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Health Care Spending Per Capita
In the USA Exceeds Other Nations

Total Health Expenditure per
Capita,
U.S. and Selected Countries, 2008 ==
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Source : Organization for Economic Co-operation and Development (2010), "OECéDHealth Data'“DECD Health
Statistics (database). (Accessed on 14 February 2011).

Notes: Data from Australia and Japan are 2007 data. Figures for Belgium, Canada, Netherlands, Norway and
Switzerland, are OECD estimates. Numbers are PPP adjusted.




National health spending continues to rise,
but growth has slowed for 4 years

17.2% of GDP in 2012
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Costlier Care I1s Often Worse Care

Overall Ranking
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http://s3.amazonaws.com/kpcbweb/files/USA_Inc.pdf

Today Care Is Fragmented,
Variable and Discontinuous

Wellness / Fitness
Center

ga\ Physician  Djagnostic / Outpatient Rehab

Clinics Imaging Center

Recovery and Rehab

A It is our obligation to coordinate care for our patients
A We must tighten up the care continuum 9



Tomorrow Care Must be Integrated,

Coordinated, Data-driven
Acute Care

Inpatient Rehab fw’:: \

Skilled Nursing £~ =
Facility \&ig

Physician

Wellness / Fitness

Clinics B Outpatient Rehab

Home Care (duiss

Recovery and Rehab
Longitudinal Data

Care paths and outcomes /—
Distance Health Infrastructure 10
Cost and value analysis




U.S. Healthcare is Undergoing
Dramatic Change

Economics
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The Shift

Volume-Based [@ Value-Based

Payment Fee-for-Service Outcomes Based
Focus Acute Episodes Bundles & Populations
Role of the : : .

Provider Single Episodes Care Continuum
Information  Retrospective Real-time & Predictive

Fundamentally new orientation & capabilities
12



Our Burning Platform

Costs too high

Prices too high
Outcomes variable
Transparency outs us

Growth strategy

13
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Patient-Centered Medical Home:

Definition

N Pat icenterred medical home (PCMH) is
a model of care where patients have a
direct relationship with a provider who
coordinates a cooperative team of
healthcare professionals, takes collective
responsibility for the care provided to the
patient and arranges for appropriate care
with other qualified

NCQA

P I
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Patient-Centered Medical Home:

History

1967 First proposed by American Academy
of Pediatrics

2002 Future of Family Medicine Project
endorsed concept

2005 American College of Physicians called
for NnAdvanced Medi c al

2006 IBM et al created Patient-Centered
Primary Care Collaborative

2008 NCOQA released its PCMH recognition
program, >1500 practices qualified

2011 NCOQA revised required elements

2013 JCAHO certification program
16



Patient-Centered Medical Home:
Core Competencies

ldentify and manage populations
Enhanced access and continuity
Plan, manage, track, and coordinate care

Provide self-care support and community
resources

Measure and improve performance

17
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Patient
Engagement

Safety and
Quality

Comprehensive
and Coordinated
Care

Enhanced
Access

Payment for Added Value
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Transform the
clinical operations

Assemble the right
care team

Reward added value
with sustainable
payment models

Support with the
correct Analytics



Step 1: Transform Clinical
Operations

Patient follow-up
& engagement
post visit

>‘< Proactive, targeted

N outreach

\-l Enhanced
' ‘-& access

Engage
specialists
& other
providers

Focus on
chronic
care

Visit planning
,

Standardized
Care Paths 20




Step 2 : Assemble the Right Team

21



Step 2 : Assemble the Right Team
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Step 3: Reward added Value with
Sustainable Payment Models

Evaluate a variety of payment options and pursue a

multipronged approach with the payers

Recognizes Recognizes Covers all patient Rewards high
additional additional care primary care need quality / low
billing codes provided for for a set period of cost care with
for services each patient time bonuses

23



Step 4: Support with Correct
Analytics

Skill Development Curve

Analytics

Optimization
Predictive modeling Wha
Forecasting

continue?

What actions are needed now?
Where exactly is the problem?
What data really matters?

What happened?

Competitive advantage

Degree of intelligence Reporting

O0s t he cause

24



Patient-Centered Medical Homes:
Do They Deliver on the Promise?

Tested in Integrated Delivery System
Models, Private Payer Sponsored
Initiatives, Medicaid Sponsored Initiatives

and other programs
Quality improvement in selected domains

Cost reductions through reduced
admissions, ER visits, skilled nursing
facility days and pharmacy costs in some
studies

e but resul ts ar
25



Why are Patient-Centered
Medical Homes Important?




Accountable Care Organizations:

The Three-Part Aim

Better care for individuals

Better health for populations

Lower growth in expenditures

27



Managing Population Health:
The Rapidly Emerging Driver

Today:

The FFS model

The New Today:
The Value-Based
model

Care of the individual

Payment for any
service we provide

Predictability!

Care of a population
Payment based on our

guality and efficiency
performance

Uncertainty and risk!

28
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Value = OQutcomes

Cost
Qutcomes Cost
Quality Event
Health Status Episode
Process Per Capita

Experience
29



The move to Accountable Care is
al | about a moyve

Elliot Fisher coined the
term in 2006

Builds on the Three Part
Aim

Legislated via the
PPACA

>300 CMS ACOs, many

more commercials -



Accountable Care Organization
The CMS Operational Definition

CMS defines an ACO as a legal entity
recognized and authorized under
applicable state law and composed of
certified Medicare providers or
suppliers. These participants work
together to manage and coordinate

care for a defined population of
Medicare fee-for-service beneficiaries
and have establi shed

31



Accountable Care Organization
The CMS Operational Definition

é f oshared governance that provides
appropriate proportionate control
over t he ACOwmaking eci s
process. ACOs that meet specified
guality performance standards are

eligible to receive payments for

shared savings if they can reduce

spending growth below target

amounts.

32
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Accountable Care Organization
The Seven Core Competencies

Ability to alter physician practice patterns
Widely respected brand

Adequate financial capital

Ability to aggregate lives

Ability to manage risk

A geographic footprint

Collaborative intelligence (i.e. instinct to align
Incentives that may require compromise)

Michael Leavitt

Former Governor of Utah and

Secretary DHHS
33
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Accountable Care Organization
The Seven Key Building Blocks

Network of Patient-Centered Medical Homes
IT systems and technology
Analytical capabilities

Critical mass of covered lives and services
Including key partnerships

Clinical integration
Supporting organizational structure
Business model

34



Accountable Care Organization
Implications for Care Delivery

PCMHs and care coordination become
vitally important

An adequate PCP base Is essential

Hospitals are cost centers rather than
orofit centers

Resource allocation will change with
more emphasis on wellness,
prevention, chronic care and disease
management, prevention of
hospitalization and recidivism

35



