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Introduction of New Co-Chair



New Cost Trends Co-Chair

= OHIC has named Nick Lefeber (Senior Vice President, Total Cost of Care for
Blue Cross Blue Shield of Rhode Island) as a new co-chair of the Cost
Trends Steering Committee, replacing Michele Lederberg who retired from
Blue Cross. Nick joins Dr. Ed McGookin and Cory King as co-chairs.

= Nick has over 15 years of experience in managing value-based contracts
strategy, operations, and analytics in various health care settings.

= Please join us in welcoming him to the Steering Committee.




Approval of April Meeting Minutes



Approval of Meeting Minutes

- Project staff shared minutes from the April 22"9 Steering
Committee in advance of today’s meeting.

= Does the Steering Committee wish to approve the April
meeting minutes?




OHIC Proposals to Contain Health Care
Costs



OHIC Proposals to Contain Health Care Costs

= In response to the large 2026 rate increases approved for commercial health
insurers, Governor McKee has called for OHIC to take additional actions to
contain health care costs. Working ideas include:

= Capping drivers of premium costs, such as administrative charges;

= Strengthening OHIC's statutory authority to contain overall premium costs beyond
what is currently allowed by law, and

= Considering a temporary freeze on new unfunded health insurance mandates,
allowing time to assess the cumulative cost of existing requirements and ensure
future mandates do not unintentionally raise premiums.

= OHIC is exploring potential refinements to its statutory framework to meet
this call, and to keep health care as affordable as possible for residents.



Summary of 2025 Payment and Care
Delivery Advisory Committee Activities



Summary of Activity for the Payment and Care Delivery
Advisory Committee

= OHIC has convened its Payment and Care Delivery Advisory Committee four
times so far in 2025. It has done so to discuss how to strengthen accountable
care in Rl in the context of ACOs recently experiencing financial setbacks.

= Conversations have focused on two priority topics:

1. How to address growing pharmacy spending growth
- Mitigating risk that ACOs cannot control
- Influencing specialist prescribing patterns

2. How to provide ACO primary care practices with care management
support while demonstrating value

= Collaborative work will continue this fall.



OHIC's Quality Improvement Investigation



Background on Measure Alignment

= OHIC maintains a multi-payer Aligned Measure Set for required insurer use
In commercial value-based contracting.
= The Aligned Measure Set was initially created a decade ago to

= reduce provider administrative burden, and

= focus provider quality improvement efforts on the highest priority
measures.

= Each summer, OHIC convenes the OHIC Measure Alignment Work Group to
review and recommend updates to the Aligned Measure Set.

= Today, we will share some troubling findings on quality performance
improvement in Rhode Island and OHIC’s investigation into possible
explanations for the findings.



Longitudinal Quality Data Showed Lack of Improvement

= OHIC presented to the Measure Alignment Work Group state longitudinal
performance data from NCQA's Quality Compass for eight measures that were in
the ACO measure set for the entirety of 2011-2022.

The data demonstrated an overall lack of meaningful
improvement in performance on the selected quality measures.

= Between 2011-2022, of the eight measures*...

= Performance declined for four measures (Colorectal Cancer Screening, Controlling High Blood
Pressure, Follow-Up After Hospitalization for Mental lliness (7-Day), and Glycemic Status <8%);

= Improved for two (Chlamydia Screening and Immunizations for Adolescents (Meningococcal));
= Remained stable for two (Breast Cancer Screening and Immunizations for Adolescents (Tdap)).

* Note that we defined performance change as +/-3% or greater.



Longitudinal Performance on Core Set Measures (1 of 2)
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Longitudinal Performance on Core Set Measures (2 of 2)
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Investigation into Lack of Improvement

= We reviewed measure specification changes for these measures between
2011-2022.

= We determined that changes in performance could not be reasonably
explained by changes in measure specifications.

Given this, we decided to investigate potential hypotheses that
might explain the lack of improvement in quality performance

over time.




Contextualizing Rhode Island’s Trends (1 of 4)

= First, to better contextualize Rhode Island’s data, we examined trends in
Connecticut, Massachusetts, and nationally.

We observed that the lack of improvement in performance
data was not unique to Rhode Island.

= The three neighboring states saw similar quality performance rates between
2011-2023, both in terms of absolute values and trends in rate changes.

= Between 2011-2023, national rates also did not improve. Out of eight rates,
the national average declined for five of them, remained stable for two, and
only improved for one.

See Appendix A for a data table comparing cumulative percent performance changes for Rl, CT, MA, and national between 2011-2023.



Contextualizing Rhode Island’s Trends (2 of 4)

= We also contextualized Rhode Island’s performance data by longitudinally
comparing Rhode Island’s Quality Compass flat average of health plan data
to data from two provider organizations participating in the Measure
Alignment Work Group.

= We compared these data for four measures (the ones for which the

providers could provide data):
1. Breast Cancer Screening
2. Colorectal Cancer Screening
3. Glycemic Status < 8.0%
4. Controlling High Blood Pressure

We noted that these provider organizations consistently had
much better performance than the insurer state rate.



Contextualizing Rhode Island’s Trends (3 of 4)

= We theorize that the discrepancy was due to a combination of two factors:

= Large vs small providers: Larger provider organizations have greater
infrastructure, capacity, and resources to facilitate quality improvement efforts
than smaller provider practices.

= Attributed vs unattributed patients: The discrepancy might also be due to
differences in quality measure performance rates for patients attributed to an
ACO and unattributed insurer members included in the insurer data.
* The discrepancy between attributed and unattributed patients could be due to social
and demographic factors that differ between these populations, and/or that attributed

patients may have lower access barriers and are more motivated to engage in primary
care than unattributed patients.



Contextualizing Rhode Island’s Trends (4 of 4)

Additional data confirm the second part of the theory:
performance rates for patients attributed to ACOs are higher.

= We asked a health plan to provide performance data for these measures for
patients attributed to ACOs, FQHCs, and independent practices.

= We were only able to obtain data from 2022, but this data snapshot lent
credibility to this theory; performance rates for patients attributed to ACOs
were dramatically higher than those for patients at FQHCs and at
iIndependent practices not affiliated with ACOs.



Small Group Brainstorm

= We also engaged in an exploration of other factors that might explain
the lack of improvement in quality performance over time.

= We convened a small subgroup of the Measure Alignment Work Group to
brainstorm about reasons for the lack of improvement.

= During the small group brainstorm, participants speculated about two
possible reasons for a lack of improvement in state quality performance.

1. There has been decreasing engagement in well-care visits & primary care
over time.

2. Rhode Island has “hit the ceiling” on performance for these quality
measures.



Small Group Brainstorm: Decreasing Engagement in Primary Care

1. Have residents been using fewer well-care visits and less primary care?

= This would make sense given a) broad concerns about strained primary care capacity,
and b) the selected measures mostly focus on preventive care, chronic care and
screenings that are directed by or managed by primary care clinicians.

= To investigate this theory, we examined APCD data on the percentage of the state
commercial population with a well-care visit during each of the past ten years.

= The data showed that while the percentage has not improved over time, it has not
declined, either. The trend remained stable even after stratifying by age group. About
40% of the commercial population had not received a well-care visit in a given year.

Thus, the data do not support the theory that declining
engagement in primary care has negatively impacted quality
improvement.



Small Group Brainstorm: Ceiling of Performance Improvement

2. Has Rhode Island “hit a ceiling” for performance improvement?

= There are a few reasons why this could be the case:

= Patient refusal limits achievement (e.g., some people do not perceive the benefit of
preventive screenings, do not want to do the preparation work for screening, e.g.,
colonoscopy, or are fearful of vaccinations);

= Providers’ lack control over patient self-care behavior (e.g., patients do not
implement the necessary lifestyle changes to control HbA1c levels);

= High out-of-pocket costs impede use of directed services (particularly for those with
high-deductible plans), and/or

= Changes in provider priorities or increased administrative demands pull attention
elsewhere (e.g., increasing focus on behavioral health may have shifted primary care
providers' focus away from chlamydia screenings).



Investigating Ceiling of Performance Improvement (1 of 2)

= We looked at the commercial plan-level data more carefully to see whether
the maximum ceiling of performance improvement theory had any credibility.

= Maximum achievable performance: We found that of the selected measures,
three measures had a state-level Quality Compass rate at or above the 90th
percentile of all states, and performance rates for both BCBSRI and UHC were at or
above the 90th percentile of all individual commercial plans in the U.S. in 2023.

= The three measures were: Chlamydia Screening, Colorectal Cancer Screening, and Immunizations
for Adolescents (Combination 2)

Given that Rhode Island performed well for these measures on
a state- and plan-level, this suggests that the “ceiling” theory
may some credibility — for some measures.

See Appendix B for table of plan performance.



Investigating Ceiling of Performance Improvement (2 of 2)

= However, we note that two of those three measures that saw maximum
achievable performance in 2023 were also the two measures that
demonstrated significant performance improvement between 2011-2023 (a
cumulative percentage change of +8 for each measure).

= This postulates a potential conceptual flaw in the ceiling of performance
improvement theory.

= |t is possible that these measures only reached the maximum achievable
performance in recent years after performance improvements since 2011.

= We unfortunately lack the longitudinal plan-level data to determine in what year
these measures met the criteria for maximum achievable performance, and
whether the maximum achievable performance theory still holds.



Reflections

Re-Cap:

CT, MA, and national performance rates, like those of RI, largely did
not improve for the studied measures over time.

ACOs perform better on quality measures than smaller
Independent providers.

About ~40% of Rhode Islanders in the commercial market do not
have a well-care visit in a given year.

RI may have “hit the ceiling” in commercial market performance for
some measures.



Reflections

= Given the ultimate purpose of quality measurement for value-based
contracts is to inform and motivate improvements in performance, the lack of
quality performance improvement on these measures is concerning.

= While this phenomenon is not unique to Rhode Island, it behooves Rhode
Island payers, providers and state agencies to devise methods to overcome
existing barriers to quality improvement that has caused statewide quality
performance to become stagnant.




Discussion:

If quality measure performance is influenced by a) primary care
engagement and b) primary care practice ACO affiliation, what

steps should be taken in these areas to propel improvements in
health care quality in Rhode Island?




Update on AHEAD



Updates to the Federal AHEAD Model

On 9/2, CMMI announced a change to the model name:

Achieving Healthcare Efficiency through Accountable Design

What has stayed the same?

= Multi-payer hospital global budgets

= Primary care alternative payment models
= Statewide total cost of care (TCOC) targets

= Statewide primary care investment targets



Changes to AHEAD Model (1 of 2)
= Model timeline: Rl launch delayed to 2028; end date extended to 2035

= New Medicare payment reforms:
= Primary care capitation track through Primary Care AHEAD, and

= ACO model with two-sided risk focused on capturing otherwise
unattributed Medicare beneficiaries starting in 2028 ("Geo AHEAD").

= State policy changes:
Participating states are required to implement

= At least one policy focused on promoting choice (e.g., improve access
to telehealth, Rx price transparency), and

= One policy promoting competition (e.g., change scope-of-practice
restrictions for PAs and NPs)




Changes to AHEAD Model (2 of 2)

= Population Health Accountability Plans (PHAP): Focus on preventive care
and chronic disease prevention (replacing statewide Health Equity Plans).

= TCOC and primary care investment targets (unclear what these mean):

= New transparency requirements around setting of TCOC and primary
care investment targets;

= TCOC guardrail strengthened.

= Elimination of state-developed Medicare FFS hospital global budget
methodology option: States with existing provider rate setting authority
will no longer have the option to specify and calculate a state-specific
hospital global budget methodology.




Next Steps for Rhode Island

CMMI staff are planning a site visit this fall when they will interact with
potential program participants (hospitals, primary care organizations) and
other local stakeholders.

The State will be working with CMMI to amend the AHEAD State Agreement
in Q1 2026.

= Rl negotiated terms for its participation in AHEAD with the Biden
Administration in late 2024 and signed a State Agreement in early 2025




Public Comment



Next Steps and Wrap-up



Upcoming Meetings

= The Steering Committee’s next meeting will take place in January 2026.




Appendix



Appendix A. Cumulative Change in Performance by Measure
and by State, 2011-2023

Measure Rhode Island  Connecticut Massachusetts National
Breast Cancer Screening +1% +5% +/- 0% +5%
Chlamydia Screening +8% -3% -1% -6%
Colorectal Cancer Screening +/-0%1 +2% -5% -8%
Controlling High Blood Pressure -4% -1% -2% -10%

Follow-Up after Hospitalization

for Mental lliness (7-Day) -19% -12% ~22% -27%
HbA1c Control (<8%) -8% +/- 0% -5% -6%
Immunizations for Adolescents +8% +289% +17% +/- 0%
(Meningococcal)

Immunizations for Adolescents 1% +39% +6% -39

(Tdap)

1. Note that on slide XX (“Longitudinal Quality Performance Showed Lack of Improvement”), we indicated that performance worsened on this measure when comparing 2011
to 2022 data, but the 2023 rate for this measure bounced back to its 2011 level, resulting in a cumulative change of 0 percent between 2011-2023.




Appendix B. Performance Rates and Plan Percentiles by
Measure, 2023

State Performance Rate BCBSRI UHC Percentile

BCBSRI Rate .
Percentile

(flat average of
plan performance)

Breast Cancer Screening 77.0% 84.2% Q7 79.7% 86t
Chlamydia Screening 61.7% 65.6% 92nd 66.5% 93
Colorectal Cancer Screening 67.9% 75 1% Q8 70.2% 90
Controlling High

Blood Pressure 66.6% 73.1% 82 73.4% 84
Follow-Up

After Hospitalization for 56.4% 55 0% 7 4 56.6% 80
Mental lliness (7-Day)

Glycemic Status <8% (formerly | .
HbA1c Control) 58.9% 68.0% /3 67.6% 70
Immunizations for Adolescents

(Combination 2) 45.5% 55.5% 98t 56.1% 98t
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