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Population Health 
Management Update

Jill Sumner MPH, MBA, NHA

VP Population Health Management

Agenda

• Imperative for LTC Participation in Population Health 
Management

• Implications– Shift in Payer, Outcomes Measurement, and 
Relationships with Other Providers 

• Developing a Risk Strategy
oEducation

oLow Risk Options

oMoving Up the Risk Continuum

• Putting It All Together
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Imperative for LTC Participation in 
Population Health Management

Medicare Trust Fund Depleting

$134 billion in 
trust fund vs. 
target of $300

Amount 
declining 
annually

Fund projected 
to run out in 

2026
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Controlling Total Spending Growth 

People 
Service Use 
Per Person

Price for Unit of 
Service

Total Spending 

What government can 

impact

Growth driver

Per Capita Spending

CMS
Risk Strategy
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Minor MA Plan Problems Now Major 
Problems – More Than Enrollment 

• 2021 – 38% Enroll in 

MA 

• 2018/2021 – 15% Jump

• 2019 – United & Navi

• 2020 – Humana & Navi

• 2021 – Plans to Levels 

& PAC Benefit 

Management 

CMS Innovation Center’s Strategic Objectives

All Medicare fee-for-

service beneficiaries will 

be in a care relationship 

with accountability for 

quality and total cost of 

care by 2030.
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New CMMI Target – Traditional Fee-
for-Service Phased Out 

Medicare beneficiaries still in traditional fee-for-

service 
31%

18.8 Million Medicare Advantage Enrollees42%

12.3 Million Medicare FFS beneficiaries in 

population-based models – Accountable 

Care Organizations, Bundling

27%

Implications– Shift in Payer, Outcomes 
Measurement, and Relationships with 
Other Providers  
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Shifting from SNF Benefit Delivery to 
Population Health Management 

• Part A Benefit

• Coordination with Part B

• Or Delivered Under 

Medicare Advantage 

Managed (Part C) 

Data Integration & 
Management

Clinical Analytics 

Care Coordination 

Patient Engagement 

POPULATION HEALTH MANAGEMENT 

Good News – You’re Already Doing Much of This – PDPM, 

Coordination with Other Providers, Contracts with Payers 

Changing 
Landscape

Shift in Payers/Risk Assumption

Measured on Outcomes

Relationship with Other Providers
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Shift in Payers – Erosion of FFS and 
Diversification 

• Medicare Advantage

• Medicare Supplemental & 

ACO/MSSP

• ACO/MSSP

• REACH ACO

• LTC Provider Owned 

Medicare Advantage

Current State 

• Medicare FFS

• Medicare FFS & 

Supplemental Medicare 

Advantage 

• ACO/MSSP

Future State 

Shift in Outcomes – Current and Many 
Additions 

• ER visits

• Admits per 1000

• HEDIS measures

• Vaccination rates 

• Length of stay

• Part B utilization

• Medicare Spend/Bene

• Readmissions

• Satisfaction

• Survey

• Star Ratings

Current State Future State 
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Relationship with Other Providers

• Hospitals achieve bonus 

payments based on LTC partner 

outcomes

• Tracking/monitoring of residents 

admitted to hospital

• Contractual relationships with 

physicians to align incentives

• Increase in treat in place

• Telemedicine

• Establish discharge plan to 

include:

o Home health

o DME

• Discharge to hospital, wait until 

returned

• Attending physician available at 

their schedule

Future State Current State 

Developing a Risk Strategy
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LTC 
Provider

How to Participate in Population Health 

Outlining your goals will help clarify the best approach for you

Key Differences: Ownership of plan, ownership of care management, risk

Lower financial risk Higher financial risk

Partner with a 
traditional insurer or 

ACO

(Non-owner/ delegated 
entity)

Partner with Provider-
Owned Health Plan  or 

LTC ACO       
(Owner/Non-owner/ 

delegated entity)

Partner with 
TPA/Investor/existing 

plan (Owner/delegated 
entity)

Independent Plan 
Build       

(Owner/Limited 
Subcontractors)

No or minimal 
financial risk

Network

Long Term Care ACO
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Risk Strategy: Education

Risk 
Mitigation 
Initiatives

• Traditional Strategies

• Managing Managed Care Tools & 
Resources 

https://www.ahcancal.org/Reimbu
rsement/Medicare/Pages/default.as
px#medicare_advantage

• AHCA ½ Workshop on Managing 
Managed Care 
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AHCA’s PHM Innovation Lab

https://educate.ahcancal.org/phminnovationlab

• PHM Basics

• Accountable Care 

Organizations

• Bundled Payments

• Provider Owned Networks

• Managed Care/Provider 

Owned SNPs

PHM Council & PHM 
Summit

• Fourth year of operation

• 18 Council Members

• 4 Council Partners

• Launched new member category for 
providers with interest in PHM and 
providers in development of PHM 

• Feedback: Council is a necessary and 
beneficial addition to AHCA/NCAL

• Second annual Summit held 
December 2021

• 188 attendees

• 11 vendor sponsors

• 94% overall satisfaction 

• Press coverage

• CMS participation

PHM Council PHM Summit

December 
6&7 2022

Washington
DC
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Risk Strategy: Assess Low Risk 
Options

Networks & LTC ACO

Government Relationship with 
Managed Care

• MCO contracts are 
private, commercial 
agreements between 
two entities

• CMS/State cannot 
dictate the payment of 
provider by plan 
through its contracts

Plan Provider

CMS/State
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Contract Opportunities with Plans

Total Cost 
of Care

Partial 
Capitation

Bundles 
or 

Episodes

Shared 
Savings

Quality 
Pool

P4P 
Quality  

Bonuses

Admin. 
Cost 

Savings

Upside Only Downside Risk

As payers identify areas for growth ($), PAC and 
LTC emerges as an area to create new upside and 

downside Value Based Contracts. What do 
payers need in order to collaborate? VOLUME

What Are Provider Networks?

Provider 
Network

Provider 
A

Provider 
B

Provider 
C

Provider 
D 

Provider 
E 

Provider 
F

Provider 
G

Provider 
H

• Joint venture of independent 
providers

• Like an IPA (Independent 
Physician Association)

• Providers come together to 
enhance quality outcomes and 
value based reimbursement

• Health plans often prefer larger 
networks versus single facility 
contracts

1. Volume for VBR 
contracts!

2. Platform to create 
consistency across payers
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What Are Provider Networks NOT?

Provider 
Network

Provider 
A

Provider 
B

Provider 
C

Provider 
D 

Provider 
E 

Provider 
F

Provider 
G

Provider 
H

• NOT a Broker solely for access to 
payer contracts

• NOT automatically a risk-bearing 
entity (like a provider-led ISNP)

• NOT automatically a payer’s 
exclusive network for achieving 
network adequacy

• NOT automatically a preferred 
provider network (i.e. used by 
ACOs to gain leverage over siloed 
providers)

Provider

Provider

Provider

Provider

Provider

Provider

Provider

Health Plan

Health Plan

Health Plan

Provider 
Network

Beginning Messenger Model 

Messenger
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Clinically 
Integrated 
Network

LLC Owned by PAC/LTC

Funded and 
Governed by 
PAC/LTC

Performance 
Benchmarks

Clinical 
Leadership & 
Best Practices

Shared 
Quality 
Metrics

Shared 
Savings

P4P 
Contracts

Participation 
Requirements

Case Study: IHCA

• 160 SNF members (roughly one third of all the SNFs 
in the state), 70 AL/RCF members, and 7 Home 
Health Services members. 

• Signed their first managed care contract with a 
Medicaid MCO, which includes a quality bonus on 
top of the regular Medicaid rate. 

• The payer negotiated benchmarks for network 
members only, and for the majority of SNFs in the 
state this quality bonus is unavailable if not in 
IHCQP.

• Began negotiations with two national Medicare 
Advantage payers. For one, our negotiations were 
elevated to the national contract team, and because 
of the volume of members in our buildings they are 
interested in a quality-based contract with either 
upside or downside risk.

• Increased membership to IHCA based on joining 
IHCQP as a member benefit.

30
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Network Quality Goals: Quality and 
Efficiency

Hospital 
Readmissions after 
30 days from SNF 

Discharge 

Hospitalization 
after a SNF 
Admission 

ER Visits 

Antipsychotic Pressure Ulcers Falls

New COVID Cases COVID Vaccinations
Resident 

Satisfaction

Family Satisfaction

Quality Principles:
1. Resident impact
2. Provider ability
3. Payor impact
4. Value-Based Models

How important is peer quality, and will poor 
performing providers affect my ability, or the 
network’s ability, to be successful?

Integrated Provider Networks

Network Infrastructure 
& Staff Growth

• 3 new staff in 2021

• Tools and platforms to 
support Networks & 
Clinical Integration

• Growing Value-Based 
Reimbursement (VBR) 
opportunities
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Provider Owned and/or Other Association 
Sponsored Networks (not AHCA/NCAL Solutions 
LLC)

22 members

(1996)

30 members

(2012)

85 members

(2012)

21 members

(2013)

70 members

(2016)

45 members

(2016)

35 members

(2016)

65 members

(2017)

(2019) 18 members

(2020)

Provider-Owned Networks ROI

Annual Cost

• SNF: $3,500 - $1,000 or less per 
location

• AL/Home Health: $250-$500 
per location

FFS ROI examples

• Medicaid MCO Bonus (x1): 
$6,000-$12,000 per SNF for 
aggregate network hitting 
quality outcomes

• MA Rate Increase (x1): $20-
80/day for moving to VBR

• Value of Reduction of Facility 
Staff time:

• Credentialing

• Clinical Consulting

• Contracting/Payment Issues

Clinical Integration ROI

• Risk-based agreements

• Improved quality and 5-star

• Improved relationships with 
other payers

• Improved position to take on 
duals and Medicaid population
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LTC ACO

LTC ACO
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Moving Up the Risk Continuum

SNPs 
Increased by 
19% between 
2021 to 2022
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Provider Owned I-SNP Growth 
Outpaced  Large Insurer I-SNPs

Provider-Led

• 26% of I-SNPs are 

operated by LTC 

provider 

organizations

Membership

• 28% of total I-SNP 

enrollment

• 11 plans 500-999 

members
• 6 plans over 1000 

members

Medicare Advantage 
Organization (MAO)

Special Needs Plans
(SNP)

ISNP, CSNP, DSNP

Traditional Medicare 
Advantage/Prescription 

Drug Plan (MAPD)

Must enroll any 
Medicare beneficiary

Ability to limit enrollment to 
subgroup of Medicare 

beneficiaries

Delegates financial risk and responsibility for 
coverage of Part A, Part B & Part D to MAO

National MA 

Penetration 

is 42%
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Types of Special Needs Plans

❖Eligible Beneficiaries:

✓Reside in a nursing facility or expected to for at least 90 days

✓Meet a nursing facility level of care but live in AL or general community

❖Covered Services:

✓Medicare Part A, Part B and Part D

Institutional/Institutional Equivalent SNPs

❖Eligible Beneficiaries:

✓Must have a diagnosis of one of the 15 CMS approved chronic conditions (e.g. 
Alzheimer’s disease, COPD, CHF, Diabetes, etc.)

❖Covered Services:

✓Medicare Part A, Part B and Part D

Chronic Condition SNPs

❖Eligible Beneficiaries;

✓Qualify for both Medicare and Medicaid

❖Covered Services:

✓Medicare Part A, Part B, Part D and Medicaid 

Dual Eligible SNPs

How Do I-SNPs Work?

Long Term 
Medicaid

Long Term 
MLTSS

Short Term 
MA

Long Term 
Private

Short Term 
Medicare

I-SNP = Provider + Health Plan

Traditional 
MA Plan
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Financial Foundation of Medicare 
Advantage Plans

Important 
Terms: Premium

Administrative loss ratio (ALR)

Medical loss ratio (MLR)

Risk

CMS Paid Premium 

Base Rate
(County Level)

Risk Score 
(HCC)

Quality Bonus

Per Member 
Per Month 

Rate

• Diagnosis Driven
• Historical FFS 

claims
• Hospital and 

Physician
• Demographics
• Annual Wellness 

Visit (HRA)
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The Premium Breakdown

85%

15%

Medical Expense 
(MLR)

▪ Sales
▪ Marketing
▪ Administrative services
▪ profit

▪ Payments to providers
▪ Quality Improvement
▪ Care Management
▪ Care Model related information technology
▪ Quality based bonus payments to providers

Administrative 
Expense (ALR)

SNP Model of Care

• All SNPs must have a National Committee of 
Quality Assurance (NCQA) approved Model of 
Care (MOC).

• The MOC describes in detail how the SNP will 
meet the unique needs of each of its enrollees. 

• Required elements of the MOC

• Description of SNP Population

• Care Coordination

• Provider Network

• Quality Measurement and performance 
Improvement
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Why Provider Owned SNPs?

CMS

Provider 
Owned 

MA/SNPs

Part A

Part B

Part D

PMPM 
Payment

Health plan ownership positions you higher on the reimbursement 
food chain

Captured Value of Provider Led Health Plans

Typical Managed Market 
Experience

Provider Owned Health Plan 
Model

Managed Care, ACO, 
Bundles place pressure 
to increase efficiencies 

resulting in reduced 
LOS, lower Part B 

utilization

SNF LOS 
$

Part B $

SNF LOS 
$

Part B $

Savings 
$

Managed Care 
Plan, ACO, 

Bundler

PAC Provider 
FFS model

PAC provider delivers 
services as needed to 
residents/members . 
Increased efficiencies 
and flexibility in how 
services are delivered 
reduce LOS, Part B and 
increase Skill in Place 

SNF LOS 
$

Part B $

SNF LOS 
$

Part B $

Savings 
$

PAC Provider 
receiving 
capitation 

through own 
health plan

SIP
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Case Studies Provide Insights Into 
Provider-Led I-SNPs

PruittHealth

Org Size: 101 facilities 

Plan: PruittHealth Premier 
(I-SNP and D-SNP)

Years Plan in Operation: 4

Plan Enrollment: 2,417

Plan Service Area: NC, SC, and GA

Highlights: 

• Large provider-led SNP with 
strong leadership 
commitment, emphasis on 
culture and resident 
experience, and continuous 
education and improvement 
to care model 

• Built SNP model of care off 
existing nursing home 
processes

Elmbrook Home

Org Size: 6 facilities 

Plan: American Health 
Advantage of Oklahoma 
(I-SNP)

Years Plan in Operation: 15

Plan Enrollment: 247

Plan Service Area: Southern rural
OK

Highlights:

• Experienced small, rural I-SNP 
that emphasizes strong 
relationships between plan 
staff and residents/families

• Actively identifies 
opportunities to streamline 
processes, such as prior 
authorization 

Senior Select Partners

Org Size: Represents 28 owners 

Plan: Simpra Advantage (I-SNP 
and D-SNP)

Years Plan in Operation: 2

Plan Enrollment: 2,758

Plan Service Area: AL

Highlights: 

• Innovative SNP-model with 
multiple NH owners and 
facilities

• Senior Select leadership have 
strong vision and 
commitment to implementing 
a successful model of care 
and supporting culture 
change among all owners

Health Plan Ownership Models: What 
Type?

Independent 
Plan Build       
(Owner/Limited 
Subcontractors)

Partner with 
TPA/Investor 

(Owner/Subcontracto
rs)

Partner with 
Provider-Owned 

Health Plan         
(Owner/Non-owner/ 

Subcontractor)

Partner with 
Larger Insurer

(Non-owner/ 
subcontractor)

Key Differences: Ownership of plan, ownership of care management, risk

Different Ways to Participate in SNPs
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Health Plan Development Models

Independent 
Plan Build

Partner with 
TPA/Investor

Partner with 
Investor at 

smaller 
ownership/no 

ownership

Partner with 
existing  

Health plan

Outlining your goals will help clarify the best approach for you

Putting It All Together
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AHCA 

Population Health Management, Clinical

Commitment to Support During 
Changing Times 

Education
Feasibility 

Analysis 

Strategy & 

Action 
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Jill Sumner
Jsumner@ahca.org
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