
VT Health Care Innovation Project
Episodes of Care Subgroup Meeting Agenda
Thursday, February 12, 2015 9:00 AM – 11:00 AM. 
 Small Conference Rm, 312 Hurricane Lane, Williston, VT
Call in option: 1-877-273-4202
Conference Room: 2252454
Attendees: Cathy Fulton (VPQHC), Alicia Cooper (DVHA), Jim Westrich (DVHA), Amanda Ciecior (DVHA), Mike DelTrecco (VAHHS), Pat Jones (GMCB), Andrew Garland (MVP Health Care), Beth Tanzman (Blueprint for Health), Susan Aranoff (DAIL), Kelly Lange (BCBSVT), Amy Coonradt (DVHA), Sean Murphy (BCBSVT)

          
	Topic
	Notes
	Next Steps

	Welcome and Introductions

	Alicia Cooper started the meeting at 9:05am.  Those in attendance and on the phone introduced themselves, and for those unable to attend in person, a screen sharing option was available.  Susan Aranoff moved to approve the minutes, Cathy Fulton seconded.  The motion carried with one abstention.
	

	Updates and Follow Up
	Beth Tanzman gave an overview of the Blueprint for Health HSA-level Profile (attachment 2).  The following were key points of from the discussion and questions from workgroup members.
· Reports are produced every 6 months; this is significantly faster than they were being produced at the start of this initiative.  Currently, there are reports being done at both the HSA and practice level and for both adult and pediatric patients.   Reports are also being distributed at an ACO level for internal analysis.
· Beth noted that it is the long term goal of the Blueprint for profiles to be used to enhance collaboration among providers and ACOs and to improve clinical care and quality performance throughout the state.  Results in these reports are normalized and the data does adjust for outliers, so it is easy to compare across HSAs throughout the State.  
· Susan Aranoff asked how inclusion in each HSA is determined.  Beth responded that the HSA is made up of the residents that live there, not those who sought treatment in the HSA.  This method allows for a better understanding of HSA residents and their particular patterns of care.
· Comparing Medicaid to Commercial data is challenging as Medicaid covers more social services than commercial payers do; most analyses included in the profiles exclude these Special Medicaid Services (SMS) to allow for more uniform comparison.
· Mike DelTrecco asked if the ‘cost’ is what is paid to providers.  Beth responded that the cost is what is actually being paid by insurance based on VHCURES claims data.  Additionally, he asked how these reports are being distributed and how they are being used for accountability purposes.  Beth replied that all practices in the Blueprint and the Blueprint leadership team were receiving the reports.  She believes this information is helping to hold people accountable, especially in the primary care networks as well as throughout the HSA.  As these reports go beyond just primary care services, there is potential to expand the audience as providers and ACOs see fit.  
· Cathy asked about the poorly performing Randolph HSA and whether the data can be used to drill down into what is occurring in the HSA to provide such poor results. Beth responded that Randolph is working to improve, and that they are starting to do this by looking more closely at their data.  However, equally important to driving improvement is looking into what high-performing HSAs are doing so well.
· Pat Jones clarified that this analysis is based on beneficiaries attributed to Blueprint practices, or roughly 300,000 Vermonters, so it is not quite representative of the full state population.  
· Currently, available data does not reach down to the patient level, but can tell practices where to start looking for cost savings.  Mike shared VAHHS’ experience with sharing patient-level information with providers, noting that it can be more specifically actionable.
· Beth noted that the practice recipients are receptive to this information and find it to be actionable.  The claims and clinical data sources  and the analytics being done by the contractor tend to be credible  
· Kelly Lange responded that presently, BCBSVT does not validate the data being used to generate the reports, and wondered if BCBSVT or other payers had done so previously.  Beth responded that she was not sure – and would defer to other members of the Blueprint team for this information.  
Alicia updated the sub-group on additional outstanding issues from the last meeting.  She reported that a request has been made to follow up on alignment between this initiative and the all payer waiver.  Finally, the nursing home bundled payment program will be presented at the larger PMWG meeting, and staff is currently working on adding this to the next month’s agenda. 

	

	MVP Episodes Analytics Presentation
	Andrew Garland presented on MVP’s Episodes of Care program.  The following are key points and comments on the presentation
· This data uses unique TINs to identify providers/practices. 
· Key terminology in this presentation: efficiency is in reference to resource use while effectiveness references quality
· The vendor MVP selected has their own episode definitions, although there is some flexibility in how to define episodes.  There are 527 episodes, while the top 15 account for majority of volume in costs.  Episodes are often separated out by severity of illness, giving way to levels 1, 2 and 3 for most episodes.  Severity level 3 is always removed from analysis as there is significant variation occurring around this level of illness.  Other factors contributing to the assigned severity level is if it is an acute or chronic condition as well as the age of the patient.
· The first  set of MVP’s reports was generated using 2012 data, and they are about to produce their 3rd annual installment of reports using data from 2014.  Each episode analysis allows for a three month claims run-out, ensuring all services are included. MVP’s vendor is already using ICD 10 coding.
· Episodes exclude comorbidities, as it adds too much instability to fairly analyze and compare each case.  In the end, about 50% of the available episodes are thrown out.
· Episode assignment is achieved by preponderance of care on the provider side; to be assigned a patient the provider must bill for at least 20% of non-hospital charges.  Often there will be multiple providers attributed to one patient which can be beneficial when trying to understand the care pattern of patients within a particular episode.
· Mike asked about changing current attribution to the ACO attribution model, and if that would be possible with this vendor.  Andrew responded that yes, they could attribute to provider, and then attribute them to their respective ACOs. 
· MVP does not send providers these reports without having representatives there to explain what it all means.  The information needs ‘socializing’ and therefore a group of experts who can effectively explain what the reports mean to providers accompany each release. Currently, MVP is only sending out reports to 10 of the 37 specialty types for which they produce episode analytics.
· There were a few questions within the group about how to cut costs while still being preventive and providing necessary services. Andrew responded that this is where an expert physician can be leveraged to speak to other providers in their field.  The data suggests that efficiency and effectiveness can go hand in hand, and the best way for providers to learn how to drive down utilization and costs is to learn from their peers.
· When disseminating reports, MVP plans annual trips to practices to go over reports, choosing to focus on the highest utilizing practices first.  Andrew reported that they do typically return back to the same practices every year.  In addition, they have been adding roughly 3 specialty practices a year for report sharing and  annual visits.  There are currently 27 specialty types not receiving episode reports.  Information is not shared with these specialty types due to a lack of resources and time; MVP does not want to provide reports without the accompanying effort to explain and socialize the information. Andrew reported that most have found this information very useful.  In regard to concerns around reporting on so many types of episodes, it did not cost more to get analytic work done on all episodes versus just a few; and by running analytics on all episodes MVP could then prioritize and incrementally expand information sharing initiatives over time.
· Susan Aranoff expressed concern around how to assure patients are still satisfied with their care if physicians are actively trying to cut costs.  Andrew said they are still a long way from being able to measure outcomes associated with each episode.  However, there is a patient satisfaction measure for all physicians, and generally, patients are reporting they are satisfied with their providers and their care.
	

	Episode Selection
	Alicia Cooper started the conversation around choosing which episodes to prioritize for Vermont’s planned episode analytics, and pros and cons were discussed around choosing a universe of episodes versus identifying specific episodes for analysis.
· Pat Jones said she was leaning towards a broader approach, and then prioritizing which episodes to share.  She thinks the cost for a larger set of episodes will not change much, and is therefore worth it.
· Cathy Fulton would like to know more about the process to follow after we collect this information, and how we would deliver the reports and what resources we would have to educate report recipients on the information gathered.  She also supported a broader approach, but would like to further discuss how we will then manage the distribution of this information once it is available.
· Alicia commented if the group feels a broader approach might be best, then we can  shift our focus in the near-term to discussion about a dissemination plan instead of episode-specific methodology considerations.  
· Susan commented that there should be as much overlap as possible between any new reports and what is already produced by the ACOs and BP.  Pat Jones mentioned that it is important to keep in mind that BP and ACO measures are focused on primary care.  Additionally, BP reports are focused on the PCMH population, and ACOs on their own populations, and that there may be a unique opportunity for Episodes information to be used population-wide.
· Kelly also identified some potential challenges for future discussion: Presentation of the data presents a challenge with sustainability, particularly when the SIM grant ends. She also whether this initiative might want to require any actions or improvement by providers.  
· Alicia asked the payers if there may be an alternative to using VHCURES to provide claims to a vendor.  Andrew responded that MVP would be able to provide files in a common format; Kelly agreed that it could be done.  While it would take time to generate and share extracts on an ongoing basis, there is no immediate barrier to pursuing such an alternative option  VHCURES proves unsuitable for this type of analysis.
· Pat noted that the ACOs have a lot of specialists in their networks, and are continuing to develop their specialist participation. It will be important to leverage those networks when thinking about how to distribute this information to the appropriate people.
· It was noted that the Northern New England Accountable Care Collaborative (NNEACC) might have something currently available to OneCare around Episodes and we need to make sure we identify what is already being done before potentially duplicating efforts.
· Blueprint has had conversations around bringing in a specialist focus through an Episode lens before, but no current work is occurring on this front. It would seem like a natural next step.
· The question of a small sample size in Vermont arose.  Andrew responded that MVP has meaningful data for roughly 25 specialty types in VT – should not be a concern in going forward. 

	
























Feasibility of using VHCURES for future episode analytics work

	Public Comment and Next Steps 
	· Next meeting will be focused on plans for disseminating analytics as well as long term sustainability beyond the life of the SIM grant.
· [bookmark: _GoBack]Discussion of the group’s VHCURES flag “wish list” will be postponed until  a later meeting. 
	
Next Meeting: March 6th, 9am-11am, EXE 4th Floor Conference Room, Montpelier, VT
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