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Presenter
Presentation Notes
Hello, I’m Rob Pinataro, CEO of Payspan, an electronic payment and reimbursement company serving the healthcare industry that has recently gotten involved with helping payers solve problems beyond payments like how to leverage secure networks to exchange quality information.
 
Today, I’m going to use my experience leading the development of payment solutions for both providers and payers to talk about the obstacles that make it difficult for many providers to partner with health plans to achieve quality care outcomes and present approaches that can improve your success.
 
First let me tell you a little about myself (brief comments)…




About Payspan

We’re simplifying the healthcare payment and quality process.

LEADERSHIP NETWORK QUALITY PAYMENT

More than 600 health 
plans, 1.3 million

provider payees and 
more than 100 million 

consumers.

Our network improves 
value-based 

reimbursement, 
patient experience, 
and cost reduction.

Alternative payment 

and reimbursement 

solutions that integrate 

clinical information.

Leading provider of 

electronic healthcare 

reimbursement and 

payment automation 

solutions.
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Presenter
Presentation Notes
Part of what makes me qualified to talk to you today is my four years of leadership experience at Payspan – a company that is the nation’s leading provider of healthcare reimbursement and payment automation services. 
 
With the largest electronic payment network in the healthcare industry, we connect more than 600 health plans with 1.3 million provider payees and more than 100 million consumers. We leverage the network to drive value-based care reimbursement, improve the patient experience and reduce healthcare costs for payers and providers.
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Payspan EFT Platform – Timely solution to HHSC 85% 
EFT Compliance Standard

• 95%+ electronic payment adoption rate

• $90B+ in payments annually

• 29,000+ registered Texas TINs

• 500,000 monthly electronic provider 
payments

• Referenceable Texas MCOs

EFT Platform - Leveraged to facilitate VBR communications



• Market Trends Impacting Payer Business 

Opportunities

• MA Star Ratings Meeting Primary Goals

• Is the VBR Status Quo Enough?

• Fixing Root Cause

Agenda
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Market Trends Impacting Payer 
Business Opportunities
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Exciting Time for Healthcare Industry

McKinsey Analysis of Profit Pool Shifts

McKinsey, “The future of healthcare: Finding the opportunities that lie beneath the uncertainty,” January 2018 

Presenter
Presentation Notes
Despite the challenges plaguing the healthcare industry, it is an exciting time to be involved in the industry. Between 2012 and 2016, healthcare industry EBITDA grew at a faster rate than the combined EBITDA of the top 1,000 U. S. Companies. 
 
Greater efficiencies within the healthcare industry are estimated to be worth $500 billion within the $3 trillion healthcare economy. Payers that come up with solutions to the problems will be able to grow and be successful within an uncertain healthcare environment.
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Changes from 2012-2016
EBITDA Growth Across U.S. Healthcare Industry

McKinsey, “The future of healthcare: Finding the opportunities that lie beneath the uncertainty,” January 2018 (page3)
B2B, business to business (e.g., human resources outsourcing, group purchasing organizations); EBITDA, earnings before interest, taxes, depreciation, and amortization; FB/S, fixed benefits and supplemental (e.g., long-term care 
insurance, accidental death and dismemberment insurance, critical illness insurance); PBM, pharmacy benefit manager. 1 Includes the individual market. 2 PBM 2012-16 EBITDA growth rate reflects uncharacteristically low margin 
performance in 2012 among key stakeholders in this segment. Sources: The data underlying this analysis came from a wide range of sources, including regulatory filings (e.g., SEC reports, NAIC filings), US Bureau of Labor Statistics, 
external surveys (e.g., American Hospital Association, Kaiser Family Foundation, US National Health Expenditures), publicly available information from CMS (e.g., Medicare cost reports), and external industry financial reports.

The width of each column reflects the percentage of the 
healthcare industry’s total 2016 EBITDA ($516B) accounted for 
by each sector. (Payers had 9%; delivery systems, 54%; service 
vendors, 4%; and manufacturers and distributors, 33%.) The 
height of each rectangle reflects the percentage of a given 
sector’s EBITDA earned by each of the the various stakeholders 
that year. 

Presenter
Presentation Notes
This graphic shows the level of growth across the different sectors within the healthcare industry. It is color coded to show the percentage of growth from 2012-16. You can see that the government lines of business is one of four segments across the healthcare industry to grow above 10% showing that they are playing an increasingly greater role in payer business opportunities, while the commercial business did not grow at all during those four years. In 2016, the commercial profit pool was less than half the size of government lines of business.




• Changes in provider market structure
• More employers dropping out of group insurance 

plans and self-insuring
• Increase in provider market share
• 79 health systems working directly with employers1

• 125 million Americans live where leading providers 
have 35% market share2

• Digital models of consumer engagement 
driving provider direct-to-employer 
contracts3
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Disruption Occurring to Commercial Lines of Business
Profit Pool Shifts Impacting Opportunities

1-3McKinsey, “The future of healthcare: Finding the opportunities that lie beneath the uncertainty,” 2018

Presenter
Presentation Notes
The lack of growth in the commercial segment is because more employers are self-insured and contracted directly with healthcare systems during that period. Larger healthcare systems began disrupting the profit pools by setting up direct-to-employer contracts. 
 
Particularly in metro areas where leading providers have a 35% market share.  A total of 79 healthcare systems are already working with employers. These healthcare systems have succeeded by using digital tools to drive consumer engagement. As you all know, digitalization is a weak spot for health plans, while consumer engagement has become a serious pain point.




Between 2012 and 2016:

Commercial
• 16% drop in enrollment in fully insured group 

plans1

Medicare 
• 59 million members total2

• 71% MA plan enrollment increase3

• 21 million MA members currently4

Medicaid 
• 72 million enrolled in Medicaid & CHIP5

• 80% MCO enrollment increase6

• 65 million MCO members currently7

Medicare Health Status8

• 30% 5+ chronic conditions
• 34% cognitive mental impairment
• 27% fair or poor health

Medicaid Health Status

• Largest healthcare payer9

• Up to 62% have 1 or more chronic conditions10

• High prevalence of heart diseases. 
hypertension, hyperlipidemia, heart disease 
and diabetes11
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Government Lines of Business Increasing
Profit Pool Shifts Impacting Opportunities

1,3-4,6McKinsey, “The future of healthcare: Finding the opportunities that lie beneath the uncertainty,” January 2018; 2,8Kaiser Family Foundation, 
Overview of Medicaid, 2017; 5November 2018 Medicaid & CHIP Enrollment Data Highlights; 7-Kaiser Family Foundation, Total Medicaid Managed 
Care Enrollment, 2016; 9Medicaid and CHIP Payment and Access Commission; 10-11AJMC, “Identifying the Most Prevalent and Costly Chronic 
Conditions in Medicaid”, 2017

Presenter
Presentation Notes
What this means is a significant portion of payer revenue is now coming from government lines of business, as you can see from enrollment statistics. Payers are increasingly responsible for the sickest population with a dwindling population of younger, healthier people to balance the risk.
 
Baby boomers are aging rapidly into Medicare and MA.  It is estimated that 3 million people are eligible to retire every year until 2030. By that time, there will be a 73% increase in the 65 and over population. To mention just a few statistics, one third of the Medicare population has five or more chronic conditions, 34% have a cognitive impairment while 27% report their health conditions as fair or poor.
 
As a result of expansion from the Affordable Care Act, Medicaid is now equal with Medicare as a contributor to government lines of business for payers.*  72 million Americans, or 20% of the population, are enrolled in Medicaid. This includes 66 million in Medicaid and 6 million in CHIP.**
 
Medicaid has become the single largest purchaser of healthcare services, paying providers $10 billion annually. Two-thirds of the spend is on people with special needs. Medicaid’s biggest challenge is controlling spending for these needs, and this is where payers have the opportunity to innovate and come up with solutions.** 

*McKinsey, “The future of healthcare: Finding the opportunities that lie beneath the uncertainty,” January 2018 (pages 1-2); **Medicaid.gov


https://www.kff.org/medicare/issue-brief/an-overview-of-medicare/?gclid=CjwKCAiA-KzSBRAnEiwAkmQ159M0xMpbgVx_XOJPxEBfs_CB9KX6o1qo-Y9HZddKn7qh9itgPsn71xoC520QAvD_BwE
https://www.medicaid.gov/medicaid/program-information/medicaid-and-chip-enrollment-data/report-highlights/index.html
https://www.kff.org/medicaid/state-indicator/total-medicaid-mc-enrollment/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.macpac.gov/subtopic/medicaid-enrollment-changes-following-the-aca/
https://www.ajmc.com/newsroom/identifying-the-most-prevalent-and-costly-chronic-conditions-in-medicaid


10

Projected Changes by 2020
EBITDA Growth Across U.S. Healthcare Industry

McKinsey, “The future of healthcare: Finding the opportunities that lie beneath the uncertainty,” January 2018 (page3)
B2B, business to business; EBITDA, earnings before interest, taxes, depreciation, and amortization; FB/S, Fixed benefits and supplemental; PBM, pharmacy benefit manager. 1 Includes the 
individual market. Sources: The data underlying this analysis came from a wide range of sources, including regulatory filings (e.g., SEC reports, NAIC filings), US Bureau of Labor Statistics, 
external surveys (e.g., American Hospital Association, Kaiser Family Foundation, US National Health Expenditures), publicly available information from CMS (e.g., Medicare cost reports), 
MedPAC reports, McKinsey Center for US Health System Reform, and external industry financial reports.

The width of each column reflects the percentage of the 
healthcare industry’s projected total 2020 EBITDA ($620B-
$670B) accounted for by each sector. (We estimate that payers 
could have 10%; delivery systems, 50%; service vendors, 5%; and 
manufacturers and distributors, 35%.) The height of each 
rectangle reflects the percentage of a given sector’s EBITDA 
likely to be earned by each of the various stakeholders in 2020. 

Presenter
Presentation Notes
So what happened is the profit pool shifts from 2012-2016 increased the significance of the government lines of business for health plans while also drawing attention to the need for innovative solutions to win back the commercial business. As a result, McKinsey projected that commercial will grow even more by 2020 than the government. Right now, we are right in the middle of that period of growth where there are revenue opportunities in both lines of business.



MA Star Ratings Meeting 
Primary Goals
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Medicaid
• Alternative payment models that reward providers for higher quality care at 

a lower cost is improving care and reducing costs by 5-10%1

McKinsey Analysis of MA Star Ratings

Star Ratings meeting 2 primary goals2:

1. Giving financial incentives to improve scores across 22 quality measures 
increased scores by 16.7% since 2009

2. Increasing percentage of members enrolled in plans with 4 or 5 stars
• Medicare grew 17%

• MA enrollment grew from 9.7 million members in 2008 to 18.5 million in 2017

• Percentage of enrollees in MA-PD plans with 4 or more start grew from 24% in 
2011 to 73% in 2017

PwC Overview of Trends in 2018

• 68% of members enrolled in plans with 4-5 stars in 20183

12

Value-based Care Improving Quality of Care

1McKinsey, “The Medicaid agency of the future: What capabilities and leadership will it need?”, 2017; 2McKinsey, “Assessing the 

Medicare Advantage Star Ratings,” July 2018; 3PwC Health Research Institute, “Top health industry issues of 2018,” 2017

Presenter
Presentation Notes
Value-based care is built on the premise of improved outcomes at reduced costs. We know that alternative payment models have been in play for a while as a solution, and multiple studies, including McKinsey, have shown positive results. New payment models have been shown to improve care and reduce costs by up to 10% for Medicaid, and a recent assessment of the Medicare Star Ratings program showed that providing quality bonuses to improve scores in 22 consistent measures has been working. The program is meeting its original goals of improving scores and increasing the number of enrollees in plans with higher scores.
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Enrollment in 4.0+ MA-PD Plans Increased Over Time
Assessment of Star Ratings

McKinsey, “Assessing the Medicare Advantage Star Ratings,” July 2018

Presenter
Presentation Notes
In the McKinsey analysis, enrollment in MA-PD plans with scores of 4 or greater increased from 2011 to 2018 as shown by the lighter blue bars that grow increasingly longer, while the number of members in MA-PD plans with scores lower than 4.0 decreased.
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Impact of Financial Incentives on Plan Performance
Assessment of Star Ratings

McKinsey, “Assessing the Medicare Advantage Star Ratings,” July 2018

ACA, Affordable Care Act; CAGR, compound 
annual growth rate; MA, Medicare Advantage; 
QBP, Quality Bonus Payment Demonstration. 1 
For Star Ratings years 2009–11, data was 
collected January 2007–July 2010 (i.e., all data 
was collected before announcement of the QBP 
demonstration); QBP payment for 2011 was 
based on the demonstration. 2 For Star Ratings 
years 2012–13, data was collected January 2010–
June 2012 (i.e., some data was collected after the 
QBP demonstration had been announced); QBP 
payments were based on the demonstration. 3 
For Star Ratings years 2014–18, data was 
collected January 2012–June 2017; QBP 
payments were based on ACA methodology. 
NOTE: Analysis was based on Star Ratings 
measures available in all years (2009–18); 
excludes breast cancer screening, controlling 
blood pressure, and appealing auto-forward 
metrics; enrollment based on April enrollment 
per contract for the year the Star Ratings fall data 
is released; numbers are rounded for clarity. 
Sources: McKinsey analysis of CMS Medicare Star 
Ratings data (2009–18) and contract enrollment 
data (2008–17) 9.Click to add text

Presenter
Presentation Notes
The analysis also showed that after implementing the Quality Bonus Payment demonstration, performance across the 22 consistent measures improved as well. The compound annual growth rate of the scores increased by 16.7% from 2009 to 2018.



VBR is working...
So, what's the problem?
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VBR is complicated, opaque, inefficient... a struggle

Presenter
Presentation Notes
So we know that paying financial incentives to improve the quality of care works, but why are we having trouble establishing value-based care reimbursement with our providers? In our experience, we have clients that report care gap closure rates that are 3-5%, yet they believe they are doing everything they can to engage providers.

Let's examine the process. You send your providers a thick, complex contract that provides everything they ever wanted to know about quality measures but were afraid to ask. They sign it, and then it goes in a drawer because they don’t have time to understand and apply it on a daily basis. Nothing changes in the way they deliver care. They don't hear from you again until they receive their incentive payments. There's no explanation for the payments. Their staffs don't have time to sift through their patient files to reconcile each incentive with a specific patient. You can see why the incentives wouldn't have much meaning.

Or use whatever method feels right at the time to illustrate this simple story. 




Value contracts with physicians are too complex 
and cumbersome to manage1
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Provider Obstacles to Value-based Care

1-2Quest Diagnostics/Inovalon, “Finding a Path to Value-Based Care,” June 2016; 3The Physicians Foundation, “2016 
Survey of America’s Physicians,” 2016;

Physicians do not know the quality measures for 
individual patients2

80% of physicians not aware incentives are 
available to them3

Presenter
Presentation Notes
Complex Contracts Talking Points
A survey of physicians and healthcare executives revealed that the complexity of quality measures makes it difficult for physicians to achieve them.
Value-based care reimbursement requires the processing of cumbersome and hard-to-understand quality contracts and metrics exchanges that do not clearly deliver insights into incentive progress. 
Value-based Contracts are complicated and differ by payer, so imagine having to keep up with 100 of these contracts and have to log on to each payer's site to register and follow-up.

Quality Measures Talking Points
This challenge is even more difficult for the Centers for Medicaid and Medicare Services (CMS) and their health plans, which must communicate with their providers about Star Ratings. 
Seventy-nine percent of survey respondents agreed that physicians do not know the quality measures that pertain to individual patients.

Talking Points for Incentives 
Another survey of physicians3 revealed that only one out of five physicians are familiar with the Medicare Access & CHIP Reauthorization Act of 2015, which created the Quality Payment Program, suggesting that 80% of physicians are not even aware that there are incentives available to them. Physicians may be missing out on the opportunity to earn additional revenue through incentives as well as improve patient outcomes.

We make it virtually impossible for a provider to prospectively know all the incentives they could earn by patient, by doctor, by care gap
We tell caregivers what to do via PMS/HIE, but not what they’ll earn for doing it
We pay caregivers 4 to 7 months after they provide care with little or no explanation of:
Why they received the incentive
What incentive opportunities they missed
How to earn more
We don’t provide real time methods for providers to submit supporting documentation
The Payer’s quarterly incentive process is manual labor intensive, error prone, and typically done via paper and postage

Conclusion: We sign complicated VBR contracts then never proactively communicate or collaborate to maximize results, merely sending quarterly incentive checks after the fact


https://quanumsuite.questdiagnostics.com/june2016study
http://www.physiciansfoundation.org/uploads/default/Biennial_Physician_Survey_2016.pdf


• Offer reports on incentives
• Align incentives with 

specific care gaps
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What if we changed the approach…

• Empower providers prior 
to doctor visits

• Send care gap notifications
• Provide guidance on 

quality measures

• Leverage your electronic 
payment network

• Exchange quality 
information securely on 
demand

OBSTACLES

Complex 
Value 

Contracts Quality 
Measures

Incentives

Presenter
Presentation Notes
So what if we changed the formula for providers. We could:
Electronically deliver care gap notifications with guidance on steps to close the gap and incentive reports so providers will know:
What care gaps need to be closed prior to doctor visits
What quality measures they need to take to close the gap
What incentive opportunities are available to them
What incentive opportunities they might have missed
What they need to do to earn more incentives
How about leveraging your electronic payment network to share medical documents via attachments with your providers in near real-time? Skip snail mail and electronically inform them about care gaps and what steps they need to take, and more detailed explanations about their incentive opportunities?  
Enable providers to log on to one payer portal to upload and download quality information
Tailor incentives, gap definitions, and data access at the payer-provider relationship level 
Engage office managers with combined financial and care gap information to improve incentive effect 
Automate and replace your manual process and postage costs for paying and communicating quality incentives  




Fixing Root Cause
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Presenter
Presentation Notes
As I wrap up this presentation, I want to point out that there is one root cause behind the challenges I've laid out today. 




Solution:

• Simple, actionable messages

• Alerts about care gaps

• Instructions for quality 

measures

• Incentives reports
Proprietary & Confidential 20

Payer-Provider Communication Alignment

Presenter
Presentation Notes
Strategic alignment requires a shared understand between payers and providers, which is missing from the current system. Communicating both the rewards (incentives) and the required actions to close care gaps prospectively and retroactively is necessary to achieve alignment and drive adoption. 

I started this presentation by talking about market trends and disruptions that are creating business opportunities for payers to come up with solutions to some of healthcare’s biggest challenges. 
I shared research that shows value-based care is improving scores on quality measures and enrollment in plans with 4 or more stars. 
I walked through provider and payer challenges that in summary indicate that behind all of the challenges is the need for better communications. 

It seems apparent that you need a way to:
 
Create simplified and actionable messaging about incentives
Inform providers about care gaps closer to real time
Provide guidance on the quality measures needed to close care gaps
Track and report on providers’ status with care gaps and incentives

Wouldn’t you like to be one of the first plans to come up with a solution that starts driving VBR, reducing your costs and help your organization grow and succeed?
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Communication Alignment

alert providers about care gaps for individual patients and 
provide the quality measures they need to take to close 
those gaps.

reports that list all member-patients, their care gap 
status and financial incentive for closing the gaps

a simple portal where both payers and providers can log 
on to upload or download their documents. 

Presenter
Presentation Notes
Hopefully this presentation has been more educationally focused, but now comes the subtle sales part.
Payspan has launched a tool that facilitates clear two-way communication between health plans and providers.

After building the largest healthcare electronic payment and reimbursement network, Payspan recognized an opportunity to leverage the network as a tool for payers to share simplified, actionable communications about care gaps and quality measures with their providers. These communications are shared in-stream of reimbursement payments, enabling payers and providers to communicate on-demand about quality measures.
 
Our solution consists of three primary components:
 
Simple quality notifications that alert providers about care gaps for individual patients and provide the quality measures they need to take to close those gaps.
Actionable incentive reports that list all member-patients, their care gap status and financial incentive for closing the gaps
A medical records exchange, which is a simple portal where both payers and providers can log on to upload or download their documents. 
 
Gartner listed us as a potential vendor for an automated payment reconciliation system in their July 2018 Hype Cycle for U.S. Healthcare Payers.
 




Quality – Maximizing Incentives by Provider

Copyright 2017 Payspan Inc. All Rights Reserved - Confidential Reward-focused

Easy to Understand Bonus 
Attainment

Attainment Summary by           
Provider

By Provider Care Gap   
Closure

Easy to Understand 
Quality Payments Made

Bonus Earned

Total Bonus Available to 
Provider

Care Gaps Closed

Total Care Gaps

Easily Identify Top 
Performing Providers

Presenter
Presentation Notes
Walk through the form



Clearly 
Communicate 

Attained Incentives 
to Providers

Quality – Maximizing Incentives by Patient

Copyright 2017 Payspan Inc. All Rights Reserved - Confidential

Easy to Understand Quality 
Payments Made to Provider

Easy to Understand 
Bonus Attainment

Care Gap Closed by 
Patient Bonus Paid by Service 

Rendered by Patient

Total Bonus Paid for All 
Care Gaps Closed

Presenter
Presentation Notes
Walk through form
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Easy Solution for a Complex Problem

PROVIDERPAYER

Meaningful 
Patient 

Interactions > 
Care Gap Closures 

> Better Health 
Outcomes & 

Bonus Payments 

Simple 
Communications 

> Provider 
Engagement > 
Reduced Costs         

Care Gap Alerts Guidance                   Incentive Reports

Incentive Payments

Proof of Care Gap Closures             Electronic Attachments

Communication on Demand over 
Secure E-Payment Network

Presenter
Presentation Notes
Talking Points

Our solution addresses the primary provider challenges that I mentioned earlier.
Providers and their staffs don’t have to expend exorbitant resources plowing through dense value contracts, and the administrative labor and paperwork are significantly reduced.
Providers merely enroll in our electronic epayments network one time, and they have instant access to your organization and multiple other health plans. 
When they see how easy the process is and how little administrative time and effort is required, participation becomes appealing to them. The financial incentives, which previously might have seemed like “small change” now take on new value to their bottom line. 

It sounds complicated but it’s not. This two-way communication between the payer and provider does not require new systems or applications to be developed for either the payer or provider. (end of talking points)




www.payspan.com
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Rob Pinataro
CEO, Payspan

rob.pinataro@payspan.com
770-722-6373

Darrell Wing
SVP, Sales & Marketing

darrell.wing@payspan.com
973-752-2414

Brian Worth
VP, Central Region Payer Sales

brian.worth@payspan.com
678-977-5860

Presenter
Presentation Notes
I want to thank you all for your time here today. I’ve been CEO at Payspan for about two years now, and this is the first time our Sales Organization has asked me to come and publicly speak. I’m not sure why they were so afraid to let me out into public view, but I’m really thankful for the opportunity to be here and discuss what we’re working on.
 
If you are interested in taking a deeper dive, Brian and Darryl are happy to take the Payspan Roadshow to you.
 
Before I wrap up though, because you all are CMOs and Pharma Directors of Texas plans, I want to briefly mention, that we have been very involved recently with many of Texas plans in an effort to help make sure those MCOs participating with Texas Medicaid are in compliance with the EFT mandate. I know this may be out of your wheelhouse, but as influential leaders within your respective organizations, it’s important to note that HHS is becoming more diligent in ensuring contract compliance, and one standard in which we can help and is relevant to this discussion, is EFT. Texas Medicaid requires 85% of claim payment dollars be paid electronically. As I mentioned earlier, payments are Payspan’s forte, and we have the largest payment network in the country. In Texas alone, we are paying over 20,000 TINS electronically, on behalf of our Payer partners. Regardless of whether or not your plan participates with Texas Medicaid, but especially for those of you that do, we can help you to achieve 90% EFT adoption and to be in compliance. 
 
OK, with that said, please see Brian or Darrell if you’d like additional information, would like to set up an individual follow-up meeting, or if you’d just like to say hi.
 
Thanks very much


http://www.payspan.com/
mailto:rob.pinataro@payspan.com
mailto:darrell.wing@payspan.com
mailto:brian.worth@payspan.com
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