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AVOIDABLE HOSPITAL USE AND COSTS
QUALITY: THE RIGHT CARE
Medicare Reimbursement and 30-Day Readmissions by State, 2003

State Variation: Ambulatory Care Quality Indicators 8,500 —

Percent
H Best State H All States Median
100 - 94

@ Ohio

g2 84

Adults age 50+
received

Adult diabetics
received three

Children ages
19-35 months

recommended recommended received five

preventive care diabetes services vaccines

[0 Worst State

Children with

dental and medical
preventive care

visits

DATA: Adult preventive care — 2002/2004 BRFSS; Adult diabetic preventive care — 2002/2004 BRFSS; Child vaccines — 2005
National Immunization Survey; Child medical and dental visits — 2003 National Survey of Children’s Health

SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007

Gains if Ohio Achieved
Top State Performance

More People Covered
- 408,000 additional adults and children insured
More Getting the Right Care

- Nearly 410,000 additional adults (50+) and 117,000
diabetics would receive recommended care

- 20,305 children immunized
More Getting Primary Care
- 452,000 adults and 244,000 children with primary care

Less Avoidable Hospital Utilization

— More than 65,000 fewer Medicare hospital admissions
and readmissions per year (Savings of $350 million+

per year)
Healthy Lives
- 4,495 fewer premature deaths

rsement per enrollee

$8,000 —

$7,500 —

$7,000 —

$6,500 —

Commonwealth Fund/Academy Health
State Quality Institute Launch

» Objective: provide technical
assistance to states that are
ready to improve their quality
indicators from the State
Scorecard

Nine states will participate:
Colorado; Kansas;

Massachusetts; Minnesota;
New Mexico; Ohio; Oregon;
Vermont; and Washington
Ohio working on improving
preventive care for diabetics
and all adults over 50

Most Frequently Chosen Indicators

Indicators States

Percent of Adult Diabetics
Who Received
Recommended Preventive
Care

Colorado,
Minnesota, New
Mexico, b
Vermont

Percent of Children with a
Medical Home

Colorado, Kansas,
Oregon,
Washington

Percent of Adults Age 50
and Over Who Received
Recommended Screening
and Preventive Care

New Mexico,
Vermont




Five Key Strategies for High

Performance

Extending affordable health insurance to
all

Organizing the health care system aroun
the patient to ensure that care is accessible
and coordinated

Aligning financial incentives to enhance
value and achieve savings

Meeting and raising benchmarks for high-
quality, efficient care

Ensuring accountable national leadership
and public/private collaboration

Source: Commission on a High Performance Health System, A High Performance Health
System for the United States: An Ambitious Agenda for the Next President, The
Commonwealth Fund, November 2007

Creating Consensus on Automatic and
Affordable Health Insurance For All

New Coverage for Currently Uninsured

Employer Group CHIP/FHIP Medicare

Coverage TOTAL=43 m TOTAL = 38 m
TOTAL = 165 m

Improved Coverage for Underinsured

Source: The Commonewealth Fund; K. Davis and C. Schoen, “Creating Consensus on Coverage Choices,”
Health Affairs (Web Exclusive April 23, 2003).

Extending Affordable Health
Insurance to All

Features of Building Blocks + System Reform and Presidential
Candidates’ Approaches to Health Care Reform

12

Building Blocks/

System Reform Clinton McCain

Coverage Expansion

N

Aims to cover everyone

Individual requirement to have
insurance

Children only

\l

ployer shared P ibility

Group insurance “connector”

Medicare/public plan option for < 65

Subsidies/tax credits for low to
moderate income families

‘l
‘l
\l
\l

Regulation of insurance markets

Improves Medicare benefits for > 65
and buy-in for older adults

Medicaid/SCHIP

< | 2 | 2| 2 [ | << < |

System Improvements

Expanded use of Health IT

Medical effectiveness research

Pay providers for performance

pay

2| 2| 2| 2| <2

Negotiated Medicare Rx prices

<2

v v v

Primary care and care coordination

Source: K. Davis, C. Schoen and S.R. Collins, Insurance Building Blocks and System Reform to Achieve Savings, Commonwealth Fund, in press, May 200




Organizing Health Care Delivery:

Patient-Centered Medical Homes

Bridges to Excellence Medical OO0 BRIDGES
Home Payment Initiative ")) toExcellence

Rewarding Quality across the Healthcare System
» A multi-state, multiple employer initiative which gives primary
care physicians $125/patient covered by participating employer
for providing “medical homes”

*Participants include large employers (Ford, GE, Humana,
P&G, UPS, and Verizon), health plans, NCQA, MEDSTAT and
WebMD, among others

» Medical home metrics include: follow-up on referrals to other
MDs, systematically tracking tests, flagging abnormal results in
a standardized way, and adhering to medical guidelines to
monitor and treat chronic conditions like diabetes and
hypertension.

«Improvements in quality is estimated to save $250-$300 per
patient in the first year

Source: V. Fuhrmans, “Group offers doctors bonuses for better care,” Wall Street Journal, January
31,2008

National Measures to Qualify Medical Homes Exist:"
Physician Practice Connections (PCMH)

Practice must demonstrate proficiency in at least five
areas to qualify as PCMH, such as:

- Written standards for patient access and patient
communication; use of data to show meeting this
standard

Use of paper or electronic-based charting tools to organize
clinical information

Use of data to identify important diagnoses and conditions
in practice

Adoption and implementation of evidence-based guidelines
for three conditions

Active support of patient self-management
Tracking system to test and identify abnormal results
Tracking referrals with paper-based or electronic system

Measurement and reporting of clinical and/or service
performance by physician or across the practice

National Committee for Quality Assurance, Measures for Patient-Centered Medical Home, 2007.

Community Care of
North Carolina: Medicaid

Asthma Initiative: Pediatric Asthma
Hospitalization rates
(April 2000 - December 2002)

In patient admission rate per 1000
member months

14 networks, 3500 MDs, >750,000
patients

Receive $3.00 PM/PM from the State
Hire care managers/medical
management staff

PCP also get $2.50 PMPM to serve
as medical home and to participate
in disease management

Care improvement: asthma,
diabetes, screening/referral of
young children for developmental
problems, and more!

Case management: identify and
facilitate management of costly
patients

Cost (FY2003) - $8.1 Million; Savings
(per Mercer analysis) $60M
compared to FY2002

Access il Access ll & il

Source: L. Allen Dobson, MD, presentation to ERISA Industry Committee, Washington, DC, March 12, 2007




Strengthening Primary Care and Care 1 Commonwealth Fund National Initiative:
Coordination in Medicare: Transforming Safety Net Clinics Into
Distribution of 10-Year Impact on Spending Patient-Centered Medical Homes

Dollars in billions (o] JT-Y {{77-H

3 To develop and demonstrate a replicable and sustainable implementation
model to transform safety net primary care practices into patient-
centered medical homes (PCMH)

To achieve benchmark performance in quality, patient experience and
efficiency in safety net primary care practices

Timeline:

o Currently in planning and development in collaboration with Qualis, QIO
for state of Washington)

Through RFP, select 4 regions from across the country

e 50 total safety net providers in initiative

SAVINGS

-$193.5 ¢ Active stakeholder group that includes payers to recommend
policy improvements to sustain and spread PCMH

Syst ide Federal Stat i Privat H holds Implementation and technical assistance, 2009-2012

Gov't Local Gov't Payer Evaluation

Source: C. Schoen et al., Bending the Curve: Options for Achieving Savings and Improving Funding: Commitment of $ 7 million over five years

Value in U.S. Health Spending, Commonwealth Fund, December 2008. CONTACT: Melinda Abrams, Senior Program Officer, Commonwealth Fund mka@cmwf.org

Options to Achieve Savings

Producing and Using
Better Information BENDING THE CURVE

Promoting Health and = e

Options for Achieving Savings

Aligning Financial Incentives to Disease Prevention st O s
Enhance Value and Achieve Savings: e _
Reform Provider Payment to Reward A':g;;_',;'g::;f;:;tg;;s
Excellence and Care Coordination Efficiency
Correcting Price

Signals in the Health
Care Market

Source: Bending the Curve: Options for Achieving Savings and Improving
Value in U.S. Health Spending, Commonwealth Fund, December 2007.




