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Making Sense of Yesterday’s and Today’s
Headlines

* Prevention

— "Healthcare Costs to Rise in 2009: American Workers to Pay
$3,826 on Average” (WSJ)

— “Fast Food Hits Mediterranean: Diet Succumbs” (NY Times

« Consumerism

— “Outsourcing: Medical Tourism Represents a $2.1B Business,
Study Shows” (Pitt Post-Gazette)

« Quality
— “Prostate-Cancer Therapy Stirs Debate on Cost, Efficacy” (WSJ)



American College of Preventive Medicine

« National professional society for preventive medicine
physicians established in 1954

« 2,300 physicians certified in preventive medicine and
other medical specialties

« Population AND clinical perspective

 Members engaged in public health & preventive
medicine practice, teaching, and research

* Www.acpm.org



My Perspective Today . ..

* Primary care and preventive medicine

« “Single Payer” health care system for 20 years

« Start-up pioneer consumer-driven plan for 6 years
* Nation’s largest health insurer for 2 years

« Stirring the pot with the “usual suspects”

— Employers, foundations, academics, consultants/brokers,
unions, legislators, (dis)organized medicine, PBM’s, hospital
ceo’s/cfo’s and docs

« And. .. Forgotten and least (most!) important?
— Employees and consumers!



New Game Changers, “Killer Apps”,
and “UCR” Irritants

» Prevention “works” — both epidemiologically & economically
*  “Show me (better, GIVE me) the money spent on “benefits”

* My personal health behaviors, those of my family and the choices we make for
care “matter” — to our health & wealth

« Banks, retail clinics, WalMart, international medical tourism, Microsoft/Google
PHR’s — who ARE these guys and WHAT do we do about them?

— “Walk up pricing” vs U&C, AWP, PBM, “tiers” etc
* Demise of primary care as we've known it
» Shared decision-making usually is right . . And accepted!
« “Pay for Performance” . .By whom for what? . . Oops lawsuit!

 Behaviors and efficient care choices = optimal corporate and personal
health, productivity (and profit)



Our Journey Today

« Understand the TRUE drivers of poor health and
excessive health care costs

* Understand consumer, provider and “system” behaviors
which will address drivers MOST effectively and
efficiently

» Discuss pros/cons of current physician and hospital
guality measurement and improvement efforts

« Define what an engaged consumer using “health
literacy” and “quality” can know, act upon and “do” with
Information sources, assistance and their physician



High Performance Networks?
What about High Performance Patients!
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“Giwve it to me straight, Doc. How long do I hawve to ignore your advice?”



What Can Citizens, Legislators, Employers, Teachers, Parents,
Providers, Hospitals, PVO’s, “Environment” DO To ... *

« PREVENT unnecessary chronic disease : “none of the diabetics
had taken proactive, preventive actions to reduce diabetes (diet,
weight loss, physical activity) or expressed concern about next
generation risk — despite family history and even deaths”

« UNDERSTAND how to improve health behaviors: “food and diet
were toughest challenge — don’t want to eat foods of another
culture — sense of stigma — crave support and information — doctors
don’t address diet, nutrition, exercise or depression”

« ENGAGE patients in their care: “very inconsistent in taking meds,
don’t ask questions, not aware of checklists or guidelines, judge
‘quality’ by personal demeanor only”

*20 type Il newly-diagnosed diabetes patients, Aligning Forces for Quality,
Cincinnati 2008



Imagine If (Because Its True) ..

* Individuals saw the money spent from their paychecks and their
taxes for healthcare and related costs . . . As their own (it is)

* Individuals knew that 80% of health outcomes and costs came
from personal health behaviors (they do)

 Individuals were incentivized to know and improve those
behaviors (they can)

* Individuals knew that 35% of all care was wasteful . . And came
ultimately from their pocket (it is and does)

« They had employers, government and health plans that
Incentivized prevention-oriented, evidence-based and
appropriate care

« Willing patients and willing physicians had information on price
and quality to better inform decision-making?



Pop Quiz: Yes or No?

| am within 5 pounds of my ideal body weight
| exercise 30 minutes or more on most days of the week
| eat a healthy diet with 5 fruits/vegetables on most days

| don’t use tobacco products

a ~ Db

| have 2 or fewer alcoholic drinks per day
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The Leading REAL Causes of Death

Death Certificate

Heart disease
Cancer
Stroke
Pneumonia
Injuries

Diabetes
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Real Cause

Tobacco use
Physical inactivity
Nutrition

Alcohol and
substance abuse

Stress



Mediterranean Diet, Nonsmoker, Daily Activity &
No or Moderate Alcohol Use

Disease

Reduction Compared to

us

Comment

Heart Disease

64%* - 83%**

80% due to modifiable risk

factors
Cancer 60%* Approximates NCI estimates
Diabetes 91% ** No Type Il Epidemic
All-cause Mortality 50%* 25 year Okinawa Program

Similar Findings

* Knoops et al and **Rimm, Stampfer, JAMA 2004;292:1433-1439
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Drivers of Poor Health and Excessive Costs

« Health behaviors and risk factors
— 50-80% of illness, premature death and medical cost

 Qveruse, underuse and misuse of medical care
— 35% of all spending wasteful and inefficient

« Economic misalignment of incentives to improve health
and promote efficient health care spending

— “Not my money and certainly doesn’t pay to be healthy”

— “Do more, get more”
— “Wall street venture success” versus “main street” disconnect



The Medical Cost of The Big 3”
Personal Behaviors

* Obesity and nutrition
— Average 10% of total claims costs directly attributable to obesity
— 60% of Americans exceed ideal BMI
— Soon to become the leading cause of death
« Tobacco
— Average 10% of total claims costs directly attributable to tobacco
— 25% of Americans smoke
— Leading cause of death . . still
« Sedentary lifestyle
— 60% perform no substantial activity or exercise

62% of rise in private insurance costs 1987-2002

due to population risk factors and their treatment

(Thorpe et al, Hlth Afrs, June 2005)
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Health Behaviors: Primary Determinant of
Healthcare and Productivity Costs
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Next Generation Health Management
(per Dr Edington and 20 years of data)

1. Vision from Senior Leadership 4. Population Programs

2. Worksite Environment _ Website

3a. Health Risk Appraisals — Low-Risk Maintenance

3b. Individual Stratification * Know Your Numbers
— Coaching * Physical Activity

.. * Nutrition Awareness
— Health Advocate: Unlimited

contacts  Wellness Modules

— Triage to Resources 5. Incentives
— Develop Self-Leaders 6. Measurement
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Health Insurance Coverage
of Prevention*

« Survey of 2,180 employers

« Coverage by type of preventive service

— Physical exams, immunizations and screening
tests: 50%

— Tobacco cessation: 4-20%
— Weight management: 4-20%

« Even fewer without copays, deductibles or
Incentives for assessment or improvement

*American Journal of Health Promotion 2006;20:214-222
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Plenty of Care — 50% Defect Rate

Condition % Receiving
Recommended Care

Breast cancer 716%
AMI & coronary artery disease 68%
Immunizations 66%
High blood pressure 65%
Osteoarthritis 57%
Asthma 53%
Diabetes 45%
Urinary tract infection 41%
Sexually transmitted diseases 37%
Gastrointestinal disorders 29%
Counseling and behavior change 18%

*McGlynn et al, NEIM 348:2635-2645 2003
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Poor Quality = Death, Pain,

Inconvenience

Comprising 35% of Total Health Care Cost

 Qveruse .
— Antibiotics
— Tranquilizers
— Lifestyle drugs

— Anti-inflammatory .
drugs

— Hysterectomies
— Cardiac caths
— Gl endoscopy

*Midwest Business Group on Health, Juran Institute study, 2002

Misuse
— Multiple uncoordinated visits
— Duplicate tests, procedures
— Medical and hospital error

Underuse

— Vaccination

— Chronic care management e.g.,
diabetes, asthma, heart failure,
cancer
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Your Doctor: “Hamster Health Care”?

Inadequate time
with patients

Administrative
hassles

Patients who
know and
demand more

Greater
accountability

Decreasing
reimbursements

Rising overhead
costs
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Waiting times for
appointments

ER for non-urgent
Visits

Managed care
backlash

Inadequate
management of
chronic iliness

MD burnout and
retirement

“‘System”
collapse?



Goal: “Old Time Doctor” with Current
Technology and Quality Practices




And the Outcome: “McLipitor Syndrome”*

"l call it the McLipitor Syndrome. Patients feel

they can eat whatever they want as long as they

take a statin drug to lower cholesterol. Because

of time constraints, physicians may spend little
time counseling lifestyle change, which can

work as well as or better than the best drugs for

heart disease, obesity, diabetes and high blood

pressure.”

*Mark Goldstein, MD, NY Times Magazine Letter to Editor Feb 11, 2007



“What Bugs Doctors About Patients””

« Don't follow treatments

« Wait too long before making appt
* Reluctant to discuss symptoms

« Request unnecessary tests

« Request unnecessary prescriptions

*Consumer Reports National Research Center, Feb 2007
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59%
41%
32%
31%
28%



Current (In Crisis) vs.
Future Primary Care Practice*

« Current (32 contacts/day)
— 32 office visits
* Future (68 contacts/day)

— 10 office visits — 10 “fast tracks”
— 10 phone contacts — 8 mail merge
— 5 group visits — 10 annual health goals

*Paul Wallace, MD; Kaiser Care Mgmt Institute Study
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Chronic Care Model*:
. _ = (1 !!?

« Self-management

Decision support

Delivery system design

Clinical information systems

Health care organization
« Community resources

*Bodenheimer, Wagner, Grumbach \ZQA\MA 2002



Chronic lliness Needs Health Coaching

* Asthma «  Gastroesophageal Reflux
Adult Disease
Pediatric

. Heart Disease . Low Back Pain

Coronary Artery Disease
Congestive Heart Failure

Hypertension °  Maternity
High Cholesterol
« Cancer
*  Chronic Obstructive Pulmonary - Breast, colon,
Disease leukemia/lymphoma
 Depression * Pediatric

Special Conditions
* Diabetes Mellitus (Type I,1l and

Gestational) * Rehabilitation

«  General Health Model «  Solid Organ Transplants
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Chronic Disease Coaching Elements

Assessment with comprehensive interview

— Medical history, medications, review of systems, lifestyle
behaviors, depression screen

— Functional assessment (SF-12) pre-, post-
« Basic education about disease/condition
« Comparison of treatment plan with current guidelines
» Clarification of patient’s belief and value system
« Assessment of self-management motivation and capability
« Specification of principal care physician and next appointment
« Creation, support and adoption of self-management plan
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Patient-centric Diabetic Competencies
Prompting the Doctor to “Do The Right Thing”

* “Did you receive a HbA1c and what was it?”
— Report: Yes/No and within what range

« “Do you know your cholesterol and lipid levels?”
» “Was your urine tested for protein?”

« “Were your eyes examined and dilated with drops
by an ophthalmologist?”

« “Did your physician or her staff examine your feet?”
* “Did you receive your flu shot?”
 “Do you know your blood pressure?”

* “How often did you visit your doctor for your
diabetes last year?”
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Impact of Unnecessary Surgery

« 75 % of all surgical procedures are elective and 1/3 of all elective surgeries are
unnecessary

» Studies show that education can reduce risk of unnecessary surgery by 9% over
a 2 year period

The Solution

* Promote through consumer education with focus on high volume, high cost
elective procedures that may benefit from nursing intervention, such as:

— Back Surgery — Hysterectomy
— Joint Surgery — Cardiac Surgery
— Gastric Bypass — Gall Bladder Removal
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Shared-Decision Making Support Tools

Animated Guide to Surgical
Procedures

— Start-to-Finish review of
surgical procedures

— Voice-over to guide
consumers

Step-by-step review of

— Important things to
consider before surgery

» How the surgery is
performed

—Surgical procedure

Insurer: Lumenos

Procedure: Knee Arthroscopy to Remove Loose Tissue and Torn Cartilage

Medical Term: Knee Arthroscopy
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CDHP Design Imperatives to Attract &
Assist High Users and Chronic Disease

Preventive Services

“Clinically
Credible”
Account

“Speed Bump” not
“Jersey Barrier”

Out of Pocket Max
Compassionate
And Competitive

Preventive services 100% covered — no copay
“Clinically credible” — for most of the time, does
this amount meet my and my families needs?
Bridge is “speed bump” not real or perceived
“barrier” to traditional health insurance
Incentives for completing health risk assessment
and behavior change (tobacco, weight reduction)

Must be “compassionate” not to bankrupt
individual and “competitive” relative to other
options and/or previous years experience
Incentives for enrolling in and graduating from
health coach program for sickest, highest users




Consumer-Focused
“360 degree” Hospital Quality Vision

Evidence-based
Accreditation Data Care Management

JCAHO/CMS/NQF
and Leapfrog Standards

Risk- and cost-adjusted
outcomes by facility and
provider

Peer

Consumer Survey

“Expert Opinion”

US News, Consumer
Checkbook, etc

“My hospital/doctor did
and how | was treated”

Provider Data
Claims, Rx, Lab

Medpar, All State Payer, Purchasing
Consortia and:Regional Efforts




Consumer-Focused
“360 degree” MD Quality Vision

Evidence-based

Certification Data Care Management
Licensed, certified, Do her patients know,
sanctioned follow & “own” behaviors
ADA, AHA MD designation & best care practices . .

At a reasonable price?
Provider Self

Report Consumer Survey
Peer Review “My doctor did”
“I think | or | plan to”
“Best Docs” as Provider Data
judged by other docs Claims. Rx. Lab

Ordered, billed, paid, dispensed
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Pay for Performance . . Jury Is Out
But “Public Reporting” Alone Appears to Work

« Largest physician group P4P study*

— 3 year, 300 large physician group

— Only 1 of 3 clinical measures improved

— 75% of dollars went to previously high performers
e Largest Medicare hospital P4P study**

— 3-4% improvement seen in P4P hospitals disappointing
when compared to reporting only

« Achievement vs improvement as goal?

* Numerous P4P versions racing forward . . With no
standardization or evidence of effectiveness

*JAMA 2005;294:1788-1793, ** NEJM 1 Feb 2007
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“Pay for Performance” Perspectives

« WHO has to perform?

— Consumers primarily responsible - the market if functioning
should reward the “best” providers with volume and pricing

— Consumer incentives should reflect provider incentives

« HOW should it be paid?
— “Cash is King” and prompt rewards reinforce behaviors

e WHAT measures?

— Consumer “mastery” of evidence-based disease competency
the ultimate goal

— NCQA provider level recognitions for heart disease, diabetes
back care and QI office practices reasonable start



Claims-based Quality Measure Challenges

Who is who?
— No unique physician identier
— No consensus/source on specialty designation

Who is “my patient”

— Assignment of “responsibility” — does patient know?
Coding inconsistencies and gamesmanship
What or who is a “group”?

Currency of data and lag time

“Effectiveness” versus “efficiency” . . And compared to
what?



Importance of Considering the Purpose of the
Quality Measurement*

PUBLIC
IMPROVEMENT REPORTING PAYMENT ACCOUNTABILITY
Aggregate Individual
<

Administrative
Data

/
Lovv/

Modest

dest

>

/;igh
Aust
ab\\/v-;w

count

Clinical
Data

3 *Gregg Meyer, MD in chapter with Mike Parkinson



Some “Quality” Health Care Quality Sites

www.ahrg.gov
— Preventive and clinical care quality guidelines and measures

www.hhs.cms.gov/HealthCareConlnit

— Medicare quality/cost for hospital procedures, inpatient stays,
ambulatory surgical centers, outpatient surgeries

www.crbestbuydrugs.com
— Consumer Reports best value drug alternatives, costs

www.leapfroggroup.org
— Hospitals safety and quality: computerized physician order entry

WWW.Ncga.org
— Health plan ratings and physician recognition program

State-specific sites (e.g. CA;“FL, MN, W1)



http://www.ahrq.gov/
http://www.crbestbuydrugs.com/
http://www.leapfroggroup.org/
http://www.ncqa.org/

Engaged Consumer:
What Would One Look Like?

1.Understands health status/medical
conditions and optimizes health behaviors

2.1s a smart buyer of health care products
and services

3.Participates in a transformational
consumer-focused health plan



Engaged Consumer:
What Would One Look Like?

*Takes personal responsibility for understanding & optimizing health behaviors
— Completes an annual HRA
— Eats a healthy diet
— Exercises 30 minutes a day on most days of the week
— Is within 5 Ibs of desired BMI
— Non-smoker/non drug user
— Consumes two or fewer alcohol drinks a day
— Follows safe sex recommendations
— Understands sources of stress and has healthy means of addressing
— Has a comprehensive view of their health (physical, mental, spiritual)
— Is aware of and participates as appropriate in community health resources
— Knows basic CPR, self- and “buddy” care
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Engaged Consumer:
What Would One Look Like?

Is a smart buyer of health care products and services

Knows and fully utilizes recommended preventive exams, screening services
and immunizations

Knows her “numbers” for specific risks and chronic disease management
Adopts recommended behavior change programs and treatment programs
Minimizes the use of unnecessary tests, procedures and drugs
Understands drug functions, side effects and interactions

Utilizes a personal health record, shares with provider and carries the file with
him/her

Shops for providers and goods based on quality and cost data

Has a collaborative relationship with healthcare provider — designates a
principal care provider

Utilizes quality hospitals (Leapfrog, NCQA), docs that offer e-visits and online
scheduling
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Engaged Consumer: Participates in a
Transformational Health Plan

Recognizes me as a customer

Provides a premium reduction for health behaviors

Covers treatment for tobacco addiction and excessive weight

Provides a suite of health and lifestyle related tools

Informs me about costs and relative effectiveness of medical treatments
Provides access to health coaches/disease management programs
Enables community connections with people like me

Anticipates my needs based on life events e.g.. birth of a child, health event,
Communicates clearly and easily

Minimizes hassles for me and my doctor and helps me navigate healthcare

Encourages me to anticipate complex social issues e.g.. healthcare proxy and end
of life directive

Provides me with security and peace of mind in financing healthcare
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The “Top Ten” Things to Improve
Your Health and Your Care .. And In Order

v' Smoking v Be kind to yourself

v Physical activity v Preventive care

v Healthy weight v’ Prescription drugs

v’ Eating right v Getting most of doctor visit

v Alcohol and substance v Hospital and physician quality

abuse ratings
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A Final Thought:
What Consumer-Driven Isn’t.. And Is (Or Can Be)

e Consumer-driven is NOT
— A “silver bullet” for all that ails healthcare

- A cgs; shift — done properly (stick with your “co-pay hi-deductible
PPO”

— Good only for healthy and wealthy consumers
« Consumer-driven IS
— A major realignment of “patient as purchaser”
— A catalyst to drive languishing P4P, and “system efficiency”

— A platform to incentivize prevention-oriented, evidence-based care,
value-added innovation and create true markets

— A major “destabilizer” of the “medical-industrial complex”
— Subject to “The Tipping Point” phenomena

— A mandate to get health behaviors and consumer healthcare
behaviors “right” . . . Or at least “better”
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Guiding Principles for Health Care Change:
From the “Inside-Out”

* Prevention and public health as foundation

— Evidence-based community and individual behaviors
for high performance America

* Epidemiology as core science

— Behaviors drive 80% of disease, premature deaths,
healthcare and productivity costs

* Economics as guide to value and efficiency

— Who's money? Who decides? With what info? Real
cost? Market-based or government?



“Engagement”: As You Head Back to Your
Home, School, Work, Community . .

* Do | “walk the walk”™ and lead by example?

* Do | create a healthy work, home and school “habitat”,
understand and support behavior change?

 Does my company’s health-related benefits and
partners encourage healthy behaviors, incentivize
prevention, care engagement and quality purchasing?

 Does my CEO, senior leadership and employees
understand what THEY can do to improve health, get
better engaged, reduce health care costs — and become
a better, more competitive company?
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