and VA funded LTSS are now Choice
Benefits
• VA Mission Act of 2018
– $5.2 Billion in mandatory funding for the Veterans Choice
Program

• VA Home Improvement Alterations Program (HISA)
– $2,000 for non-service connected Veteran
– $6,800 for Veterans with a 50%+ service connected rating

Questions

• Tim McNeill, RN, MPH
– Phone: (202) 344-5465
– Email: tmcneill@me.com

