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Date: August 2015
Subject: Update on the Tennessee Health Care Innovation Initiative

Stakeholder input from Tennessee providers, payers, patients, and employers has continued to
shape the design of the Tennessee's Health Care Innovation Initiative strategies. The Initiative
has held over 500 meetings with stakeholders to date and continues to regularly seek
stakeholder input. In the episodes of care strategy, the design of each episode is informed by a
Technical Advisory Group composed of expert Tennessee clinicians representing a diversity of
relevant specialties, provider types, and urban and rural practices. Providers have been
receiving reports on the first three episodes for one year, thus it is a good time to review the
episode design with stakeholders from across the state—aspects of each episodes design that
are working and changes that may be appropriate.

On June 18, 2015, the state met with over 100 stakeholders from across Tennessee to discuss
potential changes to the wave 1 episodes of care—perinatal, total joint replacement, and
asthma acute exacerbation episode. The meeting was teleconferenced to five cities in
Tennessee, so that providers across the state could participate. The state, as well as our payer
partners have reviewed this feedback, and plan to incorporate many of these changes into the
design of these episodes of care beginning in 2016. Highlighted below are the
recommendations received by the state during the June 18" meeting, as well as a description of
the state’s next steps in addressing each recommendation.

Perinatal episode of care:

- Appropriately account for the increased cost of delivering multiple gestations: Multiple
gestation patients may have higher costs than single gestation patients, and patients with
three or more gestations represent a different patient pathway compared to other perinatal
episodes. To account for these cost differences, the state will recommend to each payer that
multiple gestations be included as a risk adjustment factor to be assessed during the
development of the perinatal risk adjustment model. Additionally, the perinatal episode
definition will be updated to exclude all pregnancies with three or more gestations. As there
may be differences in risk and care delivered across the different types of multi-fetal
gestations, the state will recommend to each payer that multiple gestation placenta status
be included as a risk adjustment factor to be assessed during the perinatal risk adjustment
model.

- Revise the C-section quality metric rate to reflect the JCAHO/NQF C-section metric: The
current episode quality measures are claims based. The state is working on incorporating
more clinical measures, like the JCAHO/NQF metric suggested, into the episode of care
model, and will consider including this metric in future years after the portal infrastructure
to support provider-submitted clinical data is developed.

- Remove IUDs and contraceptive implants from episode spend: Removing IUDs and
contraceptive implants from included episode spend will eliminate the disincentive
providers currently have to reduce their use within 60 days of discharge from delivery. The
perinatal episode definition will be updated to remove all intrauterine devices and
implantable contraceptives from episode spend.

- Include only related emergency department visits in the pre-trigger window: The perinatal
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episode creates accountability for the total cost of care for patients who are pregnant, but
the episode definition may include ED spend that is not directly related to the pregnancy,
such as care that predates the diagnosis of pregnancy. The perinatal episode definition will
be updated to require a confirming pregnancy-related diagnosis code for all emergency
department visits to ensure that they are related to the episode. This means that ED visits
prior to the start of pregnancy will not be included in the episode spend.

- Only identify the quarterback if they have provided at least 50% of care during the
pregnancy: The delivering physician administers the care that accounts for the largest share
of cost in an episode. Every episode also has a clear mechanism for identifying the physician
who performed the delivery. Often, though not always, the delivering physician is affiliated
with the group or hospital that provided prenatal care to the patient. For these reasons, the
state, together with input from a technical advisory group of obstetricians, identified the
delivering physician as the most appropriate quarterback. Therefore, the provider who
performs the delivery of the baby will remain as the quarterback.

- Update the TdaP vaccination rate to included revenue codes 0636 and 0771, as well as
exclude members who are eligible for Tennessee’s Vaccines for Children (VFC) program:
TdaP vaccination is an important component of perinatal care. If revenue codes 0636 and
0771 are included, then the measure will correctly identify additional patients who receive
the vaccine. After reviewing the VFC program in more detail, providers participating in VFC
can fill claims for the vaccine services provided and those services are currently being
captured in the Tdap vaccination metric. The perinatal episode definition will be updated to
include revenue codes 0636 and 0770, but will not exclude members eligible for Tennessee
Vaccines for Children (VCF) program as those member’s vaccination status can be accurately
captured.

- Exclude emergency department providers as quarterbacks: Although emergency room
physicians are unlikely to have provided longitudinal perinatal care to a patient who is
pregnant, the delivering physician is still responsible for what is typically the largest share of
spend within the perinatal episode. Furthermore, maintaining a consistent approach to
assigning the quarterback will help promote shared accountability within the health system.
Therefore, a provider who performs the delivery of the baby, regardless of specialty, will
remain the quarterback.

- Establish a minimum criterion for length of antenatal care in order to be assigned as a
quarterback: Limiting accountability based on the duration of antenatal care is inconsistent
with the state's objective of promoting shared accountability for patients across the health
system and of improving the health of mothers and babies in Tennessee. Therefore, the
delivering provider will remain as the quarterback regardless of length of antenatal care.

- Develop risk weights for prior pregnancy complications that affect the management of
subsequent pregnancies: A history of pregnancy complications may bring about more costly
care in subsequent pregnancies. The state will include diagnosis codes that account for a
history of complications during pregnancy in the list of recommended risk factors for each
payer to test.

- Exclude MFMs as potential quarterbacks for the episode: MFMs provide care to some of
Tennessee's most vulnerable and high-risk mothers. Although MFM physicians are more
likely to deliver the babies of high-risk patients and are more likely to have patients who
require cesarean delivery, the risk adjustment process accounts for these increased costs
based on differences in patient population. Furthermore, the delivering physician is
responsible for what is typically the largest share of spend within the perinatal episode. The
state also notes that the current episode design promotes appropriate early engagement of
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an MFM in the expectant management of high-risk patients given their ability to improve
outcomes for the mother. Therefore, the state proposes that the provider who performs the
delivery of the baby, regardless of specialty, remains the quarterback. Any future changes
that incorporate more of the newborn costs in the episode could further reflect the value
that the MFM provides in the perinatal episode.

- Include newborn care costs in OB/GYN episodes: Expanding the accountability of OB/GYN
physicians to the cost of newborn care could further the goal of improving value for all
beneficiaries and promoting shared accountability across the health system. A mechanism
for linking neonatal and perinatal episodes could provide valuable accountability of
providers for perinatal care, reduce costs, and improve quality. The state plans to convene a
neonatal episode TAG in the fall of 2016 and will at that time consider whether some of the
neonatal costs can be included in the perinatal episode as well.

- Remove group B strep/HIV metrics, update metric codes, or lower thresholds to account for
patient variation: Multiple factors may influence a provider's performance on perinatal
screening measures, including a history of GBS or a patient declining an HIV exam. Patients
who have an active GBS infection (e.g., as diagnosed by urine culture) or a history of
colonization are not currently included in the numerator of the GBS quality measure.
Therefore, the state proposes updating the metric definition to include specific diagnosis
codes that specify a history of or active group B streptococcus into the list of acceptable
codes to satisfy the quality metric. The state recognizes that some patients may decline an
HIV test, despite its being indicated in the prenatal period. For this reason, the threshold for
the quality measure is set below 100% and is based on the historical experience of
Tennessee providers. The state does not propose any adjustments to the HIV quality
measure threshold. The state does, however, propose expanding the set of codes in the
numerator of the HIV quality metric to incorporate a broader set of potential assays for HIV.

- Concern that the episode’s accounting of transportation cost would discourage utilization of
appropriate post-natal visits for the mother: The state agrees that structural barriers such as
transportation can potentially limit access to care, both in the prenatal and postnatal
periods. The state will remove transportation from the calculation of episode cost.

Asthma Acute Exacerbation episode of care:

- Risk adjust for higher cost pediatric patients or only compare pediatric facilities to each
other: Risk adjustment is the mechanism the episode-based payment program uses to
account for patient variation. All the payers currently use age as a risk adjustment factor for
this episode, and there is not a need for a difference according to the designation of the
facility.

- Update the corticosteroid quality measure to include Decadron from hospital claims in the
list of codes for the quality metric and broaden the window for scripts to 90 days from 30
days to allow for 90 day refills: As Decadron is a relevant drug to be included in the
medication quality metric, the asthma acute exacerbation episode definition will be updated
to include Decadron from hospital claims within the list of acceptable codes for the
medication quality metric.

After further review, the intent of the corticoid steroid quality metric can be better captured
by focusing on the patient population that requires systemic corticosteroids for asthma
acute exacerbations. Therefore, all inhaled corticosteroids will be removed from the
numerator, leaving only oral and injectable systemic corticosteroids within 30 days of the
end of the trigger window as contributing to acceptable performance.

- Remove code 493.00 from the list of trigger codes: Code 493.00 (Extrinsic asthma

Strategic Planning and Innovation Group ¢ 310 Great Circle Road * Nashville, TN 37243
http://www.tn.gov/hcfa/section/strategic-planning-and-innovation-group



http://www.tn.gov/hcfa/section/strategic-planning-and-innovation-group

TN sy
— Fi?lzrtice ;rxdministration M E M O

unspecified) should not normally placed in the primary position. In the few cases where the
code is used in the primary diagnosis field, the treatment pathway is similar it to an asthma
acute exacerbation. Thus, removing the claim entirely would likely remove cases that are
appropriate for the episode. To ensure that the episodes included do indeed clinically
represent an asthma acute exacerbation, the state will change the episode logic so that
episodes with 493.00 are only triggered in the event that a confirming asthma acute
exacerbation-related diagnosis code appears within one year prior to the episode. This
approach is the same as the TAG-recommended trigger logic used for wheezing.

Total Joint Replacement episode of care:

- Shorten the pre-trigger window to 10 days from 45 days: Episode window lengths accurately
reflect the span of relevant care delivered. Accountability in the pre-trigger window for the
total joint replacement episode is limited to office visits, imaging, testing, and laboratory
spend billed by the quarterback. Therefore, the state will maintain the current pre-trigger
window length.

Additionally, during the June 18™ meeting, stakeholders recommended program level changes
for consideration by the state. Based on that feedback, the state plans to implement the
following changes for the 2016 performance period:

Enhancements to episode of care reporting: On several occasions, the state has made changes to
episode of care reports in response to requests from stakeholders. Based on feedback from
stakeholders, the episode of care reports will be further improved with three new features:

- Quality metrics results for each included episode of care
- Total risk adjusted cost for each included episode of care
- Prescription drug summary of quarterback’s most frequently prescribed drugs

Minimum volume threshold: During the June 18" feedback session, it was suggested that
providers with a low volume of episodes should not be held financially accountable under the
episode of care model. The state believes that all providers should be held accountable under
the episode of care model, regardless of the number of episodes they perform. However,
beginning in the 2016 performance period, providers with risk sharing payment of less than
$100 dollars will not be penalized. All providers will continue to receive reports, but only those
providers with a final risk sharing payment in excess of $100 will be required to make a shared
risk payment back to the MCO. Providers with a shared savings reward of any amount will
continue to receive the reward payment.

Aligning readmission logic with future waves of episodes: Currently, all wave one episodes of care
include readmissions based on an exclusionary logic. Going forward, readmissions will be based
on an inclusionary logic meaning that only specifically related admissions are included. This
change aligns closely with a related care logic already included in the pre-trigger window for the
perinatal and total joint replacement episodes, and will be easier for the state to update and
maintain over time.
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