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Introduction
The State’s multi-payer approach to shifting from fee-for-service (FFS) payments to value-based payment strategies is expected to achieve a long-term, sustainable impact on Idaho’s healthcare system. The approach includes:

Understanding each payer’s need to design and implement alternatives to FFS payment models that they believe fits within their organization’s goals and are most effective for their beneficiaries and providers.
[bookmark: _GoBack]Recognizing that system wide transformation to value-based purchasing will only occur across Idaho payers if the leaders from those organizations are active participants in the transformation process, and when private payers have sufficient market share with providers to incentivize strategic deployment of value-based payment methodologies. 
Acknowledging that payment transformation may not occur quickly in Idaho but, through partnership with payers, new reimbursement models will emerge that have positive impact on the system statewide. Implementation of new reimbursement models that represent at least 80% of the beneficiary population is goal for the state and is underway.

To begin collecting payer data to track Idaho’s progress in shifting to value-based payments, an Idaho alternative payment model framework was developed by the Multi-Payer Workgroup. The model follows the Health Care Payment Learning and Action Network model and reflects the different payment methodologies in the Idaho marketplace.

Baseline for Improvement During the Demonstration
The overarching aim of Idaho’s integrated multi-payer PCMH model is to improve quality outcomes and beneficiary experience, which is expected to lower the cost of healthcare. Transforming from a FFS reimbursement model to payment models that incentivize quality outcomes and improved beneficiary experience is a key goal to achieve this aim. Evidence of the transformation to paying for value over volume will be shown by comparing the enrollment and payment metrics from commercial, Medicare, and Medicaid payers throughout the State.  

Data Requests
To establish a baseline using calendar year 2015 data, payers were asked to provide percentages of beneficiaries and percentages of payments in the following categories:

Category 1: FFS – no link to quality and value. Example is FFS payments.
Category 2: FFS – link to quality and value. Examples include a) foundational payments for infrastructure and operations, b) pay for reporting, c) rewards for performance, and d) rewards and penalties for performance.
Category 3: Value methodologies built on FFS architecture. Examples include a) methodologies with upside gainsharing and b) methodologies with upside gainsharing/downside risk.
Category 4: Population‐based payment. Examples include a) condition-specific population-based payments and b) comprehensive population-based payments.

To assist in compilation, the data request also asked for total dollars paid for Medical services in 2015. 

Mercer’s Client Confidentiality Agreement was signed by commercial payers and Mercer to ensure their data was protected and kept private. It was agreed that the data would be aggregated across payers so no individual payer data is discernable. 

Data Compilation 
Upon receiving data from five of Idaho’s largest payers, including Medicare and Medicaid data, we collected comparison data from public documentation, including KFF.org and statutory filings in the National Association of Insurance Commissioners format. Data was weighted for both enrollment and payment information by payers to combine the data and protect the privacy of commercial respondents. 

Table 1.  Percentage of Beneficiaries Per Category for 2015
	Category
	Medicaid
	Commercial & Medicare Adv.
	Medicare
	Total

	Category 1: FFS – no link to quality and value. Example is FFS payments.
	100%
	21%
	8%
	42%

	Category 2: FFS – link to quality and value. Examples include a) foundational payments for infrastructure and operations, b) pay for reporting, c) rewards for performance, and d) rewards and penalties for performance.
	0%
	73%
	72%
	51%

	Category 3: Methodologies built on FFS architecture. Examples include a) methodologies with upside gainsharing and b) methodologies with upside gainsharing/downside risk.
	0%
	4%
	20%
	6%

	Category 4: Population‐based payment. Examples include a) condition-specific population-based payments and b) comprehensive population-based payments.
	0%
	2%
	0%
	1%









Table 2.  Percentage of Payments (Paid or Accrued) Per Category for 2015
	Category
	Medicaid
	Commercial & Medicare Adv.
	Medicare
	Total

	Category 1: FFS – no link to quality and value. Example is FFS payments.
	100%
	71%
	43%
	76%

	Category 2: FFS – link to quality and value. Examples include a) foundational payments for infrastructure and operations, b) pay for reporting, c) rewards for performance, and d) rewards and penalties for performance.
	0%
	19%
	37%
	15%

	Category 3: Methodologies built on FFS architecture. Examples include a) methodologies with upside gainsharing and b) methodologies with upside gainsharing/downside risk.
	0%
	7%
	20%
	7%

	Category 4: Population‐based payment. Examples include a) condition-specific population-based payments and b) comprehensive population-based payments.
	0%
	4%
	0%
	2%



Analysis
In 2015, commercial and Medicare payers began to assign beneficiaries to value-based payment arrangements with incentives for providers based on quality and value. Gain-sharing, risk-sharing, and population-based payments were just getting introduced in the Medicare and commercial settings. While the beneficiaries were assigned, payments were still primarily FFS. Anecdotal evidence suggests that payers and providers were hesitant to accept quality-based payments with risk due to the lack of beneficiaries assigned to each provider. Some payers required minimum levels of beneficiaries, such as 1000 beneficiaries, before quality or risk‑based payment arrangements replaced FFS.
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