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The marvelous thing about transformation in the healthcare world is that it is happening virtually every day right
in front of our eyes. In every sector of care, new innovations are being developed and implemented that are
delivering greater quality, improved cost-efficiency, safer care, and a population better equipped to prevent and
defeat disease. Anyone who believes American healthcare is at all static simply is not paying attention.
Yet, progress can be bolder, faster, better coordinated and more comprehensive. In 2016, the Healthcare Leadership Council (HLC) released a report – based upon the collaborative work of leading healthcare companies
and organizations combined with patient advocacy groups – called VIable Solutions: Six Steps to Transform
Healthcare Now. The document is a call to action for policymakers to undertake eminently achievable, yet highly
game-changing, actions that will unleash the power of innovation and bring greater value to our healthcare system.
These reforms include accelerating the movement toward health information interoperability, enabling the Food
and Drug Administration to move lifesaving drugs and devices more rapidly to patients, making greater use of
comprehensive care planning, and modernizing federal laws to encourage partnerships to improve patient care.
We know these ideas can work to transform our healthcare system for the better because we’ve already seen
evidence-supported examples that shine a bright light on their potential. We have asked HLC members, companies from every sector of healthcare, to describe their initiatives that demonstrate collaborative efforts to promote
value-based and patient-centered care, programs that are advancing quality and operational efficiency, and
innovative measures that are breaking new ground in healthcare payment, delivery and treatment.
The goal in presenting these success stories is not only to illustrate how healthcare is indeed changing both
profoundly and rapidly but, more importantly, to make it clear what can be gained if public policies are implemented that will allow these stellar examples to be extrapolated into nationally-accepted standards and practices.
It is quite easy to make the case that we are nearing a new golden era in American healthcare. The contents of
this publication provide compelling support for that belief. What we need now to bring that future into vivid reality
is thoughtful, visionary decisionmaking by policy leaders to link all patients and healthcare consumers with the
ceaseless flow of innovations that can change their lives for the better.

Mary R. Grealy
President
Healthcare Leadership Council
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Foreword
The U.S. healthcare industry is undergoing a period of rapid systemic change. This transformation is being
driven by multiple ongoing developments, among them advances in data analytics and information technology,
new innovations in treatments and therapies, and a shift in our health system’s focus toward wellness and
prevention. For all the benefits these changes have yielded in terms of increasing life expectancy and greater
success in combating disease, they have also exposed fundamental gaps in our care delivery model and
underscored the need for substantive changes that will lead to improvements in care quality and access for all
Americans.
In recent years, policy reform has been primarily focused on expanding healthcare coverage; reform efforts
have also aimed to build a foundation for value-based care by creating incentives for healthcare stakeholders
to improve quality and lower costs. However, there are still many hurdles to overcome in order to deliver the
best possible care to patients.
With member organizations from every sector of healthcare, the Healthcare Leadership Council is uniquely
positioned to help address these issues. All HLC members are committed to advancing U.S. healthcare, making
it increasingly affordable, accessible, innovative, sustainable, and high quality.
HLC initiated the National Dialogue for Healthcare Innovation (NDHI) to break down the barriers to achieving
high-quality, patient-centered healthcare. NDHI is a platform for building consensus among and beyond HLC’s
diverse membership — incorporating the voices of patients, government, academia, and commerce — with the
ultimate goal of fostering patient-centered innovation and driving positive change in the healthcare industry.
Through the NDHI process, HLC created the VIable Solutions initiative, which promotes six solution areas to
transform care delivery now:
1. Comprehensive Care Planning: Better care
coordination to address chronic disease
2. Medication Therapy Management (MTM):
Improvements in the federal MTM program

VIable Solutions:
Six Steps to Transform Healthcare Now

3. Health Information Technology (HIT)
Interoperability: Accelerated health
information interoperability, driven by
private sector innovation
4. Regulatory Reform: Changes to laws and
regulations impeding multi-sector collaboration (Self-Referral/Stark Law, Anti-Kickback
Statute, Civil Monetary Penalties)

I. Comprehensive
Care Planning

II. Medication
Therapy Management

III. HIT
Interoperability

IV. Regulatory
Reform

V. Patient
Privacy

VI. FDA
Reforms

5. Patient Privacy: Securing informations
and respecting privacy while also
improving access to data for quality
healthcare, medical research
6. FDA Reforms: Common-sense improvements
to speed medicines, technologies to patients

The efforts profiled in this compendium are examples of unique approaches taken by HLC member organizations
to address these six areas of healthcare transformation. These solutions demonstrate the ability of the private
sector to positively contribute to solving some of healthcare’s most difficult problems through organizational
change and cross-industry collaboration.
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Overview
41 HLC member organizations have contributed to this compendium from the following industries:

14

Participating
HLC Members

6
11

Manufacturers

41

Providers

4

Supply Chain &
Distribution Companies

4

2

4

Healthcare Service
Suppliers

Health IT
Companies

Insurers

This compendium features overviews of 51 programs, services, and other initiatives led by HLC members to
transform healthcare delivery. These initiatives reach across the six VIable Solutions categories, as well as
other innovative solution areas.
The compendium is organized into three sections:

Section 2

Section23

Collaborations to Enable
Value-Based Care

Individual Member Efforts to
Improve Healthcare Delivery

Policy Reform to Shape the
Future of Healthcare

Collaborations across healthcare
organizations to advance the delivery of
value-based care

Member organizations’ individual
contributions to advancing
healthcare quality and improving
operational efficiency

Efforts and recommendations
to evolve the healthcare
policy landscape

VIable Solutions

Section 1

I. Comprehensive
Care Planning

II. Medication
Therapy Management

III. HIT
Interoperability

IV. Regulatory
Reform

V. Patient
Privacy

VI. FDA
Reforms
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Section 1

Collaborations to Enable
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Enhanced Personal Health
Care Program
Organization Overview

Program Details

•

EPHC has three main goals:

•

Anthem, Inc. is one of the nation’s leading health
benefits companies, offering a broad range of
medical and specialty products and covering one
in nine Americans’ health benefits
Anthem aims to transform healthcare with trusted
and caring solutions

Background
The U.S. provides low-quality healthcare relative to
other industrialized nations, despite spending nearly
eight times the international average on delivering
that care. Much of this wasteful spending is thought
to originate from the misaligned financial and clinical
incentives between providers and payers, which has
ultimately led to low-value care for patients.

1. Support providers’ transition to VBP by providing
financial, clinical, and analytic support as well as
contract flexibility based on system sophistication
2. Improve patients’ quality and experience of care,
as well as their health status and outcomes
3. Slow the growth of total cost of care, in order to
ensure the affordability of high-value coverage
To participate, EPHC providers agree to:

•

Provide 24/7 access to members through extended
hour and/or after hours call coverage

•

As a result, policymakers are seeking to shift healthcare into value-based payment (VBP) models, in which
reimbursement is tied to care quality and outcomes.
The U.S. Department of Health and Human Services
(HHS) has published ambitious goals for implementing
VBPs. By 2018, HHS expects to migrate 90% of all
Medicare payments to quality- or value-based programs and at least 50% of all Medicare payments to
alternative payment models.

Have a dedicated position within their practices
that supports participation in EPHC and practice
transformation

•

Participate regularly in collaborative learning
sessions and use support tools, such as
hot-spotting reports, to identify gaps in care

•

Use a disease registry to manage care for patients
with certain chronic conditions and engage in care
planning for the high-risk population

•

Private payers have also been rapidly transitioning to
these models over the last five years. Anthem was an
early adopter – today, more than 50% of commercial
plan payments are linked to quality, with over 37% of
payments made through alternative payment models.
Anthem aims to continue expanding its VBP programs
with provider systems. In order to create a collaborative
approach to VBPs in primary care, Anthem established
the Enhanced Personal Healthcare (EPHC) program.

Use generic prescription drugs when clinically
appropriate

•

Engage in quality and performance measurement,
and meet appropriate performance standards on
nationally endorsed quality measures

While the program design is flexible, most
providers receive:

•

Upfront clinical coordination payments, to offset
the costs of care coordination and program imple-
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Value of EPHC in Year One (2013-2014)

mentation and enable investments into necessary
technological resources for care coordination

•
•

Access to online tools and resources

•

Actionable clinical data for care coordination, through
a web-based application
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Support from Transformation Teams that work onsite
with providers to establish action plans, identify
high risk patients, and interpret data

Providers are eligible to receive 30-35% of the shared
savings generated when their attributed members’ care
is less costly than projected and when quality of care is
maintained or improved over a 12-month performance
period. Some EPHC providers are moving into true
risk-sharing agreements, sharing up to 50% of either
care savings or excess costs.

Value Delivered
The Enhanced Personal Healthcare Program has:

•

Garnered participation from more than 54,000
providers, including more than 44% of primary care
physicians who contract with Anthem plans

•

Delivered value-based care to approximately 4.6
million patients

•

Improved patient-centric care: Patients seen by
providers in EPHC reported higher care quality,
preventive service use, access to care, and overall
experience

•

Decreased patient costs: EPHC patients had lower
per-member, per-month costs than those seen by
non-participating providers

•

Shared best practices and results publicly to improve
care delivery

that the healthcare system must solve several challenges to ensure appropriate VBP program evaluation:

•
•
•

Isolation of savings drivers
Determination of program value to purchasers,
such as health plans and employers

Based on the early results of EPHC, Anthem proposes
that policymakers:

•

Extend VBP models to a broader range of provider
types, with increasing risk-bearing opportunity
over time

•

Expand on private-sector VBP programs and other
care delivery innovations to promote rapid national
adoption of Alternative Payment Models (APMs)

•

Encourage collaborations between providers,
health plans, and other stakeholders to use existing
platforms in order to transition to VBPs

Path Forward
As VBP programs become more widespread,their evaluation will also become more complex. Anthem believes

Identification of appropriate comparison groups

Enhanced Personal Health Care Program
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Center for Medical
Interoperability
Organization Overview
•

Ascension is the nation’s largest nonprofit health
system, with 2,500 sites of care in 24 states

•

Through its Healthcare Division, Ascension is a
founding member of the Center for Medical Interoperability, a 501(c)(3) organization led by health
systems to advance data sharing between medical
technologies and systems

Background
Historically, many healthcare organizations have experienced similar technical barriers to information sharing,
but they have lacked a dedicated vehicle for addressing
them. The Center for Medical Interoperability (Center)
enables the seamless exchange of information, in
order to improve health care for all. The Center serves
as an R&D arm for member health systems, guiding
innovation and providing a vendor-neutral focal point
to work with solution providers. To fulfill its mission,
the Center is establishing a centralized lab to test and
certify that devices and enterprise applications meet
members’ technical requirements.
The Center’s board of directors represents the diversity
of healthcare organizations. Despite being competitors
in the market, they are unified behind this mission and
committed to leveraging their $100 billion in purchasing
power to compel change.

working to repair the technical underpinnings supporting
health care such that we have a solid foundation upon
which to innovate and develop solutions that will drive
the healthcare transformation that our nation needs.
The Center is collaborating with industry stakeholders
through technology coalitions to develop a vendor- neutral
architecture (Figure 1) that enables data liquidity - the
ability for data to move freely and securely from the
point of care to wherever it is needed.
Attributes of the architecture include:

•

Plug-and-Play (PnP). One can attach the device
or system without requiring configuration of either
side of the connection.

•

One-to-Many. Conforms to requirements and
therefore PnP with others.

•
•

Two-Way. Data can flow in both directions.

•

Standards-Based. Use of open, standardized solutions, as opposed to proprietary ones.

Trusted. Secure, reliable and safe without
failure conditions.

Collaboration Details
The mission of the Center for Medical Interoperability
is to drive technical consensus. The Center focuses
on Infrastructure, Innovation and Transformation. It is

An Initiative of the
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Value Delivered
The Center leverages provider demand and enables
collaboration between vendors to improve patient
safety and care quality, while also reducing clinician
burden and waste.
The Center believes that achieving data liquidity will
benefit the healthcare system as a whole by improving
healthcare quality, while also reducing cost:

•

Patients will benefit from safer, coordinated care
experiences and will have better insight to their
own health information

Figure 1: Framework for Data Liquidity

•

The Center has developed a multi-dimensional interoperability maturity model. Industry must make coordinated
progress along each of the five dimensions:

Care providers will gain access to complete, real-time
data that will enable better care decisions; their
operating costs will also be lowered by reducing
inefficiencies

•

Manufacturers and service providers will benefit from
faster scientific discovery processes and greater
possibilities in developing technology-enabled
offerings that add more value to customers

•

Infrastructure: How connected, secure, and resilient
is the system’s infrastructure?

•

Syntactic: Is the information that the health
system needs to exchange formatted to meet the
system’s needs?

•

Terminology/Semantic: Do the places that send
and receive data speak the same language?

•

Orchestration: Is information exchange sequenced
to meet the system’s needs?

•

Contextual/Dynamic: Do the system’s information
exchanges enable safety and optimal decisions?

Path Forward
•

The Center for Medical Interoperability will occupy
its new lab space in Nashville by the end of 2016

•

The Center will continue to collaborate with industry
experts and its member organizations to develop
the platform’s reference architecture

•

The Center will focus on holistically addressing
the clinical, business, technical, ecosystem, regulatory and health system adoption challenges
to interoperability

Center for Medical Interoperability
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Mosaic Interoperability
Initiative
Organization Overview
•

Baylor Scott & White Health is an integrated healthcare system comprising over 900 sites of care with
10,400 active physicians, and serving over 5 million
patient encounters annually

•

The health system operates the Baylor Scott &
White Quality Alliance (BSWQA), one of the largest
accountable care organizations in the country with
nearly 4,600 physicians

•

Mosaic arose out of BSWQA’s mission to achieve
high quality and cost effective care for patients
through clinical integration

Background
The Mosaic initiative, which began in September 2014,
was developed to implement an interoperability solution
that would support the Health Information Exchange
and Population Health Initiatives at Baylor Scott &
White, such as BSWQA. Mosaic improves the health
system’s ability to deliver the best care possible, as
measured and reported through safety and quality key
performance indicators.

A governance body oversees the project, ensuring that
the following guiding principles are met:

Baylor Scott & White partnered with Allscripts, a vendor
of interoperability solutions, to enable the exchange of
actionable health information at the point of care within
the system using dbMotion™. The key stakeholders
involved in this initiative from Baylor Scott & White
Health were the president of BSWQA, the Chief Medical
Information Officer, and the Chief Information Officer.

Drive accountability through clearly defined roles
and responsibilities

Initiative Details
The aim of Mosaic is to improve interoperability within
the Baylor Scott & White ecosystem, in order to:

•

Enhance access to Patient Information for
Care Providers

•

Provide data for analytics to support
Population Health

•

Prioritize patient safety and quality as
highest importance

•

Pursue a system technology strategy where
appropriate

•
•

Develop a uniform system build across the enterprise

•

Listen to the vendor, but take ownership

Today, all major systems in Baylor Scott & White’s
network are connected to a database storing over 2.7
million patients’ records. The data collection standards
for Mosaic are HL7, CCD, and CCDA.

Value Delivered
Mosaic connects BSWQA physicians with several
systems used within the Baylor Scott & White North

An Initiative of the
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Texas & Central Texas Divisions, as well as those used
by multiple joint venture partners. This connection
provides a more complete view at the point of care,
allowing the care provider to make informed decisions
to deliver high-value care.
The program also adds value by aggregating data for
analytics, enabling Baylor Scott & White to manage
populations by focusing on outcomes, driving down
cost, and supporting wellness and prevention activities
to focus on value-based care. In terms of cost reduction, the system has seen anecdotal savings from a
reduced number of diagnostic tests ordered.

Path Forward
The biggest barriers facing initiatives such as Mosaic
are technical barriers of interoperability between data
collection standards and electronic medical record
(EMR) systems, as well as the high cost. Policies that
would help offset the upfront costs for providers would
support implementation and use of these programs.
Also, the adoption of interoperability standards would
be helpful in moving these programs forward.

Baylor Scott & White will continue to expand the Mosaic
program as new joint ventures and acquisitions arise,
connecting all systems within the network. The ultimate
goal of Mosaic is to connect systems where the health
system’s core EMR products cannot be used, in order
to ensure that all sites of care have access to the full
spectrum of patients’ data.
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Faith-Based Toolkit
Organization Overview
•

BlueCross BlueShield of Tennessee (BCBST) is a
not-for-profit health insurance organization

•

BCBST provides benefits to about 12,000 companies
and serves 3.3 million people

•

BCBST offers BlueCare Tennessee, a managed
Medicaid program that serves 602,000 members

Background:
The population of BlueCare Tennessee exhibits many
characteristics that relate to health disparities: low
income, racial minorities, low education levels, high
violent crime rate, and under-resourced neighborhoods.
Many BlueCare members live in neighborhoods of
concentrated poverty, with 40% or more people living
in poverty within a given area. The National Healthcare
Quality and Disparities Report identified poverty as the
most important factor contributing to health disparities.
Faith-based initiatives assist in reaching populations
that would otherwise be underserved, bridging clinical
care delivery systems with the natural care system of
family, friends, and the community. Based on a recommendation from its Disparities Advisory Panel, BlueCare
Tennessee launched the Faith-Based Toolkit (FBTK)
community-based outreach program in November 2013.

•

Influence members to seek access to
needed services

•

Increase health management engagement among
BlueCare Tennessee members

•

Improve health literacy

Partners in this effort include:

•
•

BlueCare Tennessee

•

Faith-based organizations across the state

Program Details
The Faith-Based Toolkit (FBTK) is a resource for faithbased organizations to use in communicating important
health information to community members in an easily-used, readily accessible format. The toolkit aims to
impact community change rather than specific cases
of disease or intervention, and includes education on
prevention, acute and chronic conditions, and pharmacy.
Key objectives of the program:

•

Create a centralized source for health education
and additional resources

•

Educate communities and their leaders about health
promotion and disease management

11 | Faith-Based Toolkit

BlueCare Disparities Advisory Panel (comprised of
representatives from several community organizations across the state including the TN Department
of Health, The Kidney Foundation, and several
universities)

The program has initially focused on locations with:

•

High concentration of BlueCare Tennessee and
TennCareSelect members

•

High percentage of members receiving no
healthcare services

An Initiative of the
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Three predominant population groups

––
––
––

African American communities
Hispanic communities
Rural, underserved white communities

Value Delivered
•

•

A total of 275 toolkits have been distributed in over
25 counties across the state

––

92 employee volunteers have distributed the
toolkits to over 100 churches

––

BCBST has distributed 150 toolkits directly to
church leaders at various events

Survey responses indicate that the toolkit is being
used as intended by member organizations on a
weekly or monthly basis

Path Forward
•

•

Expand the program to churches across the state
that have not yet been provided with a toolkit

•

Expand toolkit to incorporate content on additional
public health concerns

•

Continue faith based initiatives and outreach

Continue to record and track survey responses in order
to assess engagement and update toolkit content
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Propeller Health Partnership
for COPD Adherence
Organization Overview
•

Boehringer Ingelheim is a global, research-driven
pharmaceutical company embracing many cultures
and diverse societies

•

The central concept of the company’s vision is to
create value through innovation, with a focus on
diseases with high unmet need

Background
Chronic obstructive pulmonary disease (COPD) is
the 5th most expensive chronic condition in the United
States, costing the healthcare system over $56 billion
annually. Many experts have estimated that digital
health applications have the potential to generate
$305 billion in savings across chronic disease care.
Boehringer Ingelheim (BI) and Propeller Health believe
that digital solutions can drive outcome-based medicine and reduce absolute consumer costs. The two
companies have partnered to implement this model
for COPD patients.
By partnering with Propeller Health, BI is supporting
two key elements of digital health:

•

Improved clinical analysis of COPD patients and
self-management efforts outside of the office

•

Analysis of remotely stored health data to derive
insights and develop algorithms to inform or improve
patient health

•

Enable healthcare providers to have visibility into
their patients’ disease management patterns and
to customize meaningful health interventions

•

Enhance patient outcomes by providing these
services to patients and clinicians

This first-in-kind commercial partnership between
the biopharmaceutical industry and the digital health
technology sector will test the following hypotheses
about the Propeller platform:

•

The platform is accepted and adopted by
COPD patients

•

Platform use increases adherence among
COPD patients

Collaboration Details

•

The Propeller digital management platform will complement a COPD patient’s treatment experience with
digital therapeutics and care management tools. The
objectives of the program are to:

The intervention is broadly supported among clinical
staff and physicians

BI has led healthcare collaboration efforts by introducing
the program to stakeholders throughout the healthcare
value chain, including integrated delivery networks,

•

Support patient engagement through a smart digital
platform that educates patients about their symptoms

•

Increase medication adherence by helping patients
develop a personalized disease management program

13 | Propeller Health Partnership for COPD Adherence
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academic medical centers, payer organizations, large
medical groups, and pharmacy partners.
The program began enrolling patients in August 2016,
with a targeted enrollment of 2500 patients across
10-15 healthcare systems.

Value Delivered
As the program has just been initiated, no outcomes
have been determined. However, the partners expect
the program to add value through increased patient
engagement, as well as enhanced patient and provider
management of COPD.
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Path Forward
In the short term, BI and Propeller Health are:

•
•

Continuing to enroll patients into the program
Developing an ROI model for this intervention that
includes the indirect benefits of using digital platforms

Current anti-kickback laws make these commercial
programs difficult to scale, and BI believes that changes
to these regulations may enhance the reach of these
innovative care solutions. Despite these barriers, BI and
Propeller Health maintain long term goals to scaling
the program to additional healthcare systems.
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Comprehensive Medication
Management
Organization Overview
•

GlaxoSmithKline (GSK) is a global healthcare
company that develops pharmaceuticals, vaccines,
and consumer healthcare goods

•

The company runs commercial operations in over
150 countries, with its largest R&D centers in the
UK, USA, Belgium, and China

•

GSK strives to “improve the quality of human life by
enabling people to do more, feel better, live longer.”

Background
Comprehensive Medication Management (CMM) improves
the effective and safe use of medications to optimize
patient outcomes and reduce overall healthcare costs.
This systematic approach to medication usage was
envisioned with the early support of the pharmaceutical
industry in the 1990s. Advocates of CMM believe that
the “shotgun approach” to medication therapy needs
to be replaced by precision medicine and guided by
science, genomics, and proven outcomes.
CMM ensures that all of a patient’s medications are
reviewed for safety, appropriateness, and effectiveness,
in order to improve healthcare outcomes and reduce
system-wide costs.
CMM has the opportunity to vastly decrease US
healthcare costs by an estimated 13% and save over
1.1 million lives a year, based on a New England
Healthcare Institute report published in 2009.
While CMM has existed for several decades, it continues
to evolve with the healthcare industry, as care coordination efforts become more central to care delivery.
CMM programs have recently expanded their reach
beyond free clinics and Federally Qualified Health
Centers into integrated delivery systems, Accountable Care Organizations, and other coordinated care
environments that take on risk for patient outcomes.

Program Details
GSK has directly supported the implementation of
CMM guidelines and programs in the field, including:

•

The Asheville Project

––
•

Patient-Centered Primary Care Collaborative

––
•

An early model for coordinated care for city
employees in Asheville, NC
An organization dedicated to advancing comprehensive, coordinated primary care

First in Health

––

A patient-centered medical home available to
GSK employees in NC

Additionally, GSK has supported policy and legislation
at the federal and state level (including in CA, MA, MO,
NC, WA, and others).
As a common thread in all of these initiatives, GSK
has been a proponent of integrating clinical pharmacists into team-based care settings via collaborative
practice agreements.
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Value Delivered
CMM efforts have demonstrated:

•
•
•

Improved clinical outcomes

•

Expanded patient access to primary care and
specialists, by redirecting medication management
away from physicians

Reductions in ER/hospital visits
Increased identification and resolution of medication-related or drug therapy problems

In addition to improved patient care delivery, CMM
also demonstrates positive cost savings:

•

Some states, such as Minnesota, have used
CMM services for Medicaid for over 10 years, with
positive ROIs

•

Fairview Health Services published an ROI of 1:1.3
for a 10-year CMM program, while the VA has
estimated an ROI of 1:28

Path Forward
Fair pricing for innovative medications can only be realized
when the medication is used safely and effectively to
achieve the intended goal of therapy. CMM integration
enables the optimal use of medications and will impact
how medications are priced in the paradigm shift from
“cost of medications” to the “value of medications.”
GSK’s long-term goal is to have comprehensive medication management services available for all patients.
As legislation, policy, and regulatory environments begin
to create opportunities for value-based contracting
for pharmaceuticals, it will be necessary for CMM to
expand relationships with patient advocacy groups,
providers, and health plans. GSK will continue to push

for regulatory, policy, and agency level education and
action to further expand CMM availability to patients
in need.
While recent changes to the payment environment
represent some progress for CMM initiatives, there are
still barriers to realizing the full value of CMM:

•

Currently, pharmacists are not recognized as
providers under Part B of Medicare, so they have
limited reimbursement opportunities for these
advanced level services

•

CMM services are most effective when integrated
within coordinated care systems, such as PCMH
and ACO environments. However, Part D MTM
is currently a siloed medication/product service.
Because CMM is iterative and focused on clinical
goals of therapy, it is not compatible within a
Part D framework

GSK has drafted model state and federal CMM legislation that would improve access to, and increase the
value of, CMM. To realize the full potential of CMM
programs, GSK advocates for the following policy
changes:

•

Broad adoption of CMM by CMS, including legislation that mandates CMM as a core benefit under
Medicare Part B

•

Inclusion of CMM as an integral part of value-based
and alternative payment systems

––
•

The PPACA called for demonstration projects
that reflect CMM level services, but these have
not been implemented

Mechanisms to appropriately reimburse clinical
pharmacists for these services
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Care4Today®
Organization Overview
•

Janssen Healthcare Innovation (JHI) is an entrepreneurial group within Janssen, the Pharmaceuticals
Companies of Johnson & Johnson

•

The vision of JHI is to transform healthcare delivery
by connecting, supporting, and empowering patients
and providers

•

The JHI team operates as an innovation engine,
developing scalable tools that improve outcomes

Background
Janssen was formed in 2011, shortly after the Affordable
Care Act was signed into law. The group’s focus is to
create cutting-edge, patient-centered health offerings,
such as the Care4Today® brand and associated tools,
to deliver value-based care.
Digital technologies for chronic disease management
have been a key focus area for the JHI group, because
of the unmet needs of this patient population and the
high costs associated with poor adherence. Approximately 50% of patients with chronic illnesses do not
take their medications as prescribed. In the U.S., medication-related hospitalizations, including admissions
due to poor medication adherence cost the healthcare
system approximately $300 Billion per year.

Program Details
The Care4Today® platform enables better connectivity and pathway transparency between chronic care
patients, their healthcare teams, and their caregivers.
These products also empower patients to take a leading
role in managing their own healthcare.
The Mobile Health Manager platform was launched
in 2012 to help patients improve adherence, increase
engagement, and enhance efficiency of care. Mobile
Health Manager is available to patients as a secure
website and mobile application.

Key features of the platform include:

•

Medication adherence reminders, which can be
sent to the patient and/or family members

•

Healthcare provider dashboard, which organizes
all patient self-reported data into one location
and provides real-time visibility into these metrics
for providers

•

Secure messaging platform to enable direct communication between patients and providers

Several techniques were used in designing the technology platform including care pathway mapping, new
product feature assessment, human factor design
testing, and patient and provider usability testing.
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Payer, provider, and pharmacy groups have been
involved in testing and evaluating the platform in real
world practice. The current version of the program
was introduced in August 2013, and continues to be
enhanced through user feedback.

Value Delivered
•

Over 350,000 patients have experienced the
program in either consumer-focused or HCPdirected interactions

•

A pilot randomized controlled trial of Care4Today®
Mobile Health Manager among persons living with
HIV demonstrated non-statistical increases in:

––
––
•

Antiretroviral adherence rate, from 57.5%
to 66.8%
Proportion of patients achieving high adherence
levels (over 90%), from 17% to 32%

In an August 2015 study of Care4Today® Mobile
Health Manager users:

––

97% of users indicated that the application helps
them take medications as prescribed

––

94% of users indicate that they plan to continue
using the application

––

The overall Net Promoter Score for the application was 69%

Path Forward
•

Based on user and provider feedback from Mobile
Health Manager, the Care4Today team is actively
working on the development of a new platform,
which is set to launch in fall 2016.

•

The continuation of value-based care and the shift
toward quality-based measurements will expand the
need for digital health offerings such as Care4Today®.
While current tools use retrospective generalized
data to improve care, JHI’s long-term goal is to
move toward predictive personalized data. This
will enable a shift toward true coordination of care
and, ultimately, to data-driven care personalization.
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Maxim Transition Assist
to Reduce Preventable
Readmissions
Organization Overview
•

Maxim Healthcare Services is a nationwide provider
of home health, medical staffing, and wellness
services

•

Maxim’s mission is to provide reliable, safe, and
patient-centered care through innovation and efficient care delivery models

Background
The transition from hospital to home is a high-risk period
for preventable hospital readmissions. Readmissions often
relate to underlying psychosocial and environmental
factors that reduce patient engagement, medication
adherence, and care access. Many of these factors
are beyond the capacity of traditional caregivers
to address.
Maxim recognized the need for innovative ideas to
overcome these psychosocial and environmental barriers. Maxim Transition Assist (MTA) was developed to
reduce 30-day preventable readmissions by providing
transitional care to patients at high risk for readmission
and empowering them to engage in their own care.

Program Details
In 2015, Maxim initiated a partnership with the University of Maryland St. Joseph Medical Center (UMSJMC)
to reduce preventable 30-day hospital readmissions
among high-risk patient populations in Maryland. The
program will continue through June 2019.
Objectives of the program are to:

•

Address the medical and psychosocial factors of
patient populations at high risk for readmission
through community-based care coordination

•

Reduce the incidence of 30-day readmissions and
other adverse care outcomes, such as avoidable
Emergency Department utilization

Patients in the program receive the following services:

•

Technology Assessment: Incoming patients
undergo an automated assessment of post-discharge
readmission risk based on comorbidities, caregiver
availability, mobility, and other factors

•

NP Assessment: For high-risk patients, a nurse
practitioner (NP) conducts a more detailed in-person
assessment at the patient’s bedside and develops
a care plan

19 | Maxim Transition Assist to Reduce Preventable Readmissions
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•

•

RN Assessment: After discharge, a Maxim registered nurse (RN) visits each patient at home to
assess the patient’s home environment and modify
the care plan, as necessary
CHW Introduction: During the RN visit, the patient
is also introduced to a Maxim Community Health
Worker (CHW), who will work with the patient for 30
days after the hospital discharge to drive engagement, provide education, and coordinate care

Maxim’s transitional care team complements, rather
than replaces, existing home health and other postacute care services. This team creates a partnership
with the hospitalist, primary care team, and specialty
care teams to ensure continuity of care from admission
through the post-discharge medical transition.

Value Delivered
This program improves outcomes and reduces costs
for patients at high risk for readmission, by:

•
•
•
•
•

Fostering patient engagement
Reinforcing culturally appropriate health education

Path Forward
Future goals for the program are three-fold:

•

Expand the size and scope of the program within
the UMSJMC

•

Expand the program throughout the University of
Maryland Medical System’s other facilities

•

Pursue similar program opportunities with other
facilities and payers

Additionally, Maxim promotes policy changes that:

•

Improve clarity and consistency around the term
“Community Health Worker,” a role that varies in
training, licensure, and scope of practice requirements in different states

•

Expand CMS waivers to allow for innovative healthcare delivery solutions, such as Maxim Transition
Assist

•

Promote and incentivize value-based relationships between healthcare stakeholders to deliver
high-quality and cost-effective care
Program Participant Readmission Rate
Feb. 2015 to May 2016

Coordinating care
Providing psychosocial support

30.0%

Empowering communities through advocacy

25.0%

To date, the program has:

•
•
•
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20.0%
15.0%

Conducted 1,600+ NP assessments

25.0%

10.0%

Provided 10,000+ hours of home-based CHW support

5.0%

Reduced readmissions by 60% among high-risk
patient populations (from 25% to 9.9%)

0.0%

9.9%
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CommonWell Health Alliance
Organization Overview
•

McKesson is the oldest and largest health care
company in the nation, serving more than 50% of
U.S. hospitals, 20% of physicians, and 96% of the
top 25 health plans

•

The company collaborates with health care organizations of all types to strengthen the health of their
businesses, by helping them control costs, develop
efficiencies, and improve quality

•

McKesson is a founding member of the CommonWell Health Alliance®, an organization committed to creating and executing a vendor-neutral
interoperability platform

Background
Current healthcare data is fragmented and siloed. As
a result, health IT systems function effectively only
in pockets, rather than benefiting the system as a
whole. In order to advance healthcare, it is critical for
interoperability to be built into all health IT systems as
an inherent attribute, rather than being added on as an
afterthought. CommonWell was formed with a vision
of ubiquitous interoperability, enabling all patients and
providers to access relevant health data, regardless
of where the patient’s care occurs.

Collaboration Details
CommonWell was announced at the Healthcare Information and Management Systems Society annual
conference in March 2013. It is primarily focused on
nationwide deployment of a patient-centered, cross-vendor interoperability infrastructure.
The platform:

•

Aims to unite all health information technology
vendors to create a seamless, vendor-neutral
platform for effective health data exchange

•

Focuses on providing access at a reasonable cost,
for use by a broad range of healthcare providers
and the people that they serve
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•

Promotes the development of common standards
and policies to create a national infrastructure

Founding members of CommonWell include:

•
•
•
•
•
•
•

McKesson
Allscripts
athenahealth
Cerner
Evident
Greenway Health
Sunquest

RelayHealth, a McKesson company, has been responsible
for developing the service offerings that enable CommonWell to provide interoperability to its members.
Less than two years after CommonWell’s launch, the
initial member services were rolled out in four states.
These core services include:

•

Person Enrollment: Enables each individual to
be registered and uniquely identified in the CommonWell network

An Initiative of the

NDHI

•

Record Location: Creates a “virtual table of
contents” that specifies the available locations for
patient information

•

Patient Identification and Linking: Links each
individual’s clinical records across the care continuum

•

Data Query and Retrieval: Enables caregivers to
search, potentially select and receive needed data
across a trusted network
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Value Delivered
•

The Alliance has grown to include over 50
members, who are all contributing to a shared
interoperability vision

•

After just three years in operation, five member
companies are now actively deploying CommonWell’s services nationwide

•

As of June 2016, more than 4,700 provider sites
in all 50 states, D.C., and Puerto Rico use
CommonWell services

•

CommonWell is committed to solving the problem
of interoperability across the care continuum

•

––

The Alliance’s interoperability services have
expanded beyond acute and ambulatory care
into post-acute care, with McKesson leading
the deployment efforts in the homecare market

––

Eight CommonWell members have committed
to deploying services that enable patients to
access their health data through the network’s
patient portal, empowering patient self-enrollment,
self-linking of health records, and self-query

CommonWell delivers value to the healthcare
system through:

––

Improved access — Interoperability between
health IT systems provides nationwide access
to relevant patient data between systems from
different vendors

––

Coordinated patient care — As people move
between hospitals, doctors, and other providers,
their secure, consolidated care histories follow
them, allowing for coordinated care

––

Better decision making — Providers and
patients can view the total picture of a patient’s
current and historical care, enabling them to
make comprehensive, informed care decisions

––

Reduced overall costs — Centralized patient
records retrieved through a single, universal interface provide the potential to help lower the costs
of health IT system access and implementation

Path forward
The immediate next steps for CommonWell are to:

•
•

Roll out CommonWell services for new members
Expand the use cases for all members

Advancement of the CommonWell mission will be
benefitted by legislation or regulation that:

•

Distinguishes between intraoperability
and interoperability

•
•

Clearly prohibits information blocking
Expands patients’ access to their electronic
health data
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Medication Therapy
Management
Organization Overview
•

McKesson is the oldest and largest healthcare
company in the nation, serving more than 50% of
U.S. hospitals, 20% of physicians, and 96% of the
top 25 health plans

•

The company collaborates with healthcare organizations of all types to strengthen the health of their
businesses by helping them control costs, develop
efficiencies, and improve quality

•

The company delivers one-third of all medications
used daily in North America

Background
In 2012, the Congressional Budget Office estimated
that a 1% increase in the number of prescriptions filled
by beneficiaries would cause Medicare’s spending on
medical services to drop 0.2%. Between $100 and $300
billion of avoidable healthcare costs have been attributed
to non-adherence in the US annually, representing 3%
to 10% of total US healthcare costs. In response to the
government’s focus on decreasing healthcare spend,
healthcare plans and other key stakeholders are now
incentivized to improve the quality metrics associated
with their beneficiaries.
The pharmacist can have a direct impact on patient
health and associated costs by improving adherence
and closing gaps in care. This has led to the development of Medication Therapy Management (MTM)
services, through which patients are counseled about
appropriate medication use, potential drug interactions,
adherence strategies, and other topics. After many
failed attempts to deliver MTM services centrally, a
majority of plans have relied on community pharmacies
to impact these metrics. The McKesson MTM program
is designed to leverage the strength of the independent
pharmacy-patient relationship to increase both the level
and quality of patient engagement in MTM services.

Program Details
The goal of McKesson’s MTM program is to support
pharmacies in their evolution to a patient-centric business
model, focused on driving outcomes and expanding
clinical services offerings to meet the broader industry
needs. Areas of focus include adherence for diabetes,
hyperlipidemia and hypertension, high risk medications,
and diabetes gaps in care.
In the fall of 2013, the program partnered with a major
PBM and was piloted in 3 states in the Northwest. Based
on its success, a nationwide program was launched
in 2014. The roll-out included:

•

Mass enrollment of approximately 6,000 pharmacies
in the MTM vendor program and participation from
all major PBMs

•

A series of over 100 live “Town Hall” educational
sessions for independent pharmacies each year,
for the last three years, which are focused on
the changing healthcare landscape, importance
of clinical performance, and necessary actions
for improvement
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•

A roadmap providing pharmacies with educational
and operational resources

•

Tools to enable MTM case completion and outcomes
improvement, such as visual aids, coaching guides,
and outbound clinical advisor calls

In 2016, McKesson added patient-level alerts during
claims adjudication, in partnership with RelayHealth
and a leading MTM service provider. Case summary
reports were also incorporated at this time to increase
MTM completion rates and further expand patient reach.

Value Delivered
The McKesson MTM program has delivered value in
three areas:
Awareness: Through local town halls, 1:1 outreach,
broad communications, training, and tools, McKesson
has greatly increased the pharmacies’ understanding
of the importance of the Federal MTM/STAR Ratings
program to their patients, their pharmacy, and the
healthcare system.
Adoption: The McKesson team developed and employed
tools and solutions to improve medication adherence
and gaps in care. Examples include patient-level case
opportunity alerts, outcomes dashboards, and medication synchronization resources.
Performance: MTM efforts have yielded significant
improvements in pharmacy performance. Patient acceptance rates (per one major MTM platform) are some
of the highest in the industry. In addition, over 2,000
Health Mart pharmacies (McKesson’s independent
pharmacy franchise) are performing in the top 20% in
one or more key quality measures that contribute to
plans’ CMS Star Ratings.
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Path Forward
In the short term:

•

McKesson has recently concluded a customer
study on the pathway to success for pharmacies
that are focused on improving patient outcomes
and store profitability

•

Health Mart will continue to deliver ~100 Town
Halls this year, with a focus on moving pharmacists
down performance pathway, and has added new
pharmacists and experts in adherence and health
behavior change

•

AccessHealth, McKesson’s pharmacy services
administrative organization, will increase serve rates
by expanding the work flow and case summary
alerts to a broader group of pharmacies

•

McKesson Pharmacy Systems and Automation
has also developed a new platform to help bring
disparate MTM and other clinical opportunities
together into one streamlined pharmacy workflow

The long term goal is to drive the patient-centric care
model across the entire pharmacy base. Key steps
will include:

•
•

Improvement toward industry-leading STAR Ratings

•

Inclusion of broad clinical services offerings (such
as immunization, care coordination, discharge
services, disease state management)

Adoption of medication synchronization to
drive efficiency

In addition, McKesson believes that the success of
the program can be enhanced through policy changes
that will:

•

Standardize documentation across different vendors
for MTM services

•

Prioritize face-to-face MTM service delivery by
pharmacists or other qualified healthcare providers

•

Put forward reimbursement strategies for pharmacist-identified patient interventions
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Journey for Control
Organization Overview
•

Merck & Co., Inc. is a premier, research-intensive
biopharmaceutical company operating in more than
140 countries

•

Merck’s mission is to discover, develop, and provide
innovative products and services that save and
improve lives around the world

Background
Diabetes affects 30 million people in the US and
accounts for $1 of every $3 spent on healthcare. A
retrospective study examining the medical records of
over 33,000 patients has demonstrated a 39% cost
savings per year to patients who received educational
visits about diabetes, compared to patients with no such
visits. In addition, recent studies indicate that diabetes
self-management education (DSME), both in group
and individual settings, reduces average A1C levels
by 1.1 to 1.3%. However, less than 7% of people with
diabetes get self-management education in the first
year after diagnosis.
To address this unmet need, Merck, the American
Diabetes Association (ADA), and Healthy Interactions
created the Journey for Control (JFC) US Conversation
Map® Program. JFC is an educational engagement
program that connects people with diabetes and diabetes educators and provides personalized support to
help improve type 2 diabetes self-management. A key
component of the program is the US Conversation Map
Program, which engages people with diabetes using the
interactive Conversation Map methodology in a group
or one-on-one setting.

Program Details
JFC was launched in 2007 as an important part of
Merck’s commitment to advancing diabetes education
with the ADA. The Conversation Map Program uses
visually engaging themes, Socratic dialogue, and
facilitated discussions to engage adult learners.

Through JFC, Merck strives to:

•

Improve health and well-being for people with type
2 diabetes

•

Build long-term, credible, and sustainable access
to education for people with diabetes

•

Empower diabetes educators with interactive educational tools

•

Encourage people with diabetes to form a social
network to share ideas and receive support

Value Delivered
Since its conception, the program has:

•

Trained over 30,000 healthcare professionals on
facilitating Conversation Map sessions

•

Made all educational materials available in both
English and Spanish

•

Been validated by the ADA and has met ADA’s
DSME curriculum standards
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Increased awareness and knowledge of people
with diabetes. According to a survey of >20,000
people with diabetes:

––

>95% were willing to make life changes based
on what they learned

––

94% felt the sessions helped them learn how
to better manage their diabetes

––

90% said they would attend another session

Partner organizations have also confirmed the value
of this program:

•

The ADA’s Educational Program Directors have
stated that the JFC Conversation Map Program is
a widely used teaching tool for diabetes educators

•

The San Joaquin Health System has confirmed
that using the Conversation Map Program in group
visits contributed to better clinical outcomes and
patient satisfaction, and can improve care for the
underserved, underinsured, or uninsured working
community

Path Forward
•

The JFC program has recently deployed several
innovative delivery channels for the Conversation
Map Program

•

JFC is migrating to a responsive-design website to
provide a better user experience for its digital resources

•

In the long term, Merck is looking into the possibility of
providing the program in a virtual educational setting
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Novartis Caregiver Platform
Organization Overview
•

48

CARING FOR
THE CAREGIVER
29

Dealing With Frustration
Tips & Tools
While it’s natural to feel frustrated when things take an
unexpected turn for the worse, it’s not healthy to get caught
up in the feeling for too long. Frustration limits your ability to
make effective decisions on the spot, which is often needed
of Caregivers.
Call your loved one’s insurance company to learn about coverage

TIP 1: Build Your Care Team

home
health
care
services is
(such
as aides to help with routine
One of the bestof
ways
to cope
with
frustration
by venting
hygiene).
Keepthe
a record
of of
each
call for future reference.
constructively. We’ve
all done
bad kind
venting—
criticizing or yelling at someone else, maybe even punching
Seeventing
pages helps
112 and
113 foryour
a call
log that
the wall. But good
to reduce
feelings
of you can use.

Background

CAREGIVER’S CHECKLIST

•

Caregivers are often faced with the unknown – they
wish they had a better understanding of what to
expect along their caregiving journey

•

Caregivers experience a wide range of emotions,
which are sometimes unexpected and surprising
– they wish they knew more about these emotions
and how to handle them

•

frustration and stress (without collateral
damage) and
can key tips and resources will
To summarize,
these
actually make you feel better afterward. help
One helpful
wayon
to your caregiving journey:
along
Consider speaking with your you
employer
about
your caregiving
cope with frustration is journaling.
situation. Looping them in early on can reduce stress later in the

case of unforeseen emergencies
or aabsences.
Identify
core care team of health care

professionals (doctor, pharmacist, social

“

In the United States, there are 50 million family caregivBe on the lookout for...
ers that provide unpaid and often untrained assistance
to a loved one with a chronic illness. The number of
caregivers is expected to continue growing, based on
the expansion of the aging population. However, 36%
of caregivers have not found internet research helpful
in improving their ability to provide care. Healthcare
providers increasingly realize that caregivers are a
crucial piece of the puzzle in treating disease, but they
often lack the resources that they need to provide the
best care.
After significant research with multiple types of caregivers (internal and external) and category experts,
Novartis determined three key areas of need:

21
Confusion

Novartis’ vision is to be a trusted leader in changing
the practice of medicine

Realization

•

Novartis is a global healthcare company that
provides solutions to address the evolving needs
of patients worldwide

ADVICE
FROM THOSE
WHO KNOW

and personal supporters (family,
“We now know through scientificworker)
studies
that

It’s a Family Affair

friends, neighbors). Keep their contact

when we put our thoughts into words
by handy.
information
Caregiving doesn’t only affect your life

Remember that this is a

journaling,
reduced
and our
and thatstress
of your is
loved
one. It impacts
the immune
difficult time for everyone.
Request that your loved one complete

entire family. Siblings and relatives that
Try to have compassion for
system
is strengthened. Over time,
the care
practice
a health
proxy form and HIPAA
you may not be very close to suddenly

your family members, even if

release form. write
of taking
10-15
minutes
re-emerge
to help
create aout
circleof
of your
care. day toyou
don’t agree with them.

down what you’re thinking and Find
feeling
can be
out if your state has enacted the

And with help often comes conflict.
Ask specifically for what you
CARE
Act,
which
guarantees
caregivers
the grains
of opinions
sand that
ultimately
turn
into
the
Finances,
on care,
and
need
from them directly without
certain rights the
upon
planning
becomedifficult
hot topics.
usehospital
of guilt discharge.
or anger.
pearl long-term
of resilience
during
times.”
Emotions run high and old conflicts
foundations
resurface. But there are actions you Contact disease-specific
And when all
else fails, for
bring
materials.
can take to help make peace duringeducational
the
in an objective professional,
caregiving journey, while giving you the
like a family counselor, to help
Ask the doctor,solve
nurse,
or pharmacist questions
support you desperately need.
conflicts.

you may have about medication routines,
side effects, and generic alternatives.

Program Details
Novartis has created a comprehensive resource with
the aim to improve treatment management, patient
engagement, healthcare coordination, and oversight.
The Caregiver Platform consists of:

•

The Caregiver’s Guidebook (available in printed
form, e-book, and interactive PDF)

•

Companion mobile app

The Caregiver Platform was developed through:

Caregivers are unsure where to go for resources
or support – they wish there were a well-laid-out
plan for them

•

Insights and lessons learned from 200 Novartis
Caregivers through engagement with the CARES
Employee Resource Group

The goal of the Novartis Caregiver Platform is to help
these family caregivers know what to expect along
the way, prepare them for the challenges ahead, and
deliver relevant and timely resources to them.

•

Comprehensive market research with 30 family
caregivers across multiple disease states

An Initiative of the

27 | Novartis Caregiver Platform

NDHI

•

Secondary research from 46 reports and websites
to gather foundational insight

•

Partnership with 5 category experts to uncover the
universal barriers and challenges facing caregivers

•

Guidance from a leading behavioral psychologist to
define core strategies to help caregivers navigate
the emotional journey
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Value Delivered
•

Enhances the caregiver experience by offering
supporting resources

•

Helps caregivers provide better care that can lead
to improved patient outcomes

Path Forward

the release of an e-book (in i-book, Kindle, and NOOK
stores) and the release of a partner mobile app to drive
care team engagement and coordination.

The program will continue engaging with stakeholders
in the healthcare system to further support caregivers
along their journey. The immediate next steps include

The long term goal is to elevate the importance of the
caregiver in delivering care and for Novartis to serve
as a partner to caregivers along the journey.
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Diabetes Education Program
Organization Overview
•

Novo Nordisk is a global healthcare company with
over 6000 US employees

•

Novo Nordisk has more than 90 years of innovation
and leadership in diabetes care

Background
Diabetes is a complex chronic condition that requires
treatment coordination and patient engagement to
achieve the best outcomes. Novo Nordisk created the
Diabetes Education Program (DEP) to be a pioneer
in education that inspires and empowers health care
professionals to provide better methods of diabetes
prevention, detection, and treatment.

adherence, such as utilizing motivational
interviewing techniques to engage patients

Program Details

--

The DEP mission is to improve patient outcomes by
providing best-in-class education to health care providers, office staff and patients, focusing on all key
aspects of diabetes management, including appropriate
treatment and patient adherence.
DEP is a train-the-trainer program that supports physician practices across the nation, specifically targeting
those providers who treat a high volume of diabetes
patients. The National Committee for Quality Assurance
(NCQA) has recognized DEP’s quality by awarding the
program: Disease Management Certification in Program
Design. The program has continued to maintain that
level of recognition since 2014.
The program is divided into three major components:

•

Clinical Education

––

A full curriculum of educational sessions (led by
Novo Nordisk Educators) that support healthcare
providers to improve the diagnosis, treatment,
and management of diabetes

--

These educational sessions are tailored
based on the need of the customer and
may provide resources to support better

––

•

•

The Educators may review the ADA Standards
of Care Guidelines along with a few key
resources to support getting patients to goal

Mentoring sessions, in which healthcare providers can observe the Educator interacting with
patients to demonstrate effective techniques for
engaging patients and helping them to actively
manage their diabetes

Pen Training

––

Comprehensive training on proper use of Novo
Nordisk pen products

––

Instructions for product safety, injection site
selection, storage, and disposal requirements

Diabetes Academy

––

Sessions held in the community to help increase
the awareness of diabetes and how to manage it

––

Audience participants may have diabetes themselves, care for someone with diabetes, or be
at risk for developing diabetes
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The DEP also leverages Novo Nordisk’s online portal,
Cornerstones4Care®, which provides educational
information and resources to help support diabetes
management.
Novo Nordisk has ensured that the DEP program meets
high quality standards by:

•

Utilizing American Diabetes Association (ADA)
Standards of Care guidelines

•

Incorporating learnings from the American Association of Diabetes Educators (AADE) 7 Self-Care
Behaviors and the Diabetes Attitudes, Wishes and
Needs (DAWN) studies

•

Reviewing program materials periodically, through
both internal and external stakeholders:

––

––

Internal stakeholders include Novo Nordisk’s
Medical Affairs group, Market Research, Promotional Review Board, and Novo Nordisk
endocrinologists
Externally, the program is reviewed by AADE
and NCQA

•

Novo Nordisk formally surveys program members
on an annual and biennial basis to receive additional
feedback on the program’s content for providers
and patients

•

Novo Nordisk also collects and analyzes program
data to demonstrate the impact of the program
in improving disease management, medication
adherence, and patient outcomes

Path Forward
•

DEP follows a continuous quality improvement
mindset and constantly incorporates learnings in
order to improve the program
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Link to Care: A Diabetes
Screening Community
Partnership Program
Organization Overview
•

Sanofi is a global life sciences company committed
to improving access to healthcare and supporting
people throughout the continuum of care

•

From prevention to treatment, Sanofi transforms
scientific innovation into healthcare solutions in
many therapy areas, including diabetes and cardiovascular solutions

•

Sanofi implemented 280 community programs to
enhance care access in 2015

Background
Community-based screening for diabetes is not recommended by the US Preventive Services Task Force
(USPSTF) or the American Diabetes Association (ADA),
with the rationale that the cost of random screening
does not yield enough impact to reduce the cost and
morbidity of chronic disease. It is recognized, however,
that this type of screening takes place in many areas
of the country, especially in high-risk communities.
For high-risk populations, it is imperative to provide
access to early disease detection for chronic diseases,
such as diabetes and cardiovascular disease, and enable
appropriate follow-up care. In an effort to determine the
best methods for community-based screening, Sanofi
piloted Link to Care: A Diabetes Screening Community
Partnership Program.

Program Details
The Link to Care program is a community-implemented
and industry-supported program which aims to:

•

Reduce morbidity and costs of chronic disease by
early identification

•

Improve screening methods and follow up care
within high-risk communities in the US

•

Evaluate methods for connecting people in underserved communities to health care resources

•

Assess clinical and behavioral outcomes

This program was conducted in partnership with over
40 community-based organizations, including Medical
University and Health System Foundations, Faith based
organizations, the American Heart Association, and
the ADA. Community Health Workers (CHWs) were
involved in outreach, engagement, and education.
Pilot projects were implemented in 7 diverse geographical areas with high diabetes and obesity prevalence
(based on National Minority Quality Forum data) and
the existence of necessary infrastructure to facilitate
follow-up:

•

San Antonio Link to Care project (January 2013 to
March 2013)

•

Detroit Diabetes Outreach project (May 2013 to
October 2013)
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•

Philadelphia Freedom School Innovation project
(April 2013 to October 2013)

•

Institute for Positive Living Diabetes Empowerment
project (October 2013 to October 2014)

•

Philadelphia ADA Crozer-Keystone Community
Outreach project (August 2013 to August 2014)

•

South Carolina Rural Diabetes Screening project
(January 2014 to December 2014)

•

Healthy Eatonville project (August 2014 to present)

Value Delivered
Due to varied structure of the pilot studies, there
was substantial variability in terms of screening rate,
screening yield, and referral rate. This variability
makes it challenging to compare results of individual
pilot studies. However, the results of the Link to Care
program revealed a high prevalence of abnormal
readings (in terms of blood glucose, blood pressure,
and weight/BMI) in the communities studied. Overall:

•

~13% of the 9,325 individuals reached by the pilot
projects were screened

•

~62% of screened individuals were referred for
care or education based on the outcome of the
screening test

•

~40% of tests conducted showed abnormal results

The Link to Care program added value by:

•

Demonstrating the need for community-based
screening, indicated by the high number of abnormal
readings of the populations involved

•

Engaging populations at high-risk for chronic disease
in early detection and follow-up programs to reduce
long-term morbidity and cost

•

Serving as a learning lab to develop validated
programs and methods for community-based
screening in high-risk populations

•

N AT I O N A L D I A LO G U E F O R

Healthcare Innovation

Highlighting the importance of CHWs, who delivered
the most successful outcomes regarding screening
rate and referral methods, clearly serving as a crucial
link between communities and healthcare systems

Path Forward
In the short-term, Sanofi:

•

Has presented a poster at the ADA clinical meeting
in May 2017 entitled: “Link to Care: Preliminary
Results and Lessons Learned from a Diabetes
Screening Community Partnership Program”

•

Is collaborating with Florida Hospital Foundation
to complete the Healthy Eatonville Place program
(August 2017) and working with the Medical University of South Carolina Foundation to finalize
data analysis in the rural Bamburg County, SC pilot.

•

Will be publishing a full manuscript to inform stakeholders and decision makers on the impact and
need of community-based screening in high-risk
populations

•

Is working to develop sustainable ways for CHWs
to engage communities to drive improved health,
especially for those with chronic disease

In the long term, Sanofi looks forward to improving
screening in high-risk communities by impacting policy
change in the following areas:

•

Widespread adoption of CHWs as part of the healthcare team, through sustainable funding mechanisms
and reimbursement policies

•

National recognition, through organizations such
as USPSTF, that high-risk communities cannot be
combined with the population at large for recommendations for prevention services
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Program for Advanced Illness
(PAI)
Organization Overview
•

•

SCAN is a senior-focused organization committed
to meeting the needs of older adults and caregivers through its health plan and community service
programs.

PAI: A Personal Approach
to End-of-Life Care
Rose, an 81-year-old patient,
knew that she did not want
to take extraordinary measures to prolong her life.
Soon after she entered into
the PAI program, she was
evaluated for a tracheostomy that would require longterm care in a nursing home.
Rose discussed alternative options with her nurse
case manager and instead chose a less invasive
approach, which allowed her to spend her last days
in the comfort of her own home.

SCAN Health Plan is one of the largest not-for-profit
Medicare Advantage Prescription Drug plans in the
nation, serving members in California.

Background
The U.S. healthcare system has begun to value
advanced care planning, as evidenced by CMS’s recent
approval of physician payment for voluntary end-of-life
counseling. As advanced care planning becomes more
of a focus, it will be important to maintain the highest
possible quality of life for seriously ill patients while
ensuring that appropriate and desired care is delivered.
Many SCAN members and their families expressed
a desire to better understand the decisions regarding
end-of-life care. They wanted greater involvement in
the decision-making process and assurance that the
patient receive care in his or her preferred setting.
As a result, in 2014, SCAN launched the Program for
Advanced Illness (PAI) for its members experiencing a
diagnosis of chronic or end-stage conditions to focus on:

•
•
•

Enhancing quality of life.
Improving care coordination.
Increasing member, family and caregiver satisfaction.

Program Details
PAI is a thoughtful and innovative avenue for development of standards in advanced illness planning. PAI
services make it possible for patients and their families

to understand the full array of care options available to
them and to receive treatment that best fits their values,
goals and cultural preferences. Through this program:

•

SCAN works with its provider partners to identify the
patients that could benefit from participation (e.g.,
those with requirements and diagnosis of chronic
or end stage conditions).

•

A palliative-trained nurse case manager serves as
the member’s personal advocate. The nurse:

––

Helps plan members and their caregivers navigate care options that reflect each patient’s
quality of life goals and wishes.

––

Encourages articulation and documentation of
end-of-life wishes.

––

Identifies healthcare proxies and makes referrals to hospice.
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––
––

Works closely with the patient, the caregiver and
the entire medical team to ensure that everyone
understands the critical decisions being made.
Follows up with family after the member’s death
to offer bereavement resources.

To develop this program, SCAN staff:

•
•
•

Reviewed existing literature.
Attended relevant conferences.
Consulted with SCAN’s provider partners, the California Healthcare Foundation, and local palliative
physicians.

Value Delivered
Since the PAI program was implemented in 2014:
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Path Forward
In the short term, SCAN will obtain and evaluate the
data from the first three years in order to document the
successes and areas of opportunity for the PAI program.
In addition, SCAN is developing content and materials
to offer training and technical assistance to contracted
medical groups, with the aim of expanding palliative
care services. SCAN has also created an Advanced
Illness Work Group to:

•

Increase the number of members who have documented their end of life care preferences.

•

Encourage provider partners to offer palliative care
services.

In the long term, SCAN plans to increase the number of
PAI case managers in order to serve a larger number
of members.

•
•

Almost 600 SCAN members have participated.

•
•

Fewer member deaths have occurred in acute facilities.

1. Expansion of Medicare reimbursement for palliative
care in the outpatient setting.

85% of the members who have died while in the
program did so in their expressed preferred setting.

2. Creation of primary palliative care curriculum in
medical schools.

PAI participants have experienced reduced hospital
days, emergency room visits and readmissions, as well
as increased referrals to hospice and palliative care.

SCAN supports two policy changes to expand access
to palliative care:
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Project Sonar
Organization Overview
•

Takeda Pharmaceuticals U.S.A., Inc. is among the top
15 pharmaceutical companies in the United States

•

Takeda is committed to strive toward better health
for people worldwide through leading innovation
in medicine

Background
Inflammatory Bowel Disease (IBD) is a complex, often
poorly controlled condition that can lead to high acute
care costs. In 2012, BlueCross BlueShield of Illinois
(BCBSIL) spent more than half of its Crohn’s Disease
spending on inpatient hospital treatments due to condition-related complications.
Many factors contribute to the high costs associated
with IBD, including:

•

Tremendous variation in physician practice and
hospitalization rates

•

Low patient engagement: less than 1/3 of BCBSIL
patients admitted for inpatient care had any demonstrable provider interaction in the 30 days prior to
admission

Project Sonar is a community-based registry and disease
management program, which was developed to not
only improve the health and lives of IBD patients, but
also to create efficiencies in IBD treatment practices
and reduce overall costs.

Program Details
The program began as a pilot program between Illinois
Gastroenterology Group (IGG), SonarMD, and BCBSIL
in 2014, which served 50 patients. It has continued to
expand over time, now involving up to 5,000 patient
participants. Current partners include SonarMD™,
16 multi-site GI practices (including IGG), BCBSIL,
Health Care Services Corporation, Mutare Health,
Takeda Pharmaceuticals USA, Xcenda LLC, and
AmerisourceBergen.

The objectives of the program are to:

•

Change GI practice focus from one patient-at-a-time
to improving the health of populations

•

Utilize a care team approach to embrace mid-level
professionals, care managers, social workers, dieticians, pharmacists and others as required

•

Engage patients as partners in their care alongside
their healthcare team

•

Assess real-world IBD treatment patterns, treatment
response, healthcare utilization, and reduced costs
as a result of ProjectSonar participation

Project Sonar has two core components:

•

A cloud-based registry that integrates monthly
patient-reported symptoms and health-related quality
of life information with electronic medical record
(EMR) and claims data to provide comprehensive,
real-time information to physicians and patients
about IBD health status
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•

An ongoing research project to demonstrate the
clinical, humanistic, and economic outcomes associated with this chronic care program

•

•

•

•

Patient engagement

––

Patient involvement is initially facilitated through
a ‘super visit’ with the nurse care manager
to assess risk, treatment history, and patient
preferences

––

Patient adherence is promoted by the Sonar
system, which ‘pings’ patients reminders via
their smartphones

Proactive practice teams

––

Patient care is managed through a team of nurse
care managers and physician medical directors

––

Treatment decisions are based on AGA Care
Pathways for Crohn’s disease and Ulcerative
Colitis

Clinical information systems

––

Analysis of patient-reported outcomes data is
sent to the practice team on a monthly basis

––

Over time, this data produces a patient’s ‘Sonar
Score,’ graphically representing the individual’s
risk and changing health status, which is fed
back into Sonar tools and dashboards to be
used by the care team

During the first full year of Project Sonar data collection, patients with Crohn’s disease experienced:

––
––
––
––

Project Sonar utilizes critical elements of the Chronic
Care Model, including:

•
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57.14% fewer inpatient admissions
53.28% fewer emergency department visits
24.5% reduction in injectable biologics
8.97% increased use of infusible biologics

The platform and database also allow for additional
clinical and economics outcomes studies

Path Forward
•

Project Sonar will continue to serve patients in the
existing program and conduct outcomes studies

•

Project Sonar is pursuing negotiations with Blue
Cross Blue Shield plans across the country to
integrate cost data

•

Long term goals include:

––

National expansion to additional large multi-site
GI practices

––

Investigation into the feasibility of expanding
into smaller independent practices

––

Acquiring claims and cost data beyond Blue
Cross Blue Shield health plans, which will be of
critical importance to conduct national outcomes
and cost effectiveness studies

––

Conducting national outcomes and cost effectiveness studies on IBD topics

Value Delivered
•

This program utilizes coordinated, comprehensive
care and patient engagement to improve patient
outcomes and reduces costs to the system
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Expanding Urgent Care
Access
Organization Overview
•

•

Texas Health Resources is one of the largest
faith-based, nonprofit health systems in the United
States, which owns, operates, or affiliates with 25
acute-care and short-stay hospitals
Adeptus Health owns and operates First Texas
Hospital and First Choice Emergency Room, the
nation’s largest and oldest network of independent
freestanding emergency rooms

“

“Expanding our footprint in the
region is about making it easier
for consumers to find quality,
convenient care close to home.”

“

NDHI

Barclay E. Berdan, FACHE
CEO of Texas Health Resources

Background
Population center growth has outpaced the expansion
of acute-care hospital systems, leaving patients in
more rural areas without access to necessary facilities.
These patients often have to drive long distances to
receive urgent care. Often, the patients are treated at
hospital-based emergency rooms, although most acute
illnesses can be treated effectively and efficiently in
freestanding emergency facilities. Texas Health has
responded to demand from patients, expanding its
reach through a partnership with Adeptus Health to
improve the health of patients in rural communities.

Initiative Details
In May 2016, Texas Health Resources and Adeptus
Health developed a joint venture that aims to increase
access to high-quality emergency medical care in
North Texas.
Through the joint venture, over 30 of Adeptus Health’s
First Choice freestanding emergency departments, as
well as a 50-bed urgent care hospital, have become
part of the Texas Health network. This joint venture
expands the reach of Texas Health’s network of hospitals and outpatient centers to over 350 care sites,
serving more than 7 million residents in 16 counties
in the Dallas-Fort Worth area.

Value Delivered
•

Through their partnership, Texas Health Resources
and Adeptus Health are broadening the choices of
North Texans seeking emergency care

•

Patients will benefit from simplified and convenient
emergency care, as well as enhanced access to the
health system’s other services, such as wellness
programs, preventive care services, and advanced
interventions for complex care

Path Forward
This innovative venture between two leading health care
systems is an important step in fulfilling the systems’
goal of expanding access to the highest-quality medical
care in the communities the partnership serves. In the
short-term, the First Choice ERs will be rebranded to
Texas Health. The long-term goal of the joint venture
is to expand access to Texas Health’s integrated
delivery network.

An Initiative of the

37 | Expanding Urgent Care Access

NDHI

N AT I O N A L D I A LO G U E F O R

Healthcare Innovation

Formation of an Integrated
Care Network: Southwestern
Health Resources
Organization Overview
•

•

Texas Health Resources is one of the largest faithbased, nonprofit health systems in the United States,
which owns, operates, or otherwise affiliates with
25 acute-care and short-stay hospitals
Southwestern Health Resources is a regional
health network, developed between Texas Health
Resources and the University of Texas Southwestern Medical Center

Background
Both Texas Health Resources and UT Southwestern
Medical Center share a strong commitment to improving well-being and providing the best possible care
for patients, as well as a long history of collaboration.
The two organizations joined forces in 2015 to launch
Southwestern Health Resources, an integrated care
network led and governed by physicians, which aims
to provide a better experience for patients.

Program Details
The integrated network will cover care delivery from
prevention and health management to highly specialized care. Southwestern Health Resources’ network
will include:

•
•

––
––

––
––

Texas Health employed physicians
UT Southwestern faculty

Independent physicians

Value Delivered
For patients, Southwestern Health Resources offers:

•
•
•
•
•

Increased access
Streamlined primary and specialized care
Improved quality
Expanded service offerings
Enhanced affordability

For clinicians and researchers, the network offers:

•
•

New opportunities for medical education

•

More comprehensive patient health information

Expanded research initiatives and a new pool of
patient data

Path Forward
•

The vision for Texas Health is to create a full
continuum of clinically-integrated care by joining
Texas Heath’s focus on primary, secondary, and
tertiary care with UT Southwestern’s focus on
tertiary and quaternary care

•

Texas Health and University of Texas Southwestern
Medical Center will continue to foster a new model
of care delivery that meets or exceeds patient
expectations around affordability, innovation, and
reliability

27 hospitals throughout North Texas
An expansive network of nearly 3,000 physicians
across the spectrum of care delivery, from various
institutions:

University-affiliated physicians
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Jointly-Owned Health Plan
Company with Aetna
Organization Overview
•

Texas Health Resources is one of the largest faithbased, nonprofit health systems in the United States,
which owns, operates, or otherwise affiliates with
25 acute-care and short-stay hospitals

•

Texas Health had over 160,000 inpatient stays and
over 1.5 million outpatient encounters in 2015

•

Aetna is a healthcare benefits company serving 46.5
million people nationally, and offering a range of
traditional and innovative health insurance products
and related services

Background
The shift in the American healthcare landscape toward
value-based care has resulted in increasing cost and
quality pressures, creating demand from employers
and consumers for new solutions to modernize the
healthcare system. In this new healthcare economy,
both Texas Health Resources and Aetna are committed
to developing value-based care models that improve
outcomes, lower costs, and enhance patient experience.
To this aim, Texas Health Resources and Aetna have
created a jointly-owned health plan company that will
focus on improving quality and affordability of care,
as well as enhancing the consumer experience. Both
partners will share equal accountability for the health
plan members, aligning incentives in order to reduce
unnecessary costs and improve quality of care.

Collaboration Details
The jointly owned health plan company will leverage
Aetna’s experience in health benefits administration
and Texas Health’s commitment to population health
management to achieve a shared goal: delivering
integrated, high-quality health care experience — from
health plan enrollment and hassle-free billing to pre-

ventive care and state-of-the-art medical interventions
— at more than 350 access points across North Texas.
The collaboration drives forward Texas Health’s evolution from an acute-care hospital system to a value-based healthcare system, leveraging its recently
developed integrated care network: Southwestern
Health Resources. The joint venture also aligns with
Aetna’s goal of shifting 75% of its healthcare contracts
to value-based payment models by 2020.
As part of the joint venture, the partner companies are:

•

Forming a physician-led network to manage care
coordination, which will feature Southwestern Health
Resources and offer:

––
––
––
––

27 acute-care hospitals
70 outpatient facilities
350 community access points
Over 500 physicians, through the Texas Health
Physicians Group
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Developing new fully-insured and self-insured
commercial products

––

These products will be offered to employers
in 14 counties in the Dallas-Fort Worth area in
2017, pending regulatory approval

Value Delivered
The value of the joint venture has yet to be determined,
though it is expected to:

•

Streamline healthcare coordination and proactive
patient outreach

•
•

Enhance clinicians’ focus on wellness
Increase the use of evidence-based clinical approaches

Path Forward
In the short term, Texas Health Resources and Aetna
will focus on rolling out the self-insured commercial
products in early 2017, pending regulatory approval.
Texas Health Resources also plans to continue expanding the offerings available through this partnership.

The long-term goal is to build an organization that
successfully:

•
•
•
•
•

Creates a better consumer experience
Promotes better care coordination
Expands access
Improves clinical effectiveness
Reduces unnecessary costs
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Chronic Disease Medical
Home Collaborative
Organization Overview
•

Vizient is the nation’s largest member-owned health
care services company

•

Vizient aims to improve its members’ clinical, operational, and supply chain performance, empowering
them to deliver high-quality and cost-effective care

Background
The Vizient Research Institute determined that 10% of
the population accounts for nearly 65% of health care
spend in a given year. This spend is often related to
chronic disease or complex episodes of care.
Vizient developed the Chronic Disease Medical Home
collaborative to help members tackle the biggest problems in delivering care to patients with chronic illness.
This program drives members to incorporate program
elements that improve patient access, increase coordination or otherwise enhance care quality, such as:

•
•
•
•

A multidisciplinary care team

•

Process that spans all care settings including acute,
post-acute, outpatient, and home

•

Process to address patients’ psychosocial needs
as well as their medical needs

•

Mechanisms to engage the patient and family/
caregivers in self-management

24/7 patient access to the team
Real-time access to all medical record information
Relationships with community physicians and
support services

Program Details
The objectives of the Chronic Disease Medical Home
program are to:

•

•

Identify the necessary steps to build a new care
model for chronically ill patients

•

Share experiences and best practices with the
Vizient member community

To participate, member organizations must submit a
Chronic Disease Medical Home team charter, including
an executive sponsor, physician sponsors, and a project
liaison, among other roles. Vizient does not provide
specific goals or a target therapy area. Rather, member
organizations prioritize the biggest unmet chronic care
needs in their own health systems, develop a model to
meet these needs, and create goals and performance
improvement measures to track progress.
During the collaborative, participating health systems:

•

Receive a playbook of resources to improve chronic
disease management, including:

––
––
––

Gap analysis and brainstorming tools
Implementation plans
Case studies about successful Chronic Disease
Medical Homes

Help member organizations develop programs to
support and manage seriously ill patient populations
An Initiative of the
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•

Participate in monthly calls, during which:

––
––
––
––
•

•

Member organizations provide updates
Successful efforts are spotlighted
Subject matter experts offer best practices
Members discuss barriers and risk reduction
strategies to address them

Contribute to a collaborative-wide listserv with
questions and discussion topics

At the end of the collaborative, Vizient creates a
Knowledge Transfer session that highlights members’
best practices and successes. The information from
the Knowledge Transfer is available to 400+ Vizient
members enrolled in the broader Performance Improvement (PI) Collaborative Program, so that many provider
systems can benefit from the learnings of the core
program participants.

•

Vizient’s Chronic Disease Medical Home program
consisted of two cohorts

––

Cohort 1 was a 12-month collaborative with
19 members

––

Cohort 2 was a 6-month collaborative with
13 members

Both programs concluded as of September 2016, but
participating organizations are continuing their work

Program outcomes have not yet been reported;
however, other organizations with chronic disease
medical homes have achieved:

––

40% reduction in total cost, due to fewer hospitalizations and emergency department visits

––
––

40% reduction in readmission rates

––

A return on investment of $2.65 for every
$1 spent

32% reduction in patients with poor
glycemic control

Path Forward
•

In the existing PI Collaborative programs, Vizient
has not enacted any specific requirements for data
collection or analysis

•

For future programs, Vizient will still allow members
to decide their own goals and key performance
indicators, but is implementing mandatory data
reporting to better understand project impact

•

Vizient is currently establishing survey tools to
enable members to submit this data more easily and
reduce disparities in data reporting from different
databases

•

Vizient continues to develop other collaborative
programs to better manage serious conditions and
test clinical delivery changes, including an upcoming
effort around palliative care improvement

Value Delivered
•
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Care Improvement with
Medicity® Services
Organization Overview
•

Aetna is committed to providing individuals, employers,
health care professionals, producers and others
with innovative benefits, products, and services

•

Medicity, an Aetna company, is a leading provider
of network-enabled population health, connecting
thousands of facilities through over 100 health information networks and processing 5 billion clinical
transactions per year

Background
As healthcare organizations shift their focus to population health management, providers are becoming
more responsible in overseeing the total spectrum
of a patient’s care, regardless of where the patient
chooses to receive his or her care. However, research
shows that a large portion of patient care moves out
of network, which hinders providers’ ability to improve
outcomes and also increases costs.
Medicity offers a range of health management solutions
that are designed for the evolving healthcare landscape.
These services improve data access and sharing
across care settings, enable patient monitoring, and
offer analytics for clinical and operational efficiency.
Two products focused on improving care coordination
and network utilization are:

•
•

SmartNetworks
CareTransitions

Product Details
SmartNetworks
SmartNetworks is a robust web-based application that
uses data analytics and powerful visualization to give

providers insight into referral activities. With the analytic
pathways offered by the application, providers can:

•

Track and monitor the causes of out-of-network
care (“leakage”)

•

Understand which clinicians are sending patients
out of network and where those patients are going

•

Identify opportunities to improve in-network care
coordination, offer services, and reduce costs

CareTransitions
CareTransitions is a cloud-based tool that gives healthcare organizations a simple way to track, follow up, and
improve on transitions in care. This is accomplished
by integrating patients’ clinical data with longitudinal
patient data about admissions, discharges, and transfers.
Key features include:

•

Network Management & Smart Templates:
Enables referral coordinators to create rules and
preferences for network usage, in order to match
patients with the right care providers
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•

Network Management: Helps referral coordinators
to refer patients to appropriate high-value providers
at the top of their benefit plan

•

Provider Directory: Searches for appropriate
providers using the rules from Smart Templates

•

Actionable Worklists and Notifications: Tracks
pending transitions and creates notifications for
those requiring follow-up

•

Reporting: Provides statistics around number, type,
efficiency, and effectiveness of care transitions
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Value Delivered
Both SmartNetworks and CareTransitions deliver value
to the healthcare system by helping providers:

•
•
•

Improve patient retention to enhance care coordination

•

Reduce the resources used to track referrals and
care transitions, improving operational efficiency

Recapture revenue for the system
Enhance timeliness of referrals and care transitions
by eliminating manual processes

Path Forward
As the shift to value-based care continues, Medicity
will continue to promote these products that increase
providers’ operational efficiency and ultimately improve
the quality of care for their patients.
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My GNP Mobile App
Organization Overview
•

AmerisourceBergen partners with global manufacturers, providers, and pharmacies to enhance supply
chain efficiency and improve access to products

•

AmerisourceBergen has the largest retail pharmacy
distribution network, with 15,000 locations

•

AmerisourceBergen supports a network of over
2,800 independent community pharmacies through
the Good Neighbor Pharmacy® network

•

My Med Buddy allows patients to set a contact to
be notified if medications are missed

•

Refill My Prescription enables patients to submit
refill requests to their local pharmacy by scanning
or typing the prescription number

Background
Medication adherence continues to be a major pitfall
for advancing healthcare delivery. Poor adherence is a
source for preventable illness and hundreds of billions
of dollars in unnecessary costs in US healthcare. Some
of the major barriers to medication adherence include
patient difficulties with complex medication instructions
and failure to keep track of medication consumption
and refill schedules. In response to this gap in care
coordination, AmerisourceBergen recently launched
the newest release of the Good Neighbor Pharmacy
mobile app, called My GNP.

Program Details
The My GNP mobile app enables patients to:

•
•
•

Send refill requests on the go
Monitor medication adherence
Track medications and related health information

The app offers several new services that enable patients
to monitor adherence, track health, and request medication refills:

•

My Med Planner is a calendar tool that allows patients
to view daily medications and receive reminders

•

My Med Notes enables patients to log healthrelated notes such as dosage, side effects, and
food interactions
An Initiative of the
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Value Delivered
•

About 33% of AmerisourceBergen’s customer base,
or nearly 1,000 Good Neighbor Pharmacy locations,
are enrolled in the My GNP mobile app

•

The app serves approximately 60,000 active
sessions annually

•

100% of Apple Watch app users, and 91% of mobile
app users, have submitted a refill

•

50% of users feel more apt to take scheduled
medications when receiving medicine reminders

•

26% of users have reported increased adherence
scores by logging their medication regimen

•

Additionally, AmerisourceBergen will cross-promote
the app on all of the company’s social media outlets
to increase the user base

•

Long-term goals include higher medication adherence
and added value for patients, increased sales for
pharmacies, and increased brand loyalty

Path Forward
•

AmerisourceBergen aims to continuously improve
the technology behind the My GNP mobile app, and
plans to update the app 2-3 times per year

My GNP Mobile App | 48

NDHI

N AT I O N A L D I A LO G U E F O R

Healthcare Innovation

Healthcare Staffing Solutions
Organization Overview
•

AMN Healthcare strives to be the most trusted,
innovative, and influential force in helping healthcare organizations provide a quality patient-care
experience that is more human, more effective,
and more achievable.

•

The mission of AMN is to deliver top talent and
insights to help healthcare organizations optimize
their workforce, give healthcare professionals
opportunities to do their best work towards quality
patient care, and create a values-based culture of
innovation where clients and team members can
achieve their goals.

•

Dedicated to quality and corporate responsibility, AMN
Healthcare is the first healthcare staffing company
to receive the Gold Seal of Approval™ for Staffing
Companies from The Joint Commission and was
also named to the Forbes’ 100 Most Trustworthy
Companies List.

Background
The healthcare industry faces chronic workforce
challenges for the next decade due to shortages of
healthcare professionals. At the same time, healthcare
organizations are challenged with new reimbursement
structures and new care models. To address these
challenges, provider systems are searching for innovative ways to obtain clinical talent, streamline operations and continue to deliver quality care. Since the
average healthcare organization spends over half of its
revenues on personnel costs, staffing and workforce
processes are a vital area for optimization.

Product Details
Through a formula of Strategy + Staffing + Optimization, AMN Healthcare provides staffing and workforce solutions to deliver better cost management,
talent optimization, and improved quality. The AMN

Managed Services Program (MSP) gives healthcare
organizations a single point of contact to streamline
vendor management, candidate recruitment, in-house
staffing, and workforce processes such as billing and
reporting. Clients using these services have realized
annual savings of up to 15% and have seen talent fill
rates improve as much as 30%.

Company Details
With the expertise of 30 years, AMN Healthcare is the
leader and innovator in healthcare workforce solutions
and staffing services to healthcare facilities across the
nation. The company provides unparalleled access
to the most comprehensive network of quality healthcare professionals through its innovative recruitment
strategies and breadth of career opportunities. With
insights and expertise, AMN Healthcare helps providers optimize their workforce to successfully reduce
complexity, increase efficiency, and improve patient
outcomes. AMN delivers managed services programs,
healthcare executive search solutions, vendor management systems, recruitment process outsourcing,
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predictive modeling, medical coding and consulting,
and other services. Clients include acute-care hospitals, community health centers and clinics, physician
practice groups, retail and urgent care centers, home
health facilities, and many other healthcare settings.

Path Forward
The pace of change in healthcare continues to accelerate.
Shortages of nurses, physicians, allied professionals,
executive leadership and other healthcare workers grow
worse. Healthcare organizations need innovation in
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staffing and workforce solutions so they can optimize
their contingent and permanent workforce to keep pace
with the evolution of the healthcare industry and maintain
their focus on quality patient care. AMN Healthcare will
remain the progressive and trusted partner through our
focus on innovation as we continue to bring new service
offerings that solve healthcare industry challenges in
this transformative era.
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Healthcare Innovation That
Supports Clinical Process
Improvement
Organization Overview
C. R. Bard, Inc. (BARD) is a multinational developer,
manufacturer and marketer of innovative medical
devices focused primarily in the areas of Vascular,
Urology, Oncology and Surgical Specialties. BARD is
dedicated to pursuing technological innovations that
offer superior clinical benefits while helping to reduce
overall healthcare costs.
BARD holds itself to the highest ethical standards to
assign measurable, robust, clinical and economic
value to healthcare and to deliver safe and effective
products and programs.

Background
As ‘Value’ has become paramount to healthcare providers in this era of accountable care delivery, healthcare
providers are faced with increasing operational costs
while patients are presenting with more risk factors.
The balance of cost and outcomes involves addressing
key challenges in controlling procedural complications
such as infection, radiation exposure, and variation in
treatment protocols, often in addition to sub-optimal
product use or selection. There needs to be a focus
on using the right product for the right patient at the
right cost.

Product Details
Even though hospitals educate on proper techniques,
clinical management practices often vary, potentially
resulting in less than optimal outcomes. Product selection standardization, a key component of procedural
standardization, can help clinicians as they seek to
achieve optimal product performance, use and outcomes.

BARD is helping reinforce the importance of procedural standardization in many ways. One example
is through the introduction of the BARD SURESTEP™
Foley Catheter Tray. This is an integrated system
of product labeling that guides the clinician through
product selection and use, which encompasses foley
catheter insertion as well as the care and maintenance
of these devices.
BARD has also developed products that offer unique
clinical advantages coupled with process improvement programs. Take, for example, the GEOALIGN®
Marking system, which can be used as an alignment
tool during repeat catheterization procedures. The
GEOALIGN® Marking system is designed to accurately
align the device at the target lesions, thus helping with
procedural efficiency to reduce fluoroscopy time and
any associated radiation exposure to both patients
and clinicians.
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Other programs, such as the BARD All Points™ training
program, enables BARD through the use of Six-Sigma
principles to train hospital staff on proper instructions
for product use to support standardization of hospital
protocols. This empowers clinicians in their efforts
toward safe and effective central line care, and helps
to address the costly issue of central line-associated
bloodstream infection.
The introduction of the SITE~RITE 8™ Ultrasound System,
with PINPOINT™ GT Technology provides virtual visualization and navigation of an introducer needle during
the needle insertion process into a targeted vein. The
SHERLOCK 3CG® Diamond Tip Confirmation System
integrated on the SITE~RITE 8™ Ultrasound System
aids in the bedside placement of Peripherally Inserted
Central Catheters (PICCs), and gives the ability for
hospitals to move away from confirmatory x-rays in
adult patients with normal cardiac rhythm—protecting
patients and healthcare providers from unnecessary
radiation.
BARD also provides clinical and financial programs,
economic models, case studies, value dossiers of
research studies, along with validation and data
analytics, all of which underscore BARD’s commitment to deliver innovative opportunities and uncover
best practices.
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Value Delivered
BARD believes that collaboration with healthcare professionals to provide advanced training, appropriate
product selection and use, can impact clinical and
economic outcomes in areas such as infection rates,
length of stay, product acquisition costs, safety for
patients and care givers, and standardization of procedural care. BARD works closely with hospitals and
healthcare systems to meet the challenges facing the
healthcare arena today.

Path Forward
BARD’s focus for the future is expanding upon a collaborative emphasis and approach to earlier disease
detection and treatment, ultimately improving clinical,
economic and patient outcomes. The methodology
for BARD’s initiative is evidence-based research that
encompasses finding, evaluating, and translating
scientific data into usable value analysis information.
BARD’s leadership position in its chosen disease states
and the quality and breadth of products, enable BARD
to partner with suppliers and healthcare providers
to reduce healthcare costs, while maintaining superior product quality for the highest level of patient
care available.
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Asthma and Depression
Medication Adherence
Outreach
Organization Overview
•

BlueCross BlueShield of Tennessee (BCBST) is a
not-for-profit health insurance organization

•

BCBST provides benefits to about 12,000 companies
and serves 3.3 million people

•

BCBST offers BlueCare Tennessee, a managed
Medicaid program that serves over 600,000 members

Background
Failure to closely adhere to medication treatment plans
can result in poorly controlled symptoms, relapse, and
ultimately, high costs to the healthcare system. Some of
the identified barriers to medication adherence include:

•

Failure to educate patients about the need for
medication adherence, even when asymptomatic

•
•

Patient discomfort with medication side effects
Lack of communication between patients and practitioners about medication use

BCBST aims to foster medication adherence through
better patient education and follow-up practices. A
multidisciplinary workgroup was established at BlueCare Tennessee to address these barriers, including members from Quality Improvement, Member
Education and Outreach, Information Delivery, and
executive leadership. The group developed a targeted
medication adherence outreach program for asthma
and depression in November 2015, which continues
to be improved upon today.

Program Details

and West, as well as TennCareSelect member populations) who have been diagnosed with asthma or major
depression and have become non-compliant with their
medication regimens.
For these patients, the program has the following
objectives:

•

Initiate follow-up on non-compliance with telephonic
outreach to educate the member about the importance and benefits of medication adherence

•
•

Identify the patient’s barriers to medication adherence

•

Ensure that any additional services needed are
available such as transportation, access to practitioners (follow-up appointments), access to medication refills, etc.

Develop solutions with the patient to overcome
identified barriers

The Asthma and Depression Medication Adherence
Outreach Program targets BCBST Medicaid populations (including BlueCare Tennessee East, Middle
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Adherence or compliance is assessed through the
following quality indicators:

•

––
•

Results of 4th Quarter 2015 outbound calls
conducted by the Pharmacy Outreach Specialist

Asthma

––

Medication Management (percentage of asthma-diagnosed members who remained on
treatment during the treatment period)
Medication Ratio (ratio of long-term controller
medications to total asthma medications)

Depression

––
––

Treatment initiation (percentage of members initiated on an antidepressant drug and who received
adequate acute-phase trial of medications)
Continuous treatment (percentage of members
who were initiated on an antidepressant and
completed a period of continuous treatment
over 6 months)
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Asthma

Depression

Unique members
contacted about
adherence

719

16

Percent of contacted
members who filled a
script on or after the
contact date

83%

75%

Percent of script-filling
members who were
compliant for HEDIS
2016 medication management measures

68%

92%

Path Forward
• BCBS of Tennessee will continue to monitor and
evaluate the success of the Asthma and Depression
Medication Adherence Outreach Program

Value Delivered
This program improved patient outcomes for both
asthma and depression by promoting prescription
refills and medication adherence.

•

In the long term, BCBST aims to demonstrate
increased improvement in asthma and
medication adherence
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Complex Community Care
Initiative
Organization Overview
•

BlueCross BlueShield of Tennessee (BCBST) is a
not-for-profit health insurance organization

•

BCBST provides benefits to about 12,000 companies
and serves 3.3 million people

•

BCBST offers BlueCare Tennessee, a managed
Medicaid program that serves 602,000 members

Background
In the United States, 5% of the patient population generally represents 50% of the total cost across all payers.
This patient population is complex and dynamic, often
struggling with factors such as chronic physical and
mental illness, poverty, and social isolation. For these
individuals, the standard care system is not effective,
as demonstrated by high utilization rates coupled
with poor outcomes. BCBST believes that the primary
need for these patients is not additional resources, but
rather, improved care design and greater member and
community engagement.
In 2014, BlueCare leadership commissioned a multifaceted work group to address these needs, which
represented departments such as Clinical Improvement, Population Health, Case Management, Medical
Informatics, and others.
The workgroup developed a collaborative partnership
with the Institute for Healthcare Improvement (IHI) in
2015, which led to the implementation of the Complex
Community Care Initiative, an integrated “community
care” model for a small subpopulation of BCBST’s
Medicaid population with complex needs. BCBST is
now building relationships with primary care teams,
hospitals, and affiliated entities who are willing and
able to participate in redesigned care for individuals
with complex needs.

Program Details
BCBST utilized claims data analysis and predictive
modeling to identify a small subset of the overall BlueCare Tennessee population that would benefit most
from intensive community-based care management.
BCBST identified 285 BlueCare Core members with
over $50,000 in medical spend for 2014 and at least
8 inpatient admissions in a two-year period.
These patients were enrolled in the Complex Community Care Initiative, with the specific objectives to:

•

Provide patients with the knowledge, skills and
confidence to manage their conditions effectively

•

Reconnect these members with community supports
and care teams that meet their complex needs

•

Improve patients’ health and experience, while
reducing their healthcare expenditures
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The Complex Community Care Initiative offers a personalized approach to complex care management:
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initial study group and maintain tracking of this population to determine cost savings, care improvement,
and other metrics.

•

Individual case reviews are completed to identify
themes and patterns

•

Each patient is assigned to a case manager who
conducts face-to-face interviews in the
member’s home

•

Patients are connected to care teams to manage
their complex needs

In the long term, BCBST intends to expand this approach
to its Long Term Services and Supports (LTSS) and
Dual Special Needs Medicare Advantage plan in 2017.
BCBST has also developed a “Real Time Radar”
process to identify individuals beginning to “superutilize”
inpatient medical services, so that those individuals
can be enrolled in the new case management model.

The Complex Community Care Initiative continues to
be improved through an iterative design approach.
Based on the results of testing and review of the most
recent iteration of a design, changes and refinement
are made to continuously improve the program.

The Complex Community Care Initiative is well organized to facilitate future improvements in care delivery
models, and BCBST is working with both hospital-based
providers and primary care teams toward this goal.
Some future improvements include:

Value Delivered
BCBST has developed a methodology to measure
the short-term cost impact of the program, based on
the number of inpatient medical admissions for 2016
compared to their previous two year history.
While it is too early to tell whether BCBST has lowered
overall costs, the program has:

•

Improved its member engagement rate significantly
without any increase to staffing

•

Enabled BCBST to target its case management
resources to members with the highest needs and
highest potential impact of intensive care management

•

Increased patient satisfaction by providing a person-centered approach to care

Path Forward
The immediate next steps for the Complex Community
Care Initiative are to continue delivering care to the

•

Integration of medical and behavioral health professionals within the health plan, primary care system,
at home, and the community

•

Development of locally-tailored coordination teams,
based on standard design, but with regional expressions that reflect existing community and provider
assets

•

Enhancement of information systems to allow for
timely automated reports, in lieu of manual tracking
and trending

In order for the program to expand and flourish, BCBST
intends to collaborate with the Bureau of TennCare and
other Medicaid MCOs. Together, they would be able
to assess population health management reporting
requirements to better reflect interventions that are
proving to be successful. BCBST hopes to help federal
and state government leaders identify opportunities
for benefit redesign to provide more stable care and
lower costs for vulnerable populations.
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4Kscore Test
Organization Overview
•

BioReference is the third-largest full service clinical
diagnostic laboratory in the US, processing over 9
million laboratory test requisitions in 2014 alone

•

BioReference offers a comprehensive list of innovative
and cost-conscious testing options for providers,
focused on the ultimate goal of improving patient
outcomes

Background
Prostate cancer accounted for approximately 27% of
newly-diagnosed cancers in men in 2014, making it the
most commonly diagnosed male cancer in the United
States. Since the widespread use of prostate-specific
antigen (PSA) for prostate screening began in the early
1990s, the US has seen a 45% reduction in prostate
cancer deaths. However, PSA testing is unable to differentiate aggressive prostate cancers from indolent
prostate cancer, or even benign prostatic disease.
With approximately 75% of prostate biopsies resulting
in no or indolent cancer, the United States Preventative
Services Task Force (USPSTF) began to recommend
against routine PSA screening for prostate cancer in
2012, to reduce unnecessary prostate biopsies and
overtreatment of indolent prostate cancer. However,
this puts many men at high risk, as 20% to 30% of
men who are currently diagnosed with prostate cancer
have high-grade cancer at the time of its discovery.
Screening for prostate cancer is important; it is the
subsequent overutilization of biopsy procedures that
must be better controlled to enhance patient safety
and reduce system-wide costs.

Product Details
The 4Kscore is a blood test made up of a combination
of four prostate-specific biomarkers and clinical findings.
This test provides men with accurate risk measure-

ments for aggressive prostate cancer, and a long term
risk assessment for cancer metastasis over a 20 year
period. This innovative technology was developed in
an academic-industry collaboration between leading
researchers at Memorial Sloan Kettering Cancer Center
and OPKO Health. The test was commercialized by
OPKO Health in 2014 and is now offered through its
subsidiary, BioReference Laboratories. The 4Kscore
test has been extensively evaluated in at least 12
studies with over 20,000 subjects. To date, the test
has been ordered approximately 40,000 times by over
5,000 physicians across the country.
The 4Kscore test addresses the critical public policy
issue of providing men with an accessible, easy to
understand, risk score for aggressive prostate cancer
after an abnormal screening test with PSA and/or digital
rectal examination. The test arms patients and their
care providers with a more comprehensive understanding of the patient’s risk when deciding if they need to
undergo an invasive prostate biopsy, thereby reducing
unnecessary procedures and health care costs.
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Value Delivered

Path Forward

The value of the 4Kscore test for enhanced prostate
cancer testing is manifold:

BioReference Laboratories continues to promote outreach programs to patients and providers, including
primary care physicians and urologists. The long term
goal is to drastically improve coordination of care for
men at risk for prostate cancer between screening,
follow up, and invasive procedures such as prostate
biopsy and removal of the prostate. Several clinical
trials are planned and ongoing to further the data
available on the uses of 4Kscore. The organization
also plans to set up a nationwide registry for men
diagnosed with indolent prostate cancer from biopsy
procedures, in order to track these subjects’ disease
progression with regular 4Kscore tests (modified
to be used after a diagnosis of prostate cancer, for
active surveillance).

•

Reduces costs, by eliminating wasteful spending
on unnecessary biopsy procedures and associated
complications that lead to hospitalization, such as
infection and bleeding

––
•

Economic modeling for the program shows up
to 40% net medical cost savings when 4Kscore
is used prior to biopsy

Enables informed and shared decision-making for
patients seeking confirmatory biopsy testing or
treatment options, based on risk level identified
through the 4Kscore test

––

In a clinical study on the impact of the 4Kscore
test on prostate biopsy rates, 88% of urologists
noted that the test influenced their decision on
prostate biopsy

––

Overall, the use of prostate biopsies was reduced
by 65% in the study, driven by informed decision-making based on risk scores:

--

94% of men with a low risk score did not get
a prostate biopsy

--

81% of men with a high risk score did get a
prostate biopsy

•

Acts as a tool for enhanced care coordination for
primary care doctors and urologists treating men
with suspected prostate cancer

•

Decreases patient anxiety associated with invasive,
and often unnecessary, biopsy procedures

The greatest potential barrier to expanding the reach
of the 4Kscore test lies with reimbursement issues, as
CMS’s reimbursement policies are not well adapted
to recognizing innovation. The 4Kscore test has been
clinically demonstrated to accurately predict the risk of
aggressive prostate cancer with a simple blood test, and
has the potential to save significant costs. BioReference
Laboratories advocates for the development of appropriate price setting mechanisms that takes into account
not only the basic costs of the test, but also the obviated
costs from guiding the right patients for further evaluation in the least invasive manner, and in a manner most
respectful of the patient. Congress should direct CMS
to develop an innovation assessment calculation that
recognizes cost savings as well as clinical improvement,
and use that calculation to ensure more rapid and
appropriate reimbursement.
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naviHealth Solutions
Organization Overview
•

Cardinal Health is a global, integrated healthcare
services and products company

•

The company offers cost-effective solutions to
enhance supply chain and care delivery efficiency,
connecting stakeholders across the care continuum

•

naviHealth, a Cardinal Health company, offers postacute care and workflow optimization solutions,
including clinical decision support tools and analytics,
for health plans and providers to improve patient
outcomes and generate cost savings

Background
The pressure is on providers to deliver better patient
outcomes and reduce costs, as payers shift payment
mechanisms in response to growing healthcare spending. Integrated discharge planning and post-acute
management are critical to reducing the likelihood of
poor outcomes and costly readmissions. To support
providers, naviHealth has developed evidence-based
risk assessment and decision support tools that leverage
proprietary data and first-hand experience to improve
patient care.

Solution Details
Connect

•
•

Determine appropriate level of post-acute care

•

Enable detailed conversations with the care team,
patient and caregivers to align expectations, reduce
uncertainty, and enhance engagement

•
•

Transition patients to the next setting

Prioritize resources to the patients with
greatest needs

Optimize

•

Stratify patients by readmission risk and
post-acute need

•

Predict an individual patient’s post-acute outcomes
based on patient’s functional status

•

Collect outcomes data by post-acute facility to
create and manage a high performing network

Manage

•
•
•

Manage post-acute outcomes and utilization

•

Outsource or augment existing resources and
capabilities with naviHealth clinical services

Personalize a post-acute care plan for each patient
Monitor adherence to the personalized care plan
and improvements in patient outcomes

Share information across the continuum
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Value Delivered
naviHealth solutions are proven to:

•
•
•

Drive lower length of stay

•

Ensure patients receive maximum function
improvement

•

Reduce post-acute care spend

Reduce 30-day and 90-day readmissions
Enable adherence to CMS’ conditions of
participation

Path Forward
Healthcare entities are in different stages of their journey
to value-based care. naviHealth’s breadth of solutions
address payer and provider needs regardless of where
they are on that journey. As a pioneer in the shift to
value-based reimbursement, sharing financial risk with
health plans in Medicare Advantage programs and with

health systems in CMS’s bundled payment initiatives,
naviHealth continues to support the growth of these
programs by enabling health plan and health system
success with the company’s first-hand experience and
proprietary solutions.
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OutcomesMTM
Organization Overview
•

Cardinal Health is a global, integrated healthcare
services and products company

•

The company offers cost-effective solutions to
enhance supply chain efficiency, connecting stakeholders across the care continuum

•

OutcomesMTM, a Cardinal Health company, leads
the nation in the design and implementation of
Medication Therapy Management (MTM) programs

Background
In the United States, costs from medication-related
problems are as high as $300 billion annually. Better
medication use means lower use of unnecessary
healthcare services and healthier patients.
OutcomesMTM was founded in 1999 by a group of
pharmacists and businesspeople who had a vision for
delivering better health via a readily accessible and
widely trusted healthcare professional — the local
pharmacist. They wanted to empower pharmacists to
use their clinical expertise to improve MTM and overall
quality of life for patients, in a way that helped them
earn money and support their business.
Since then, MTM has become widely adopted by insurers
and associated pharmacies across the US to reduce
adverse events and help patients achieve the best
outcomes for medication therapies. OutcomesMTM
offers a systematic, multi-channel approach to MTM,
enabling local pharmacists to become knowledgeable
health care providers and care partners for patients.

Service Details
OutcomesMTM connects Medicare, Medicaid, commercial health plans, employers, and other healthcare
payers with a national network of 100,000 local chain,
independent, and health-system pharmacy providers to
provide MTM services. Clients can implement existing

programs offered by OutcomesMTM or partner with
the company to design and pilot new services.
The objectives of OutcomesMTM’s services are to:
1. Help patients to get better results from their
medications
2. Avoid unnecessary medication and healthcare costs
3. Achieve better health
OutcomesMTM serves patients across the US with its
wide network of community pharmacists:

•

OutcomesMTM covers 5 million-plus members for
over 40 healthcare payers in all 50 states, Washington D.C. and Puerto Rico

•

More than 100,000 pharmacists have completed
training and ~61,000 pharmacies are contracted
with OutcomesMTM

•

Although services span a wide array of conditions, a
few common focus areas include diabetes, asthma,
and high cholesterol

The service also provides plan sponsors with estimated
avoided costs and return on investment, using its Actuarial
Investment Model (AIM). Each OutcomesMTM claim

An Initiative of the

61 | OutcomesMTM

NDHI

must pass quality assurance review and is categorized
with a severity rating to determine overall costs saved:

•
•
•
•
•
•
•

•

Level 1 - Adherence Support
Level 2 - Reduced Medication Cost
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83% of surveyed patients who received a Comprehensive Medication Review (CMR) from their
participating pharmacies rated the CMR at a 4/5
or a 5/5

Level 3 - Prevented a Physician Visit

Path Forward

Level 4 - Prevented an Additional Prescription Order

Currently, OutcomesMTM is:

Level 5 - Prevented an Emergency Room Visit

•

Working with pharmacy providers to increase the
number of members served and the number of
successfully completed MTM services

•

Developing other channels to ensure patients are
able to receive MTM services, such as a telephonic
pharmacy team, long term care facilities and health
system pharmacists

•

Creating a medication reconciliation service to help
address hospital readmissions

Level 6 - Prevented Hospital Admission
Level 7 - Prevented Life-threatening Situation

Value Delivered
The value of the program is in the avoidance, mitigation,
and resolution of medication related issues, including
gaps in care, non-adherence, dosing inconsistencies,
adverse drug reactions / interactions, and duplications
of care:

•

Program return-on-investment has consistently
exceeded $3:$1 and has reached as high as $10:$1

•

A recent analysis of the OutcomesMTM adherence
interventions for a Medicaid plan showed improvement in adherence to medications treating diabetes,
hypertension and cholesterol:

––

Overall, the proportion of adherent members
at the end of 2015 was 12% higher in the
Successful Intervention group than the No
Intervention group

In the longer term, the company will continue to:

•

Collaborate with associations and other organizations
to share results and findings from the company’s
programs

•

Focus its programs on the goal of changing patient
and prescriber behaviors around medication use.
In a quality-focused health care marketplace, those
programs that best lead to behavior change will be
the most successful
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Altegra Health Addresses
Social Determinants of Health
Organization Overview
•

Change Healthcare is committed to driving value
among payers, providers, and patients by using
data analytics to deliver predictive insights to these
stakeholders

•

Change Healthcare operates the single largest
financial and administrative healthcare network in
the United States

•

Altegra Health, a Change Healthcare company,
provides risk adjustment services, quality performance, engagement solutions, and advisory services
to healthcare companies

Background
It is well-documented that an individual’s overall
health is correlated to his or her ability to overcome
socio-economic challenges. Altegra Health is committed to advancing resources that address the social
determinants of health, an underlying force behind cost
and overutilization of avoidable high-cost services.

Product Details
Altegra Health’s Dual Eligible Enrollment service
identifies Medicare Advantage (MA) beneficiaries who
may receive additional benefits from dual enrollment,
including payment of their Part B premiums, by assisting
them as an authorized representative in applying to the
appropriate state Medicaid agency. Similarly, Altegra
Health assists MA beneficiaries who may qualify for
the Medicare Prescription Drug Coverage low-income
subsidy (LIS).

Altegra Health’s COMMUNITY Link™ product guides
health plan members through an extensive database
of more than 10,000 public and privately-sponsored
community programs for which they may qualify. Altegra
Health proactively reaches out to these beneficiaries
using multi-channel communications to advise them
about the COMMUNITY Link service and its benefits. In
addition, Altegra Health provides advocacy and enrollment
assistance to help beneficiaries access these programs.
COMMUNITY Link program categories include, but
are not limited to:

•
•
•
•
•
•

Energy & utility assistance
Home care & repair
Nutritional assistance
Rx discounts
Telephone assistance
Transportation assistance
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Value Delivered
Dual Eligible Enrollment services add value by:

•
•
•
•

Value of Altegra Health Products

Increasing participation among those eligible for
but not currently enrolled as a dual eligible or LIS
beneficiary

37 Million

Members served across all products and
markets

Providing much-needed assistance navigating the
complex dual eligibility and enrollment process for
MA low-income beneficiaries

$2.1 Billion

Raising MA beneficiary satisfaction with their plan

Total Part B premium member savings

Improving health outcomes for MA low-income
beneficiaries

$150 Million

Community benefits delivered annually

COMMUNITY Link™ services add value by:

•
•
•

Mitigating social determinants of health by facilitating participation levels in community programs for
low-income health plan members

10,000 Programs

Available through COMMUNITY LinkTM

Raising member satisfaction with their plan
Improving health outcomes for health plan members

Path Forward
•

Altegra Health is committed to assist health plan
members with meeting their socio-economic
challenges.

•

Altegra Health welcomes the opportunity to work
with policymakers in exploring innovative programs
that incentivize health plans and other stakeholders
in addressing member socio-economic challenges.

•

The MA program is currently undergoing significant
changes in how it reimburses plans for their dual
eligible beneficiaries. Altegra Health urges CMS
to ensure that MA plans have adequate resources
to meet the member socio-economic challenges.
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Coding Advisor
Organization Overview
•

Change Healthcare is committed to connecting the
dots between payers, providers, and patients, by
using data analytics to deliver predictive insights
to these clients

•

Change Healthcare operates the single largest
financial and administrative healthcare network in
the United States

•

The company offers a diverse portfolio of solutions
to help payers, providers, and pharmacies operate
efficiently and effectively

Background
Care practitioners are reimbursed for assessing and
managing patients’ health through a set of Current
Procedural Terminology (CPT) codes called “evaluation and management” (E/M). These services represent a significant portion of healthcare billing – 30%
of Medicare Part B payments were for E/M codes in
2010. Improper coding for E/M services is a significant
concern for payers and puts undue financial burden
on the broader healthcare system. The extent of E/M
misuse has been the subject of a report published by
the Office of Inspector General, which found that:

•

•

Medicare paid $6.7 billion in inappropriate E/M
claims in 2010 alone

Traditionally, insurers often pay out claims before
investigating them, due to the short time frames that are
legally-required for provider reimbursement, and then
conduct post-payment audits. When improper coding
occurs, this causes payers to engage in a “pay and
chase” model to adjust reimbursement appropriately to
providers. Due to the high cost in pursuing low dollar,
high-volume claims, payers have historically been unable
to effectively pursue these types of overpayments.

Product Details
Coding Advisor is an innovative platform developed
by Change Healthcare to transform payment integrity
services for the healthcare payer industry. This product
was developed to address the widespread issue of
overpayment by insurers due to:

•
•
•

Outlier physician E/M upcoding
Misuse of “modifier 25” for E/M coding
Unit errors associated with high cost injectable
“J-Code” billings

55% of Medicare claims for E/M services were
incorrectly coded or lacking documentation in 2010
FOUR PHASE CHANGE IN BEHAVIOR APPROACH

PHASE 1
Identify

PHASE 2
Educate

PHASE 3
Validate

PHASE 4
Act
CHANGE IN
BEHAVIOR

• Outlier Identification
• Establish Baseline

• Outlier Reports
• Outreach Calls
• Coding Policies

• Probe Audits
• Document Error Rate
• Transactional Messaging

• Documentation and
Case Summary
• SIU Action Plan
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Through Coding Advisor, billing behavior is changed
through a four phase approach:
1. Identify: Data analytics identify outliers in provider
billing practices and establish a baseline
2. Educate: Expert medical coders deliver targeted
insights about coding policies and conduct outreach
calls to help correct coding errors on a pre-submission basis
3. Validate: Coding Advisor conducts probe audits
to determine claims corrections and documents
error rates
4. Act: Coding practices are documented and case
summaries developed, in order to create action plans
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Value Delivered
Coding Advisor has successfully improved provider
billing practices and resulted in reduced billing costs
for customers:

•
•
•
•

23.4% average decrease in overbillings
3.9% average decrease in cost of E/M claims
$200 million saved in total through the end of 2016
80% of outlying providers exhibited more accurate
billing practices

Path Forward

The reach of the product has grown rapidly over the last
18 months, with a customer base of 8 payers covering
tens of millions of lives. These customers fall across
the spectrum of payer types:

Change Healthcare aims to broaden the scope of Coding
Advisor and is currently investing significant resources
to build out additional content in new areas with high
overpayment vulnerability. The modules currently in
the design process include:

•
•
•
•
•

•
•
•
•
•

Large national commercial payers
Medicare managed care organizations
Medicaid managed care organizations
BCBS plans
Government payers

Behavioral Health
Emergency Department
Hospital DRG
Implants
Other sources of overpayment recovery issues
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Healthy Choice Program
Organization Overview
•

Cleveland Clinic is a non-profit academic medical
center that integrates clinical and hospital care with
research and education

•

The medical center has over 3,400 physicians
and scientists and serves 6.1 million patient visits
each year

Background
Cleveland Clinic operates the Cleveland Clinic Employee
Health Plan (CCEHP), a self-funded insurance provider for
the system’s employees. The plan partners with several
local and national resources to offer external patient
wellness programs, such as Weight Watchers and
Curves, as well as Cleveland Clinic-offered programs
in its clinical departments and special programs such
as E-Coaching, provided through its Wellness Institute.
The Healthy Choice Program commenced in 2008
with a set of voluntary services for any patient who
wanted help with smoking cessation, losing weight, or
controlling chronic diseases. Participation was initially
modest, with only about 13% of eligible beneficiaries
participating. Strong beneficiary incentives were initiated in 2012, totaling more than 20% of beneficiary
premiums, which has resulted in approximately 60%
participation from employees and spouses today.

Program Details
Objectives of the Healthy Choice Program:

•
•

Prevent and manage chronic disease

•

Improve care outcomes while reducing
healthcare costs

To achieve these goals, the Healthy Choice Program
removes cost barriers by covering medications, physician co-pays, supplies, equipment, and access to
Cleveland Clinic campus fitness facilities. Participants
also receive generous financial incentives for meeting
their outcomes goals and partial incentives for participating but falling short of goals.
Major focus areas for the program include:

•
•
•
•
•
•

Asthma (for adults and children)
Diabetes (for adults and children)
High Cholesterol
Hypertension
Tobacco Cessation (offered by EHP Wellness)
Weight Management (nonsurgical and surgical)

Enhance the well-being of each beneficiary through
a combination of incentives and care coordination
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Value Delivered
In the eight years since its inception, Healthy Choice
has resulted in:

•
•

Over 60% participation from Cleveland Clinic
beneficiaries with a goal of 65% in 2017
More than three years of flat beneficiary utilization,
and a reduction in projected costs and utilization
of more than $167 million

•

Measureable decreases in obesity, hypertension,
diabetes, acute asthma exacerbation, and absenteeism due to illness

•

A reduced average BMI of more than 0.5 points
since 2011, totaling hundreds of thousands of
pounds of weight reduction among beneficiaries
Reduction of Inpatient Days and ED Visits
among Program Participants
(Pre- vs. Post-Participation):
% Change in
Inpatient Days

% Change in
ED Visits

Diabetes

-17.9%

-24.2%

High Blood
Pressure

-23.5%

-11.6%

Asthma

-21.6%

-16.0%

•
•

A decrease in smoking by more than 6% since 2011

•

Significant reduction in inpatient days and ED visits
due to chronic diseases (see table)

More than 20% reduction in hospital inpatient days
due to diabetes, high blood pressure, and asthma

Path Forward
•

The programming used in the CCEHP program
continues to serve as a basis for Cleveland Clinic’s
more recently developed community-based wellness
outreach programs

•

Cleveland Clinic believes that long-term prevention and control of chronic diseases must involve
employers and other socioeconomic structures,
such as churches, insurers and local governments

––

The Cleveland Clinic EHP and Wellness Institute
programs serve as advisory and implementation
partners to these organizations

–– Cleveland Clinic shares the programming

design, training materials, and implementation
information for the Healthy Choice Program,
in hopes of expanding wellness programs that
improve patient outcomes and reduce the cost
of chronic care
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Implementation of a
Comprehensive Product
Tracking System
Organization Overview
•

Franciscan Missionaries of Our Lady Health System
(FMOLHS) is the largest health system in Louisiana,
with five hospitals and over 2,000 active medical
staff members

•

FMOLHS is the leading healthcare innovator in
Louisiana, committed to transforming healthcare
through superior performance and excellent
patient care

Background
Healthcare lags dramatically behind other industries
in the implementation of product tracking standards.
Unique product identifiers, such as barcodes, have
been used to manage product inventory in retail settings since the 1970s. However, medical products that
are used in a hospital setting have historically lacked
these unique identifiers.
Recent FDA regulations requiring unique device identification (UDI) and CMS’s “Meaningful Use” criteria
for reimbursement have accelerated the implementation of basic product tracking systems in hospitals.
As a foundation, medical product manufacturers
are now required to mark products with UDIs. Over
time, the FDA will require health systems to track an
increasing number of product categories using these
unique identifiers.
While some healthcare systems have started to implement their own tracking systems for certain types of
products, their solutions may fail to record unique
product details or leave significant gaps in data collection. Moreover, this data is often not interoperable
between health systems; some solutions even lack
interoperability between the system’s own sites of care.

sive product tracking strategy. FMOLHS’s vision is to
create an automatic identification and data capture
(AIDC) system to capture data for all products used
in every episode of care, from a simple check-up to a
device implant.

Initiative Details
To implement its comprehensive product track-andtrace system, FMOLHS has:

•

Participated in a collaborative pilot program with
manufacturers, software partners, health systems,
and other agencies to create a joint solution for
implementing GS1 US Data Standards and the
Perfect Order for all healthcare supply chains

––

Created the FMOLHS-GS1 US Data Standards
Master Process Implementation Plan©, which
serves as the system’s own implementation
plan, but is also available to health systems
around the United States

As an innovator in healthcare delivery, FMOLHS is
using the regulatory requirements as a springboard for
the development of an enterprise-wide, comprehen-
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––
•

•

Developed additional supporting resources for
health systems, including a network diagram
and project timeline

Established the Office of Data Standards & Data
Interoperability, a department in charge of developing the program, tools, and processes to support
product tracking and interoperability
Implemented UDITracker, a system that scans the
UDIs of all incoming products, captures their unique
information (such as lot numbers, serial numbers,
and expiration dates), and inputs this information
into the health system’s database

FMOLHS is also in the process of:

•

•

Integrating its contract and purchasing history data
from its supply chain management platform (Global
Healthcare Exchange) into its EHR item master
platform (Epic), in order to capture the actual cost
paid for any clinical item used in the care process
Developing a consulting practice, which will help
healthcare systems implement product tracking and
achieve supply chain interoperability

––
•

•

––

Allows for rapid, accurate product tracing, in
the event of any product recalls

––
•

Lays the foundation for more advanced outcomes
research to identify product-driven disparities
in care outcomes

Reducing the cost of delivering healthcare

––

Enables the system to identify high cost drivers
in patient cases

––

Reduces the time and resources needed to
capture and track product information

––

Provides comprehensive, real-time information
to providers upfront

Demonstrating that a team of focused experts can
implement a solution to accomplish product tracking
and interoperability at a reasonable cost

FMOLHS is still in the process of implementing this
comprehensive product tracking system; current
efforts will be expanded until all products used in
care delivery are captured

•

The health system is developing an ROI reporting
process by establishing a baseline and capturing
specific data points for future reporting

•

FMOLHS promotes future regulatory changes that:

Ensuring patient safety
Provides physicians with a complete record of
the products used for each patient

Increasing health system efficiency

•

The implementation of a comprehensive product tracking system adds value by:

––

Encourages clinical alignment to best practices
in product use

Path Forward

Value Delivered

•
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•

––

Encourage manufacturers to be compliant with
the implementation of product codes

––

Expand the data fields required from manufacturers, in order to enhance automated data
capture, rather than manual entry

––

Drive assimilation of health systems into the
vision of a fully-automated data capture solution

In the long term, FMOLHS aims to:

––

Analyze the data collected from the product
tracking to make more informed product selections based on quality, cost, and outcomes

––

Help all US healthcare organizations establish
a plan to fully implement product tracking, in
order to improve patient safety and outcomes
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JAL FHCC Order Portability
Project
Organization Overview
•

Leidos provides lasting solutions for the world’s most
complex problems, including scientific, engineering,
systems integration, and technical services

•

Leidos helps healthcare organizations meet regulatory requirements, optimize technology for their
clinical workflows, improve collections and reduce
receivables, and keep data safe

Background
To enhance operational efficiency, promote cost savings,
and improve access to medical services, the Department of Defense (DoD) and the Department of Veterans Affairs (VA) established an integrated healthcare
center in North Chicago in 2010: the Captain James
A. Lovell Federal Health Care Center (JAL FHCC).
The JAL FHCC is a consolidated federal health care
facility which consists of:

•

North Chicago VA Medical Center, serving veterans
in Northern Illinois

•

Great Lake Naval Station Health Clinics, supporting
naval recruits and trainees

In order to successfully integrate these healthcare
systems, it was critical to develop ‘near real-time’
interoperability between the DoD’s electronic health
record (EHR) system, Composite Health Care System
(CHCS), and the VA’s EHR system, Veterans Integrated
Systems and Technology Architecture (VistA).

Project Details
•

The objective was to plan and oversee acquisition
and implementation of information systems that
integrated health care processes at the health
system to achieve the following:

––

Build a single patient registration process

––

Create a medical single sign-on capability with
patient context management

––

Build orders portability services for pharmacy,
radiology, consult, and laboratory process

•

The project was initiated using a traditional waterfall
software development lifecycle with phase-gate
acceptance, in accordance with the VA Program
Management Accountability System (PMAS) and
then transitioned to an Agile System Development
Life Cycle

•

The solution utilized HL-7 encapsulated in XML over
SOAP between the two EHR systems and identity
management (MVI/DEERS)

Value Delivered
This comprehensive solution enables near real-time
interoperability between the different EHR systems,
with the following features:

•
•

Unambiguous patient identification
Efficient extraction of information between CHCS
and VistA
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•

Common ordering semantics for laboratory, radiology,
and consult orders

•

Terminology mapping and transformation services,
which ensure optimal communication between both
EHR systems

Two noteworthy aspects of the solution are:

•

Algorithms used to match patient identity between
the DoD and VA identity management systems and
the two EHRs

•

Semantic interoperability of the orders traversing
between the two EHRs

Path Forward
•

Although the implementation at the JAL FHCC was
successful, the following policy recommendations
should be addressed to expand the JAL FHCC
Interoperability Solution enterprise-wide:

––

•
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––

A common process for user credentialing and
security for CHCS and VistA to ensure crossagency domain trust

––

A national terminology standard and common
data model that allows CHCS and VistA to
exchange computable data at multiple facilities

––

A rigorous analysis, recommendation, and
decision-making process that considers existing
business process evaluations and reengineering
activities along with the technology changes
and implementation

In the long term, Leidos also aims to add pharmacy,
allergy, and common decision support to the interoperability solution

A patient identification process that is standardized across CHCS and VistA, as well as both
national identity management systems, MVI
and DEERS
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Behavioral Health Integrated
Care Model
Organization Overview
•

Marshfield Clinic Health System is a not-for-profit
healthcare system with over 50 care locations, an
expansive medical group practice, an ambulatory
footprint, and a health plan

•

The health system covers the entire spectrum of care
from wellness to end of life care, with an emphasis
on efficient and effective patient-centered care in
both public and commercial markets

Background
Marshfield Clinic experienced difficulty in recruiting
clinical psychiatrists, despite overwhelming demand
for these services. In order to serve the unmet needs
of patients and increase access to care, Marshfield
Clinic developed the Behavioral Health Integrated
Care Model. This care delivery model also improves
the value of care delivered by encouraging appropriate patients to be managed by a PCP and Integrated
Care Coordinator, rather than utilizing unnecessary
high-cost services.
The program is offered to adults, age 18 and older,
with a psychiatric diagnosis or question of depression,
anxiety, ADD/ADHD, OCD, PTSD, and other disorders.
The program was piloted beginning in October 2013
and went into full deployment to all Marshfield Clinic
East District primary care in October 2015. During the
most recent 10 months, the program has screened
over 1400 patients. Of these, 819 are enrolled and
being managed through the Integrated Care Model.

Program Details
•

•

For patients who are enrolled in the program, care
is delivered through a collaborative team that
oversees the patient’s care:

––
––
––
•

Primary Care Provider (PCP)
Integrated Care Coordinator (ICC)
Consulting Psychiatrist

The Integrated Care Coordinator (ICC), who is
usually an RN, serves as the primary manager of
the patient’s care:

––

Meets with the patient to complete an evaluation
of medical history and symptoms

––

Assesses and monitors symptoms through
tracking tools

––

Acts as a point of contact for all referrals for
Behavioral Health Integrated Care & Psychiatry

When primary care physicians (PCPs) need
assistance in managing patients’ mental health
diagnoses, the patient is enrolled in the Integrated
Care Model program
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––

Reviews patient case with the consulting psychiatrist to obtain recommendations

While the outcomes have not yet been validated,
Marshfield Clinic expects to see:

––

Communicates psychiatrist recommendations
to the PCP

•

A reduction in patient claims for mental
health treatment

––

Follows up with the patient on the PCP’s care
plan, by:

•
•

A reduction in ER visits

--

Implementing stepped treatment, using
evidence-based guidelines and weekly
case reviews

---

Monitoring patient progress
Making referrals to therapy or psychiatry
when necessary

This coordinated care team enables a stepped approach
to treatment, ensuring that the most effective care
is delivered to patients when it is clinically required,
based on the patients’ responses to previous treatment
approaches.
The maximum length of the program is 12 months,
and patients are dis-enrolled if they:

•
•
•

Transfer care

•

Are released, by physician discretion

Refuse care/services
Remit and have three consecutive months
in remission

A decrease in visits to the primary care

The health system is also hoping to work with one of
its payers to determine overall change in cost of care
to patient after 18 months in the program.

Path Forward
In the short term, Marshfield Clinic is in the process of
expanding the program to one site in the West District:
Marshfield Clinic Ladysmith Center. The health system
is also collecting outcomes data to determine the value
of the program in improving outcomes and reducing
costs over an 18 month period.
In the long term, Marshfield Clinic aims to demonstrate
the value of this program to insurers using outcomes
data, with the ultimate goal to achieve reimbursement
for this model as a billable service. Reimbursement
from insurers would enable expansion of the Integrated
Care Model at the health system.

Value Delivered
Marshfield Clinic is currently collecting outcomes data to
demonstrate changes in depression and anxiety symptoms for patients enrolled in the Integrated Care Model.
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Marshfield Dental Initiative
Organization Overview
•

Marshfield Clinic Health System is a not-for-profit
healthcare system with over 50 care locations, an
expansive medical group practice, an ambulatory
footprint, and a health plan

•

The health system covers the entire spectrum of care
from wellness to end of life care, with an emphasis
on efficient and effective patient-centered care in
both public and commercial markets

Background
Studies have shown that dental care is closely linked
to broader physical health, affecting diabetes, heart
disease, systemic infection, and pregnancy outcomes.
Further, individuals who have significant oral health
disease and cannot obtain dental care experience
increased difficulty in finding gainful employment and in
job progression. In 2000, the Surgeon General released
a report detailing disparities in access to oral health
services among the poor and called for integration of
dental and medical health.
The Marshfield Clinic responded by partnering with the
Family Health Center, a federally-funded community
health center, to launch the Marshfield Dental Initiative
in 2002. This program enables both partner organizations to better address comorbid conditions, increase
community health, and improve the employability and
productivity of the low-income population. Over 90% of
services are provided to individuals at or below 200%
of the federal poverty level.

Program Details
The Dental Initiative not only increases access to dental
care, but also integrates medicine and dentistry to
provide a holistic care experience to patients.
Key aspects of the program include:

•

Formation of a group practice model to share
expertise and improve quality

•

Development of an integrated dental and medical
electronic health record, enabling coordinated
treatment for patients with complex conditions

•

Establishment of an Advanced Education in General
Dentistry program to train dental residents in integrated EHR and bi-directional management of oral
health and chronic health conditions

•

Creation of a dedicated training space, training
room, and classroom for training dental students

•

Development of decision support that allows
physicians to differentiate patients based on their
dental help-seeking behavior, in order to facilitate
counseling and referrals for dental services

Value Delivered
The Marshfield Clinic Dental Initiative has improved
the overall healthcare system by providing significant
clinical and economic value to patients and communities:

•

Established 10 dental centers, with 45 dentists,
3 oral surgeons and 41 hygienists, and provided
dental services to over 127,000 patients from all
72 counties in the state
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•

Reduced the incidence of urgent pediatric dental needs
in Rusk County, the location of the first Marshfield
dental center, from 4% to 0% of surveyed students

•
•

Regionalized dental care services in rural counties
Hosted trainings for nursing staff and students from
other dental schools, to improve care outcomes
and grow Marshfield’s dental network, especially
in rural areas

•

The potential cost impact of coordinated dental care
on healthcare costs is hard to overstate. A two year
study of 144,000 insured patients by Aetna found that
earlier periodontal treatment reduced overall medical
care costs by 9% for diabetics, 16% for patients with
coronary artery disease, and 11% in patients with
cerebral vascular disease. As diabetes accounts for
$116 billion annually in direct medical costs, a 9% cost
reduction would result in $10.4 billion savings annually.

Improved patient outcomes through medical-dental
integration, as evidenced by individual patient cases

Path Forward
•
•

Two additional dental centers are planned
When the Dental Initiative is fully complete, it will
provide care for between 100,000-120,000 residents
throughout Wisconsin
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Care Coordination
Organization Overview
•

Mayo Clinic is an internationally-recognized nonprofit
organization committed to clinical practice, education
and research, providing expert, whole-person care
to everyone who needs healing

•

The organization serves over 1.3 million patients
each year through its major campuses in Minnesota,
Arizona, and Florida, and at its Mayo Clinic Health
System locations in over 70 communities in Minnesota,
Wisconsin, and Iowa

•

Mayo Clinic aims to provide the highest quality care
to every patient through integrated clinical practice,
education, and research

Background

Program Details

Patients with chronic conditions have complex care
needs. When these needs are not fully met, these
patients are at higher risk for hospitalizations, medical
interventions, and overuse of high-cost emergency
services. Mayo Clinic believes that healthcare systems
can do more to engage patients and enable them
to take an active role in both wellness and disease
management.

•

Patients with complex health conditions are referred
to the program and screened for disease complexity, psychological and social concerns, as well as
utilization of community resources

•

Once a high-risk patient is identified and enrolled
into the program, a registered nurse (RN) care coordinator is assigned and works with the patient to:

To fill this unmet need, Mayo Clinic implemented the
Care Coordination model to address high-risk patients
with chronic conditions or other serious health conditions. Rather than focusing on disease-specific care,
Mayo Clinic believes in addressing the whole patient
and his or her spectrum of conditions. Care Coordination provides intensive, individualized services to
these patients, with the following goals:

•
•
•
•
•

Improve health status
Proactively manage complex medical conditions
Increase capacity for self-management

––

Ensure proactive communication and coordination between all care providers

––

Develop a patient-centered plan of care with
the patient, family, medical providers, and
community providers

––

Track the patient’s progress against his or her
care plan and follow up regularly

––
––

Provide education and self-management support
Work with patient and provider to proactively
address symptoms

Coordinate services among multiple providers
Reduce need for unnecessary services
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•

All patients at Mayo Clinic are also assigned a
broader care team, including:

––

Primary care physician

-––

––

––

Leads the care team by guiding clinical
decisions and offering expertise about
complex care needs

Nurse practitioners and physician assistants

--

Perform acute care and chronic
disease management

--

Coordinate with physicians for
healthcare planning

Licensed practical nurses, medical assistants,
and clinical assistants

---

Prepare patient for care visits
Arrange preventive programs and social
services

Other relevant roles that vary by case, such as
social workers, mental health providers, and
pharmacists

Value Delivered
•
•
•
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Engages the patient in care management
Improves patient’s health status over time
Leverages all care providers’ skills to balance patient
care across the team

Path Forward
Care Coordination requires new workflows and processes, as well as a mindset shift toward collaborative care management. Mayo Clinic is committed to
embracing and facilitating these changes, in order to
deliver truly coordinated care.
The health system is also exploring the implementation of new technologies, such as remote monitoring
and telemedicine, to minimize coordination gaps and
enhance patient convenience.
Although medical evidence supports the importance of
moving to new care models, reimbursement has been
slow to evolve. Mayo Clinic is committed to providing
enhanced primary care services and will continue to
work with payers in the development of reimbursement
models that fairly compensate primary care practices.
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ACTIVE Diabetes Program
Organization Overview
•

MemorialCare is a nonprofit integrated delivery
system with five top hospitals and two affiliated
medical groups, as well as surgical and outpatient
centers and a health plan

•

The health system is dedicated to driving healthcare
innovation through both its care delivery efforts and
its strategic investment company, MemorialCare
Innovation Fund

•

As a member of CMS’s Next Generation ACO model
and other value-based care initiatives, MemorialCare is driving forward evidence-based medicine
and care coordination

Background
The CDC estimates that 29.1 million people in the US
have diabetes. The disease’s economic toll on the US
hit a record-high $245 billion in 2012, representing a
41% increase from just 5 years earlier. Direct medical
costs, including hospital care, office visits, and medications, represented $176 billion of the total.
MemorialCare’s ACTIVE Diabetes Program was
developed in 2012, in response to the unmet needs
of physicians in treating complex diabetes patients.
The program was originally funded with a grant from
Blue Shield of California, as part of an ACO initiative
between Blue Shield, Hoag Hospital and Greater
Newport Physicians (GNP). When GNP became affiliated with MemorialCare, ACTIVE became fully funded
by MemorialCare.
Ultimately, the program aims to address barriers that
prevent complex diabetic patients from achieving their
wellness goals, by providing them with individualized
and multidisciplinary care, while also reducing the care
burden on the primary care physician (PCP) by enabling
other clinicians to practice at the top of their licensure.

Program Details
The specific objectives of ACTIVE are to:

•
•

Engage poorly controlled diabetic patients

•

Reduce risk of macrovascular complications (e.g.
cardiovascular) by assuring appropriate use and
adherence of statin therapy

•

Increase the rate of annual, preventative diabetic
monitoring, including diabetic eye exams, foot
exams, and nephropathy screenings

Lower these patients’ key risk factors, namely A1c
levels and blood pressure

To accomplish these goals, ACTIVE has implemented
a team-based approach to caring for this subset of
MemorialCare’s diabetic population. PCPs that have
signed a collaborative agreement can then refer their
poorly controlled patients into the program, where they
are managed by the ACTIVE team, which includes:

•

Clinical pharmacist, who leads the ACTIVE care
team in selecting the most clinically appropriate,
cost-effective medications for each individual patient
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•
•

Clinical social worker, who plays a critical role
in addressing psychosocial barriers that hinder
necessary behavioral changes
Dietitian, who provides healthy diet and exercise
programs and helps patients manage roadblocks
to lifestyle modification

The program manages over 350 diabetic patients
from Health Maintenance Organizations (HMOs), and
another 100 patients receive dietician counseling.

Path Forward
•

MemorialCare plans to expand the ACTIVE program,
both within the HMO patient population and into its
affiliated CMS and commercial-led Accountable
Care Organizations (ACOs)

•

MemorialCare would also like to offer ACTIVE for
Preferred Provider Organization (PPO) plan members
and Medicare Fee-For-Service (FFS) patients, but
there are barriers to successful implementation in
these settings:

Value Delivered
•

ACTIVE’s program results greatly surpassed
its goals in the first year of program operation,
a remarkable accomplishment for a patient
population that has historically been poorly
controlled despite high physician effort

-––

•

For example, the initial program goal for A1c
improvement was set as 30% reduction, and
actual A1c improvement was 69%

––

The program continues to exceed the Integrated
Healthcare Association (IHA) 90th percentile in
three out of four key measures and comes very
close to meeting the 4th measure

Lower healthcare costs:

––

––
•

––

Improved quality of care for diabetic patients:

––

On average, ACTIVE reduced overall medical
costs by $1200 per patient annually compared
to a cohort of poorly controlled diabetics patients
not enrolled in the program (this includes inpatient stays and ED visits)
After subtracting the cost of the program, there is
a small, positive ROI of $90 per patient per year

•

Patient satisfaction surveys rated the program
4.98 out of a 5.0 points

––

The recurring comment from patients is that
they wish they had been referred sooner

PPO and FFS patients have a different relationship with the health system:

--

Patients often have higher costs, reducing
their motivation to seek care

--

When they do seek care, these patients do
not need to designate a single PCP and
may move in and out of network for services

Medicare does not recognize pharmacists as
providers, so ACTIVE has limited reimbursement potential

--

MemorialCare currently takes on the full financial responsibility of this program, because of
its cost-effectiveness for managing high-risk
patients in a capitated environment

--

However, this investment puts undue financial
burden on MemorialCare in a FFS environment, due to the upfront program costs and
its long-term cost-reduction impact

MemorialCare advocates for several regulatory
changes that would enhance this program:

––

Reimbursement of pharmacist-led programs
without additional costs to the patient, rather
than requiring a physician to lead the program,
which adds unnecessary costs

––

CMS recognition of pharmacists as providers,
and national expansion of pharmacists’ practicing
abilities to allow prescriptive privileges

Enhanced patient and physician experience:

––
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–– Implementation of a national standard for EMR
interoperability between different health systems,
to enable real-time health data sharing and
care coordination
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MerckEngage
Organization Overview
•

Merck & Co., Inc. is a premier, research-intensive
biopharmaceutical company operating in more than
140 countries

•

Merck’s mission is to discover, develop, and provide
innovative products and services that save and
improve lives around the world

Background
Patients’ lack of adherence to care plans and treatment
regimens is a largely unsolved issue in healthcare
and a major source of poor outcomes and high costs.
Patient engagement is critical to increasing adherence,
improving outcomes, and reducing the cost burden of
poorly-managed care. The MerckEngage Program was
built to address unmet needs in medication adherence,
based on market research with patients, healthcare
providers (HCPs), and caregivers.

Program Details
MerckEngage is a multi-channel behavior change
platform for patients that is designed to help improve
patient engagement, adherence and health outcomes
by providing easy access to information, tools, and
resources for healthier living.
The platform, which was originally launched in 2010
and relaunched in 2015, has the following features:

•

Assists patients in making small positive changes
to their health over time by using behavioral
science principles

•

Provides disease information so that patients better
understand their conditions

•

Offers resources to help caregivers manage their
own health and the health of others in their care

•

Enables HCPs to engage their patients in health
management between office visits

•

Supports unbranded therapeutic content, as well as
non-therapeutic content in areas such as Caregiving,
Health Insurance, Recipes, Fitness, and Preparing
for Health Care Visits

•

Is available in English and Spanish

Value Delivered
•

Over 11MM visits to the website to date (since
February 2010)

•

More than 60,000 consumers registered with the
program (registration is not required)

•

Over 130,000 followers on the associated Facebook
page and over 19,000 followers on the associated
Twitter channel

•

Positive user feedback scores about user interface,
as well as comprehensive information and tools

Path Forward
•

MerckEngage is continuously updated to ensure
usability and fresh content, based on biweekly
consumer usability testing

•

A customizable MerckEngage app will be launching
in Q4 2016

•

Merck will continue to analyze data from MerckEngage to determine the effect of the program on
medication adherence rates and clinical outcomes

MerckEngage | 82

NDHI

N AT I O N A L D I A LO G U E F O R

Healthcare Innovation

Improving Surgical Outcomes
with Immunonutrition
Organization Overview
•

Nestlé Health Science is engaged in advancing the
therapeutic role of nutrition in health management

•

The company operates in around 40 countries with
around 3,000 employees

•

Nestlé Health Science plays a key role in the Nestlé
Group, in its quest to expand the boundaries of
nutrition, health, and wellness

To combat these avoidable outcomes, Nestlé Health
Science focuses on developing innovative therapeutic nutrition products that meet the unique nutritional
demands that major surgery places on the body to
help reduce the risk of post-surgical complications.

Product Details
•

Nestlé Health Science has developed the IMPACT®
family of formulas to provide therapeutic nutrition
to surgery patients, through a unique combination
of immunonutrients, including arginine, omega-3
fatty acids and dietary nucleotides, that support
immune response4

•
•

The products are available in oral and tube-fed forms

Background
Surgical complications create suboptimal healthcare
outcomes by increasing hospital
readmission risks for patients and
contributing billions of dollars in
avoidable healthcare costs each
year:

•

The risk of 30-day readmission after general surgery
increases 4 times when a
complication occurs, and
one of the most common
complications is surgical site
infection1

•

One in four colon resection
patients are readmitted to the
hospital within 90 days2

•

Soft tissue surgical site infections alone contribute $1.6 billion in direct costs annually3

Positive clinical outcomes associated with IMPACT®
products have been demonstrated in over 40
publications across many types of surgeries,
including GI cancer, head and neck cancer,
cardiothoracic, bladder cancer, orthopedic, and
gynecological cancer5,6,7

Braga M et al. Immunonutrition: from laboratory to clinical practice.
Nutr 2007;23:368-370.
4

Drover JW et al. Perioperative use of arginine-supplemented
diets: a systematic review of the evidence. J Am College Surgeons
Mar 2011: 212(3): 385-399.
5

Alito Aprelino M and de Aguilar-Nascimento JE. Multimodal
Perioperative Care plus Immunonutrition versus Traditional Care
in Total Hip Arthroplasty: A Randomized Pilot Study. Nutrition
Journal 2016;15:1-7.
6

Bertrand J et al. Impact of Preoperative Immunonutrition on Morbidity following Cystectomy for Bladder Cancer: A Case-Control
Pilot Study. World J Urol 2014;32:233-237.
7

Kassin et al. Risk factors for 30-day hospital readmission among
general surgery patients. J Am Coll Surg 2012;215:322-330.
1

Wick EC et al. Readmission rates and cost following colorectal
surgery. Dis Colon Rectum 2011;54(12):1475-9.
2

deLissovoy G et al. Surgical site infection: incidence and impact
on hospital utilization and treatment costs. Am J Infect Control
2009;37:387-397.
3
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Value Delivered
In elective surgery patients, the IMPACT® family of
formulas has demonstrated the following reductions
in risk:8

•
•
•
•
•

Abdominal abscesses, by 54%
Urinary tract infections, by 47%
Anastomotic leaks, by 44%
Surgical site infections (SSIs), by 37%
2-3 day decrease in length of stay (LOS)

Health economics research has been published estimating the potential cost savings of implementing
IMPACT® immunonutrition in GI cancer surgeries.
For a base complication rate of 20.8%, the use of
IMPACT® formulas peri-operatively is estimated to
save the healthcare system approximately $2192 per
patient stay.9

Path Forward
•

Nestlé Health Science is committed to advancing
its breakthrough nutritional therapies in other areas,
including Inherited Metabolic Disorders, Pediatric
Care, Acute Care, Obesity Care, and Diabetic
Neuropathy

•

Nutritional therapies have the potential to change
the course of a patient’s condition, and Nestlé
Health Science is committed to making nutritional
therapies a more central part of the care management process

Waitzberg DL et al. Postsurgical infections are reduced with
specialized nutrition support. World J Surg 2006;30:1592-1604.
8

Mauskopf JA et al. Immunonutrition for patients undergoing
elective surgery for gastrointestinal cancer: impact on hospital
costs. WJSO 2012:10:136.
9

IMPACT® and IMPACT Advanced Recovery® are
registered trademarks of Société des Produits
Nestlé S.A., Vevey, Switzerland
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Center for Personalized
Medicine
Organization Overview
•

NorthShore University HealthSystem is a comprehensive, fully integrated healthcare delivery system
with approximately 2,100 affiliated physicians serving
the Chicagoland area

•

NorthShore is dedicated to preserving and improving
human life through superior clinical care, academic
excellence and innovative research

Background
Personalized medicine aims to customize a patient’s
prevention and treatment plans based on their unique
genetic characteristics, family history, and personal
health record. In recent years, tremendous advancements have been made in diagnostics and genomics,
allowing organizations to create links between outcomes
and the genes associated with those outcomes, using
leading-edge sequencing.
These advancements have transformed personalized
medicine from a clinical research aspiration into a
tangible care delivery method. As a result, NorthShore
developed the Center for Personalized Medicine to
advance the science of precision medicine and offer
its patients this individualized and holistic approach to
care. The Center and its associated pharmacogenomics clinic, one of only a few in the country, positions
NorthShore as a leader in personalized medicine.

Program Details
The Center for Personalized Medicine supports NorthShore’s mission by conducting innovative research
and applying personalized medicine to deliver superior
clinical care to patients.
Clinical offerings include:

•

Analyzing patients’ family genetic histories to initiate
prevention for chronic diseases

•

Identifying patient gene mutations that predispose
patients to certain cancers, such as breast and colon
cancer, through genomic sequencing

•

Employing pharmacogenomics testing to develop
stroke or blood-thinning medication regimens for
patients, based on their genetic makeup

To support the Center’s clinical efforts, the Center has
an expert coordinated care team that includes medical
geneticists, genetic counselors, pharmacogenomics
specialists, and disease-specific genomic specialists.
Research efforts include:

•

Clinical trials across a wide spectrum of therapy
areas, such as:

––
––
––
––

Oncology
Neurological care
Cardiovascular conditions
Endocrinology
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•

Research collaborations, such as the Genomic
Health Initiative and The DoDoNA Project

––

Patients learn about how they can participate
in the Genomic Health Initiative through the
NorthShoreConnect online portal or mobile app

Value Delivered
•

•

•

The Center for Personalized Medicine enables
NorthShore to:

––

Proactively determine patients’ risk levels for
various diseases and conditions

––

Customize prevention and treatment based on
this information

NorthShore is uniquely positioned to apply personalized medicine findings to care delivery

––

Unlike larger academic provider systems, NorthShore treats the majority of its patients across
the care continuum

––

Having data from all patient encounters enables
NorthShore to create actionable care plans
based on personalized medicine findings

Personalized medicine is likely to impact care for
the majority of patients

––

Of patients receiving pharmacogenomics testing
at NorthShore, 97% of patients had at least one
genetic variation that could lead to a possible
change in physician prescribing behavior

Path Forward
Today, genomics is primarily used to determine if a
patient has a certain disease or condition. As scientists’
understanding of genomics expands, physicians are
increasingly utilizing genomics to tell patients about
risks for developing diseases, as well as risks associated with the use of specific drugs.
However, the impact of this type of care coordination
has not yet been studied in depth, as insurers are not
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The Value of Personalized Medicine
A 13-year-old patient with depression and anxiety
had been unsuccessfully treated with 5 medications in an 18 month period, including several
selective serotonin reuptake inhibitors (SSRIs).
It was clear that the medications were not only
ineffective, but also worsening her symptoms.
NorthShore employed pharmacogenomics (PGX)
testing in order to identify genes that may have
negatively impacted the patient’s ability to metabolize drugs. The testing determined that SSRIs,
Abilify, and Effexor are likely to cause side effects
without benefitting the patient. Instead, serotonin
and norepinephrine reuptake inhibitors (SNRIs)
like Cymbalta should be prescribed.
As a result, the patient has now been stable on
Cymbalta and Latuda for over 12 months. The
results demonstrate that PGX testing can dramatically improve patient quality of life and enable
cost-effective care planning.
covering all tests for genetic risk factors. While some
tests are well-covered, particularly inherited cancer risk
panels, other more novel areas such as pharmacogenetics tests are not. To address this issue, NorthShore
promotes changes to healthcare payment models that
incentivize insurers to assess the long-term value of
services.
In the coming months, NorthShore aims to implement
personalized medicine strategies broadly across the
entire health system, fulfilling a vision to provide personalized medicine at the front lines of care—rapidly
and systematically. This includes sending patients a
genetic screening guide prior to care appointments,
and directing patients with family histories of certain
diseases to conduct genetic testing prior to their
appointments. NorthShore believes that this proactive and personalized approach to medicine has the
potential to greatly increase the value of healthcare
delivery by improving patient outcomes and reducing
overall costs.
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New Surescripts Service
Facilitating the Interoperability
of Medication Histories
Organization Overview

Product Details

•

Surescripts connects healthcare organizations,
pharmacy benefit managers (PBMs), pharmacies,
and technology partners through the interoperability
of medication information to enhance care delivery

Panel Management facilitates nationwide interoperability across PBMs, pharmacies, integrated delivery
networks, accountable care organizations, analytics
vendors, and EHR vendors.

•

The company is technology-neutral, integrating
into existing healthcare applications and workflows

•

Surescripts partners with over 700 EHR applications,
over 1,000 hospitals, and over 1 million healthcare
professionals, processing more than 9.7 billion
transactions each year

For this product, Surescripts delivers holistic batch
medication history data of entire patient populations
to customer organizations, giving them insight into
patients’ health during gaps between clinical care visits.

Background
For accountable care to thrive, providers must advance
the aggregation and analysis of patient data across
a range of sources to inform clinical decisions. Panel
Management is a new interoperability solution from
Surescripts that empowers population health by connecting healthcare organizations with high quality batch
download medication data for patient populations,
sourced from a nationwide network of pharmacies
and PBMs.
Hospital executives are acutely aware of the importance of medication data interoperability for managing
population health. In a 2016 Health Catalyst survey,
80% of hospital executives believed that predictive
analytics could significantly enhance care delivery.
However, 32% of hospital executives indicated that lack
of appropriate data and infrastructure is the top barrier
to successful implementation of predictive analytics.1

This data offers the following advantages:

•

Provides more timely data (lags by 24-36 hours)
than data historically used by providers

•

Provides greater data breadth (coverage) and
depth (number of discrete data points) than the
data historically used by providers

•

Allows patient data to be identifiable and easily
ingestible into EHR and analytics platforms

Healthcare organizations can use this data to:

•

Identify opportunities to reduce avoidable
hospital admissions

•
•
•
•

More accurately risk triage patient populations
Improve adherence
Identify controlled substance abuse
Identify gaps in care

1 Monegain, Bernie. “Health Catalyst: Hospitals Hungry for
Predictive Analytics but Only 30 Percent Use the Tech Today.”
Healthcare IT News. HIMSS Media, 06 Sept. 2016. Web.
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Surescripts’ Medication History products connected
one billion medication histories to healthcare organizations in 2015.
In one year of use, Medication History products help
a 100-bed hospital prevent:

•
•
•
•

7 patient readmissions
4 patient adverse drug events
4,618 unnecessary staff hours
$212,804 in estimated avoidable costs

Path Forward
•

The product was launched in September 2016 and
has several early adopter customers, including
Parkview Health hospital system

•

The end goal for Surescripts is to offer this service
to all providers and patients

“

“The foundation of successful population health
is to be empowered to manage chronic disease.
Better data allows us to identify at-risk patients
before a readmission, or even an initial admission
can occur.”

“

Value Delivered
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Michael Mirro, M.D.
SVP, Chief Academic Research Officer
at Parkview Health
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Safe Medication Disposal
Kiosk Program
Organization Overview
•

Walgreens is one of the nation’s largest drugstore
chains, with over 8,200 locations in the U.S.

•

Walgreens offers store locations within five miles
of 75% of Americans

Background
Prescription drug abuse is a widespread and growing
safety risk. The National Survey on Drug Use and Health
estimated 6.5 million Americans misused a prescription
drug in 2014, while the Center for Disease Control
and Prevention reported nearly 50,000 prescription
and illicit drug overdose deaths in the same year ─ a
140% increase since 2000.
Walgreens has collaborated with federal, state, and
local policymakers to identify and help implement solutions to prevent drug abuse. One such initiative is the
implementation of a drug disposal program. Walgreens
has installed safe medication disposal kiosks in select
stores to enable easy, convenient, and anonymous
disposal of unwanted medications.

Program Details
•

To ensure safe disposal of medications, Walgreens
launched a voluntary Safe Medication Disposal
Kiosk Program in 2016

•

By the end of 2016, Walgreens expects to have
installed kiosks in over 500 pharmacies in 39 states
and Washington, D.C.

•

Customers can dispose of any unwanted prescriptions, including controlled substances

•

The receptacles will be available for safe medication disposal during regular pharmacy hours, and
many of the pharmacies are open 24 hours a day

Value Delivered
• Most people who abuse prescription drugs obtain

them first from family members or friends, often
from medicine cabinets

•

Safe medication disposal kiosks reduce exposure
to unnecessary, unused medications, decreasing
the likelihood of drug abuse

Path Forward
Current regulations prevent Walgreens from installing
medication disposal kiosks in certain states. Walgreens encourages lawmakers to remove barriers to
the implementation of voluntary statewide medication
disposal programs.
Walgreens is also developing other programs to combat
drug abuse and overdose deaths. Starting in 2016,
naloxone, a lifesaving opioid antidote, will be available
without prescription at all Walgreens pharmacies in 35
states and Washington, D.C. Eventually, the product
will be available in more than 5,800 Walgreens stores.
In states where naloxone requires a prescription,
Walgreens invites regulators to help reform policy to
enable this drug to be dispensed without a prescription.
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Beyond the Scale Program
and Preventing Diabetes
Organization Overview
•
•

•

•

Weight Watchers is the world’s leading commercial
provider of weight management services.

24/7 Click to
Chat
Virtual 1:1 Leader
Support

Weight Watchers Program uses science-based
methods to achieve long-term changes in eating,
activity, mindset, and body weight. Its Beyond the
Scale Program, introduced in late 2015, is the
most holistic, personal approach ever and delivers
multiple ways for members to define success- from
moving more, to eating better, and shifting to the
right frame of mind.
There are 2.9 million Weight Watchers subscribers
across the globe, with 1.9 million in the United States.
Weight Watchers holds more than 32,000 meetings
each week where members receive group support
and learn about healthy eating patterns, behavior
modification and physical activity. Weight Watchers
provides innovative, digital weight management
products through its websites, mobile sites and apps.
A 2015 Annals of Internal Medicine review by
Gundzune et al. found that among over 100 commercial and proprietary weight loss programs, Weight
Watchers is one of the most effective, consistently
producing significant weight loss that is sustained
beyond 12 months.1

Background
The American Diabetes Association estimates that
diagnosed diabetes cost the US $245 billion in 2012
alone, including $176 billion in direct medical costs
and $69 billion in decreased productivity.2 Extensive
Gudzune KA, Bleich SN, Clark JM. Efficacy of Commercial
Weight-Loss Programs. Ann Intern Med. 2015;163:399. doi:
10.7326/L15-5130-3
1

Digital Tools
Makes tracking
intake, weight, and
activity easier

Device synching
Seamlessly
integrate your
fitness tracker

Personal
Coaching
Telephone 1:1
Leader Support

Meetings
In-person group
support
WW.Com
Engaging articles
and delicious
recipes

Connect
Peer to peer
support & social
media

evidence shows that the prevention of diabetes is
linked to two factors: weight loss and reduction in blood
glucose (A1C) levels.
These factors are closely linked; diabetes prevention
programs that focus on weight loss have been successful in reducing A1C levels, which not only improves
patients’ well-being, but also saves the healthcare
system significant costs.

Program Details
The Weight Watchers for Prediabetes program tailors
Beyond the Scale to prevent and delay progression
to diabetes. The program is recognized by the CDC
for the prevention of diabetes* and includes a core
curriculum of group meetings and digital tools that
support healthy lifestyle, including:

•

An activation video about diabetes and prediabetes

*Specifically, Weight Watchers received CDC pending recognition, which all recognized programs receive for the first two
years of operation.

American Diabetes Association “Economic Costs of Diabetes
in the U.S. in 2012”, Diabetes Care 2013 Apr; 36(4): 1033-1046.
http://dx.doi.org/10.2337/dc12-2625
2
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•

Weekly Lifestyle Meetings: Member meetings led by
an advisor who has lost weight using the program
and is trained to counsel members on best practices

•

24/7 Expert Chat: Real-time online chat availability
at all times

•

Easy-To-Use Digital Tools: A platform of tools that
help members find resources and track activity,
food consumption, and weight loss
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Path Forward
Given the program’s success in reducing patients’
weight, as well as its recent recognition as a diabetes
prevention program by the CDC, Weight Watchers
will continue to promote the program and partner with
health care payers to ensure it is available to engage
patients and prevent diabetes.

Value Delivered
The CDC defines successful diabetes prevention programs as those that achieve an average weight loss
of 5%, while recent data shows that even a 3% weight
loss improves blood glucose levels and other health risk
indicators. In a randomized clinical trial of the Weight
Watchers program run by Indiana University, patients
in the program exceeded the CDC’s benchmarks for
weight loss and achieved greater success than those
who self-initiated prevention activities:3

•

On average, participants lost 5.55% of their body
weight at six months versus 0.8% loss from the
control group

•

The Weight Watchers patients fully maintained
their weight loss at 12 months, while the control
group only retained only 0.2% body weight loss at
12 months

3

Marrero et. al. “Comparison of Commercial and Self-Initiated
Weight Loss Programs in People With Prediabetes: A Randomized
Control Trial”, http://dx.doi.org/10.2105/AJPH.2015.303035
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Anthem and Eli Lilly Policy
Collaboration
Organization Overview
•

Anthem, Inc. is one of the nation’s leading health
benefits companies, offering a broad range of
medical and specialty products and covering one
in nine Americans’ health benefits.

•

Eli Lilly and Company (Lilly) is one of the
country’s leading innovation-driven, researchbased pharmaceutical and biotechnology corporations. It is devoted to seeking answers for
some of the world’s most urgent medical needs
through discovery and development of breakthrough medicines and technologies.

Background
The Affordable Care Act introduced public policy changes
that are transforming today’s healthcare market. This
transformation includes the shift from fee-for-service
to value based payments. It also introduced new timelines that health plans must follow to establish annual
health insurance plan rates. These policy changes
present both opportunities and challenges relative to
how innovative medicines are reimbursed and made
available to patients.
While Anthem, Inc. and Eli Lilly and Company appear
to come from opposite sides of the table, both share
common ground in promoting discovery and the
cost-effective use of innovative treatments to improve
people’s lives. These two thought-leading companies
have come together to help accelerate the transition
towards a value-based system with policy proposals
that will help drive payment innovation.

Program Details
Anthem, Inc. and Eli Lilly and Company came together
in November 2014 in a policy collaboration to help

accelerate the transition to a value-based system.
Through this collaboration, the companies identified
two policy proposals to help drive payment innovation.
These proposals include:
1. Facilitating Open Communication about Emerging
Therapies: Create a legislative or regulatory exemption
that would allow manufacturers and health plans
to communicate about emerging products prior to
U.S. Food & Drug Administration (FDA) approval.

––

Objective: Clarify federal law to confirm that
manufacturers may speak openly with health
plans about drugs going through the FDA
approval process, particularly with regard to
product efficacy, safety, and pharmacoeconomic information.

2. Promoting Value-Based Contracting Arrangements: Establish safe harbors in the Anti-Kickback
Statute that would allow for manufacturers and
plans to increase experimentation with value based
arrangements.
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––

Objective: Create a policy environment conducive to allowing health plans and manufacturers to enter into a variety of value-based
contracting arrangements, aligned with the
shift toward value-based payment and the
goal of promoting access to high-value care.
This may include creation of legislative/regulatory exceptions for Best Price and all other
relevant government pricing calculations and
requirements as they relate to products sold
or transferred under value-based contracts,
as well as additional safe harbors (adherence safe harbor, data analytics safe harbor,
warranty safe harbor) to the federal Anti-Kickback Statute (AKS) that protect value-based
contracts from AKS liability.

Value Delivered
Many stakeholders can benefit from more open communication between biopharmaceutical manufacturers
and health benefit companies as well as from a policy
environment more conducive to value-based payment
arrangements:

•
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•

Health plans would be able to establish rates and
benefits more effectively with increased information
and greater ability to drive value through innovation
in payment arrangements

•

Manufacturers would be able to demonstrate the
value of their products for patients and for the healthcare system sooner and more directly ensuring the
right patients are getting treatment at the right time

Path Forward
•

In the short term, both companies will continue
educating policy decision-makers and health policy
thought-leaders on these issues. In the long term,
they hope to achieve the goals of the collaboration,
achieving policy changes that enable communication
and innovation to thrive in the healthcare industry,
in order to more successfully provide access to
state-of-the-art treatments to improve health and
cure illness.

Patients would benefit from enhanced access to
medicines and more predictable insurance rates
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Oversight Framework to
Assure Patient Safety in
Health IT
Organization Overview
•

McKesson is the oldest and largest healthcare
company in the nation, serving more than 50% of
U.S. hospitals, 20% of physicians, and 96% of the
top 25 health plans

•

The company collaborates with health care organizations of all types to strengthen the health of their
businesses, by helping them control costs, develop
efficiencies, and improve quality

•

The company delivers one-third of all medications
used daily in North America

Background
Healthcare information technology (health IT) is the
management, storage, analysis, and exchange of
health data across systems. Due to rapid advances
in technology and innovation in healthcare, health
IT is constantly changing. Today, the Food and Drug
Administration (FDA) regulates health IT products in a
category called ‘medical devices.’ However, the Food,
Drug, and Cosmetic Act, which regulates medical
devices, was written in the 1970s and does not properly distinguish between traditional medical products
and health IT.
The Food and Drug Administration Safety and Innovation Act was enacted in 2012, calling for various
federal administrations to develop a proposed strategy and recommendations for an appropriate, riskbased regulatory framework pertaining to health IT.
To impact this policy, McKesson joined a multi-company, multi-sector collaboration led by the Bipartisan
Policy Center (BPC). McKesson has brought vendors,
patient safety groups, and provider-led organizations
into the BPC collaboration to:

•

––
––
––
•

Protect patient safety
Promote innovation
Offer flexibility to meet the needs of a rapidly
changing health care system

Garner the support of experts and stakeholders
across every sector of healthcare

The BPC-led collaboration now has about 100 experts
and stakeholders, representing clinicians, consumers,
health plans, hospitals, patient safety organizations,
research institutions, and technology companies
(including athenahealth, an HLC member).
The collaboration aims to pass legislation recognizing that:
1. FDA oversight of health IT should be limited to only
the highest-risk forms of software
2. The vast majority of health IT is not appropriate for
FDA regulation

Develop and promote a set of principles, recommendations, and ultimately legislation for an
oversight framework for health IT, in order to:
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The collaboration includes stakeholder meetings,
meetings with government (both in Administration
and Congress), workgroups, research, and regulatory
comment letters.

Value Delivered
The potential value of this reform is its ability to promote
the development of new innovations in health IT while
ensuring patient safety.
To date, the collaboration has been successful in passing
policy reform through the House of Representatives:

•
•

Legislation has been introduced that addresses
the coalition’s concerns, through the SOFTWARE
Act (H.R. 2396)

Path Forward
•

This legislation has passed the House of Representatives as part of the 21st Century Cures Act
(H.R. 6)

The effort to pass the Senate-equivalent legislation
(as part of the MEDTECH Act) continues today

•

––

McKesson hopes to enable the passage of this
legislation before the end of this Congress

•

Potential barriers to passing this legislation include
competing agendas in Congress and a focus away
from legislating, due to the upcoming elections

Sec. 2241 defines the term ‘health software’ and
creates an exemption from FDA regulation for
this category, with specified exceptions

Oversight Framework to Assure Patient Safety in Health IT
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Value-Based Healthcare
Organization Overview
•

Medtronic is the world’s largest medical technology
company, offering a broad range of therapies and
health care solutions to improve the lives of patients
around the globe. Medtronic’s therapies now serve
two new patients every second of the day

•

Medtronic is focused on creating a sustainable value-based healthcare strategy, consistent with the
Medtronic Mission to alleviate pain, restore health
and extend life for more patients around the world

“

Omar Ishrak
Chairman and CEO, Medtronic

Background
Healthcare leaders are adopting new value-based
payment and delivery systems aimed at curbing costs
and improving quality. The Department of Health and
Human Services aims to tie 50% of Medicare fee-forservice payments to value through alternative payment
models by 2018, and is already more than halfway to
that goal.
As these value-based healthcare (VBHC) approaches
are implemented, they will increasingly determine
how technology and services are utilized in the future.
Medtronic is committed to being a leader in this transformation of healthcare. The company’s technologies,
and the data and insights that these products generate,
can be utilized to help integrate and connect patient
care across disease state progressions or across care
continuums – a vital step in delivering on the promise
of meaningful outcomes and lower costs.
Medtronic is excited about the opportunity to participate
in the development of value-based healthcare collaborations, sharing direct accountability for healthcare
costs and patient outcomes in its business models.
However, these agreements must reflect several key
principles, including:

•

“We are actively partnering
to drive meaningful dialogue
from thought-leaders across
healthcare about how we can
transform the incentives in
healthcare today to focus on
outcomes.”

“

NDHI

•

Well-defined inclusion and exclusion criteria for
bundled services

•

Open and transparent data sharing for the projection
and calculation of costs and outcomes

Toward these goals, Medtronic has adopted a comprehensive framework, through which the company
develops innovative new business models and partnerships that involve shared accountability.

Collaboration Details
The Medtronic 7-Step Value-Based Healthcare Framework™ was established to provide a common language
and approach to advance care delivery built on three
premises:
1. Accountability for outcomes
2. Rigorous understanding of economic value from
the stakeholder perspective
3. Appropriately-defined time horizons to be accountable for value

Appropriate patient risk-stratification
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Using the VBHC Framework, Medtronic:

•

Quantifies baseline outcomes and costs for each
patient cohort

•

Determines prospective performance and
cost objectives

•

Creates a business model to achieve these objectives
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today while providing a path for action as we move
into the future. The report also delivers country-level
perspectives and actionable insights for applying the
tenets of value-based care. Information about the Global
Assessment, including its key findings and methodology,
policy papers, and case studies for the United States
are available at http://vbhcglobalassessment.eiu.com/.

Value Delivered

Path Forward

By creating clear value frameworks, Medtronic aims
to maximize the health care dollar, reward quality, and
deliver optimal patient outcomes. These approaches
are designed to fit squarely with the overarching
goals of payment and delivery reform in the US healthcare system.

Medtronic accepts and supports that healthcare system
leaders around the world will, in fact, implement Value-based Healthcare (VBHC) delivery and payment
systems, whereby they make payment for Medtronic’s
products and services contingent upon their ability to
improve patient outcomes relative to their cost. As the
largest medical device company in the world, Medtronic
has a unique role to play in ensuring technology and
innovation are leveraged to their fullest as healthcare
evolves in the shift to VBHC. To achieve that goal and
fulfill its Mission, Medtronic is actively partnering to
help lead this transformation.

Led by the Economist Intelligence Unit (EIU) and an
international roster of healthcare experts, Medtronic
commissioned Value-Based Healthcare: A Global
Assessment as health systems in many nations begin to
implement VBHC. The Global Assessment establishes
a common framework for value-based healthcare, and
through key indicators tracks progress toward VBHC
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Medication Synchronization
Organization Overview
•

Pfizer is one of the world’s premier biopharmaceutical companies.

•

Pfizer is committed to developing innovative therapies
and supporting medication access for those in need.

Background
Nonadherence to medications puts a significant burden
on the U.S. healthcare system, resulting in an estimated
$105 billion in avoidable costs per year.1 Poor adherence often results from patients’ inability to properly
track their prescriptions and dosing schedules. This
problem is exacerbated for patients who must manage
several medications, making adherence particularly
troublesome for patients with chronic diseases. This
population is vast; in 2012, about half of U.S. adults
had one or more chronic health conditions, and 25%
of adults had two or more chronic health conditions.2
For these patients, even a one-percent increase in
medication use could result in a positive offset in
medical costs.3

the pharmacist not only coordinates refill dates, but
when appropriate, may schedule an appointment with
the patient each month. During this time, the patient
can meet with the pharmacist to discuss medications,
related side effects, adherence tips, and any other
health-related issues, such as vaccination, smoking
cessation, and nutritional needs.

Program Details
•

Pfizer has been collaborating with organizations
across the healthcare spectrum to promote medication synchronization, both through legislation at
the federal and state level, and through regulatory
reform.

•

The organizations involved in these
collaborations include:

Medication synchronization offers an easy, convenient,
and cost-effective solution to some of the key contributing factors to nonadherence. Instead of requiring a
patient to refill prescriptions at different times of the
month, the pharmacist can synchronize medications for
pick-up at one time. To do so, the pharmacist utilizes
a partial-refill to manually switch to an appropriate
pick-up date.
Medication synchronization can be enhanced when
paired with an appointment-based model. In this case,
1

Aitken, Murray, and Silvia Valkova. Avoidable Costs in U.S. Health-

care: The $200 Billion Opportunity from Using Medicines More
Responsibly. IMS Institute for Healthcare Informatics, 2013. Web.
2

Falci, Laura, Zaixing Shi, and Heather Greenlee. “Multiple Chronic

Conditions and Use of Complementary and Alternative Medicine

•

––
––

Walgreens

––

Medical society groups, such as the American
Medical Association (AMA) and American College
of Cardiology (ACC)

––

Patient groups, such as the American Cancer
Society, the Epilepsy Foundation, and State
Pain Policy Advocacy Network (SPPAN)

Pharmacy associations, such as the National
Alliance of State Pharmacy Associations (NASPA),
American Pharmacists Association (APhA),
National Association of Chain Drug Stores
(NACDS) and National Community Pharmacy
Association (NCPA)

Specifically, key reform efforts aim to:

––

Enable pharmacists to partially fill prescriptions,
unless specifically prohibited

––

Ensure that patients’ out-of-pocket costs are
prorated for partial refills

Among US Adults: Results From the 2012 National Health Interview
Survey.” Preventing Chronic Disease 13 (2016): 150501. Web.
3

The Value of Medicines in Offsetting Healthcare Costs. Pfizer,

July 2015. Web.
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––

Maintain full dispensing fee payments to pharmacies, as pharmacist effort is not reduced for
partial refills

•

Value Delivered

“We believe that we have sufficiently accounted for
the tradeoffs and implications of the potential impact
of our requirement… [We] specifically accounted for
the additional dispensing fees, as well as the administrative and programming costs that we believe Part D
sponsors will incur in implementing this requirement.
Despite these costs, we continue to estimate savings
in the hundreds of millions each year to the Part D
program.”

A medication synchronization program implemented
by a large regional chain pharmacy across a range of
chronic conditions resulted in:
Improved Adherence:
3.4-6.1x greater odds of adherence4
In all 5 drug classes measured, patients were considered adherent compared to the control group, based
on proportion of days of medication use covered4

While the estimated total 6-year cost of this rule
to Part D sponsors is $0.5 million, the savings to
Part D sponsors and beneficiaries is $1.8 billion.6

Increased Time on Therapy:

•

84 days additional medication use per patient per
prescription per year5

•

-73% less likely to stop taking medications than
control group over one year4

Path Forward
•

Pfizer continues to collaborate with HLC member
Walgreens and other interested stakeholders who
are working to pass legislation in all 50 states.

•

Increased patient and pharmacist engagement,
allowing for greater monitoring and oversight of
multiple-medication regiments

18 states have passed some form of legislation,
regulation, or agreement that promotes medication
synchronization.

•

Insurers are now required by CMS to fulfill partial
refills with prorated copays for Medicare Part
D patients, so they have developed the coding
and reimbursement infrastructure for medication
synchronization.

Holdford, David A., and Timothy J. Inocencio. “Adherence and

•

Pfizer hopes that this advancement in insurers’
reimbursement infrastructure will help drive forward
medication synchronization initiatives.

•

In the long term, Pfizer believes that medication
adherence programs will improve patient outcomes
and reduce costs.

Other benefits of medication synchronization
can include:

•

4

Persistence Associated with an Appointment-based Medication
Synchronization Program.” Journal of the American Pharmacists
Association 53.6 (2013): 576-83. Web.
5

More efficient pharmacy operations, by streamlining
the refill and inventory management processes to
reduce administrative costs incurred by pharmacists
and physicians
In support of the final 2012 rule for daily cost sharing
of medication refills, CMS stated the following:

Reform efforts are expected to return significant value
to the healthcare system, because medication synchronization improves patient outcomes and lowers
healthcare costs.

•
•
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Medication Synchronization: The Value of an Appointment-based

Model. HealthPartners. Web.
6

“Medicare Program; Changes to the Medicare Advantage and

the Medicare Prescription Drug Benefit Programs for Contract
Year 2013 and Other Changes.” Federal Register 77.71 (April 12,
2012): 22071-22175.
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Reforming the Physician SelfReferral Law
Organization Overview
•

Premier, Inc. is a healthcare performance improvement
company that unites 3,750 hospitals and 130,000
other providers

•

Mission Health System, a not-for-profit independent
community hospital system, is the largest healthcare
system in western North Carolina and the region’s
only safety net health system

•

Mission Health cares for nearly 900,000 people
across the state’s eighteen most western counties

Background
Because Premier serves, and is owned by, healthcare
providers, the barriers to delivering coordinated care
are top priorities for Premier. Mission Health System,
a Premier member, is committed to implementing value-based payments to enhance care coordination for
patients and improve the system’s financial stability.
However, unclear legal boundaries in fraud and abuse
laws are suppressing this transition, due to the legal
ramifications associated with potential violations.
Mission Health’s movement toward pay for performance
has been limited by the Stark Law, which prohibits
provider systems from linking physician payments to
the volume or value of their referrals. This law hinders
value-based payment contracts because it:

•

Prevents health systems from compensating
employed physicians differentially, based on their
contributions to improving outcomes

––

Instead, the Stark Law requires any incentive
program to distribute payments equally to participating physicians, regardless of their level
of effort, which discourages change

––

While there are exception waivers for programs
like ACOs, the Stark Law prevents provider
systems other than ACOs from making true
progress across the organization

•

Prohibits health systems from offering incentives to
affiliated, but independent physicians, who comprise
the majority of the system’s physician network

––

When these physícans cannot be held
accountable for outcomes because of the
Stark Law, the system cannot shift to
value-based care
The Negative Impact of the Stark Law
on Patient Care

Geneticists can help expectant mothers who learn
that their unborn children are carrying a fatal condition understand what to expect during the delivery. Mission Health geneticists strongly desire to
have this conversation at the obstetrician’s office,
in order to share this devastating information in a
supportive, familiar environment. Geneticists would
not charge the expectant parents or the physician’s
practice for the service.
However, it is possible that this service could be
seen as providing “something of financial value” to
the obstetrician’s practice. Because the Stark Law is
a strict liability statute, which does not take program
intent into account, Mission Health cannot provide
this and other care-enhancing programs to patients.
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Fails to add any important protections for the Medicare
and Medicaid programs beyond those already in
place under the Anti-Kickback Statute, except
ownership restrictions

Initiative Details
•

To educate lawmakers on how the Stark Law
affects value-based care, Mission Health CEO Dr.
Ron Paulus testified on reform of the Stark Law
on July 12, 2016

•

Dr. Paulus testified that instead of using the Stark
Law to prevent improper physician compensation,
the government can rely on the Anti-Kickback Statute

•

Dr. Paulus also suggested that lawmakers consider
some targeted exceptions to make it easier for
health systems to put physician incentives in place
to encourage population health and quality of care

Value Delivered
•

Repeal or revision of the Stark Law will enable health
systems to compensate physicians appropriately
based on their efforts to improve care delivery
to patients

•

This will ultimately improve outcomes for patients,
reduce costs, and lead health systems into delivering true value-based care

Path Forward
Mission Health will continue to advocate for the removal
of impediments to healthcare reform and improvements
in patient care.
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Making Healthcare Better
Through Innovation in Stroke
Patient Management
Organization Overview
Stryker is a leading global medical technology company
that is driven to work together with their customers to
make healthcare better.

Background
An ischemic stroke occurs when a blood clot or other
substance such as plaque, a fatty material, blocks the
blood flow through an artery in the brain. Arteries carry
essential blood, oxygen and nutrients from the heart
to the brain. When the brain is deprived of blood and
oxygen, its cells begin to die and the patient begins
to lose ability to complete the activities those cells
managed. Depending on the severity of the stroke
and the area of the brain affected, permanent loss of
brain function or patient death may occur. Ischemic
stroke affects 650,000 Americans annually and is the
number five cause of death. There are over 7 million
stroke survivors in the United States, two thirds of
whom are living with moderate to severe disability.
30% are unable to walk without assistance, 50% have
some level of partial paralysis and 19% have trouble
finding words when they speak.
About one third of all ischemic strokes, or roughly
215,000, involve blockage of a large blood vessel, known
as a large-vessel occlusion (LVO). LVOs can be the
most devastating and most difficult to successfully treat
because they cut off blood flow to such large portions
of the brain. During an LVO stroke, 1.9 million neurons,
14 billion synapses and 12km of myelinated fibers
are destroyed every minute. As the U.S. population
continues to age, stroke will become an even more
common disease and an increasing cost burden on
the healthcare system.

In stroke, evidence shows that the more quickly a
medical intervention is administered, the better the
outcome is for the patient. This concept is referred to by
researchers and clinicians as “time is brain,” meaning
the less time to treatment the less brain function is lost.
Stryker manufactures a product called the Trevo®
Retriever which physicians use to capture and remove
a clot, restoring blood flow to a patient’s brain, during
a procedure called thrombectomy. Trevo® is cleared
by the FDA as an initial therapy to reduce disability
in stroke patients. Trevo’s disability indication is for
LVO patients also receiving IV lytics who can have a
thrombectomy within 6 hours of stroke onset. Trevo
also has a mechanical indication allowing it to be used
for clot removal in patients who are ineligible for or
have failed IV lytic therapy up to 8 hours post stroke
onset. Trevo® is the first therapy in 20 Years to be
declared a front-line treatment to reduce disability
in ischemic stroke.
In spite of overwhelming clinical evidence, ASA guidelines
and FDA indications all supporting thrombectomy as
a primary treatment of LVO stroke, only about 1 in 10
eligible patients receives thrombectomy in the United
States. There are two major infrastructure-related
barriers to timely and effective stroke treatment today:
1.) Scarcity of hospitals: Fewer than 600 hospitals in
the United States have the ability to perform stroke
thrombectomy. With half of stroke patients transporting
themselves to hospitals instead of calling 9-1-1, most
patients begin their care journey at a hospital that
cannot provide the standard of care treatment for LVO.
This necessitates a rapid, efficient system of patient
triage and transfer between hospitals.
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2.) Delays in decision making: Stroke diagnosis is
complicated. In most hospitals, the diagnosis and
treatment decisions for ischemic stroke require the
consult of a vascular neurologist (also known as a
stroke neurologist). It is estimated that there are fewer
than 1,500 board certified vascular neurologists in the
United States, making it impossible for them to be
physically available at all hospitals. This necessitates
utilization of technology to allow for rapid, remote
clinical consultation and decision making.
The current system for stroke care is inefficient in
initiating the proper level of treatment. If reimbursement
policies, particularly those in the Medicare system,
were altered to provide for payment for telemedicine,
particularly what is known as telestroke services, the
healthcare delivery system would be incentivized to
adopt these services, which will improve care delivery
and reduce costs.

Initiative Details
Employing telestroke services removes the geographic
barrier to healthcare delivery and speeds access for
stroke patients to an appropriately equipped hospital,
enabling more health systems to manage stroke cases
efficiently. Observational studies have shown that
telestroke services have a positive impact on patient
health and outcomes and improve timely access to
care for those in underserved areas.
In addition to improving traditional, hospital-based care
pathways, telestroke services will permit the further
development of mobile stroke systems through which
vascular neurologists can remotely diagnose and triage
stroke patients while they are still in an ambulance.
In certain, specially equipped vehicles, the physician
can even order in-field CT imaging and direct tPA to
be administered during ambulance transport, bringing
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further efficiency to the administration of care and speed
access of the patient to mechanical thrombectomy
with Trevo®, if determined appropriate. Mobile stroke
technology has been shown in the field to lead to quicker
identification of stroke and decreased wait times for
patients presenting with a large-vessel occlusion.
Deployment of mobile stroke technology in the United
States will remain limited until geographic and originating
site restrictions on Medicare reimbursement for
telemedicine are lifted.

Value Delivered
Medicare reimbursement for telestroke services will
add value to the healthcare system by:

•

Expanding patient access to standard-of-care
stroke therapies

•

Improving survival rates and reducing loss in brain
function through more rapid treatment initiation

•

Enabling efficient routing of patients with different
stroke types to care centers with the appropriate
level of stroke expertise

•

Reduce the costs associated with stroke recovery

Path Forward
Stryker continues to promote the use of innovative
technology to achieve value in healthcare delivery.
Telestroke services will save patient lives and reduce
brain function loss.
Stryker is working with stakeholders, trade associations,
and policy makers to promote policy changes that
both reimburse providers for telemedicine services
and support the delivery of value-based healthcare.
By improving both efficiencies and patient outcomes,
employing mobile stroke technology will make
healthcare better.
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Inclusion of Telemedicine in
Medicare
Organization Overview
•

Teladoc is the first and largest provider of telehealth
medical visits in the United States, with 15.4 million
members and over 1.6 million visits since the organization’s inception in 2002

•

The company was founded with a vision to tackle
three of the most significant issues in healthcare
today: access, cost, and quality of care

•

Teladoc provides patients access to a nationwide
network of board-certified physicians

Background
CMS’s current telemedicine reimbursement regulations
indicate that a patient must seek care at one of eight
kinds of facilities outside of a Metropolitan Statistical
Area (MSA), in order for telemedicine services to
be reimbursed: a physician’s office, hospital, critical
access hospital, rural health clinic, federally-qualified
health center, skilled nursing facility, community mental
health center, or a hospital-based or critical access
hospital-based dialysis facility. This usage restriction
is a result of concerns from the Congressional Budget
Office, CMS, and other groups, which believe that coverage of telemedicine services will lead to inappropriate
utilization, increased government budget costs, and
reduced quality of care.
However, Teladoc rejects this hypothesis, as it lacks a
basis of empirical evidence. On the contrary, Teladoc
believes that CMS’s standpoint perpetuates outdated
protocols created before innovations in telemedicine
and the emergence of current technologies. In contrast
to CMS’s limited use of this technology, telemedicine is

not only used more widely by the commercial market
and employer sector, but is also experiencing a sharp
growth trajectory at the national level.

Initiative Details
Teladoc advocates for CMS to either allow telemedicine to be reimbursed, or to allow for a pilot study to
demonstrate its associated cost savings. Specifically,
Teladoc aims to expand telemedicine reimbursement
for simple, non-emergent illnesses, as well as dermatology and behavioral health, while the patient is at
home or at a site that is not currently included in the
CMS regulations.
Partners in this effort include the Alliance for Connected
Care, Health IT Now and the American Telemedicine
Association.
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Value Delivered
Inclusion of a telemedicine benefit for appropriate
illnesses will lead to:

•
•
•

Increased access to safe and high quality healthcare
Decreased costs
Reduced use of emergency facilities for non-emergent illnesses Increased quality of life

These telemedicine benefits have already been determined and validated by independent third parties. One
such study conducted by Red Quill Consulting, titled
“Assessment of the Feasibility and Cost of Replacing
In-Person Care with Acute Care Telehealth Services,”
estimated that:

Teladoc’s study with Veracity Healthcare Analytics
showed that, for commercial markets, telemedicine
decreased 30-day episode-based spending by an
average $191 compared to an office visit, and $2661
compared to an emergency room visit. The weighted
average of these cost savings is $673 per visit. These
savings would translate into hundreds of millions of
dollars for Medicare, along with the following benefits:

•
•

Reduces pressures on primary care providers

Provides access solutions for rural patients

Medicare can save an average of approximately
$45 per visit by replacing routine primary care visits
with telehealth

•

•
•
•
•

The reimbursement of telehealth benefits would be
unlikely to yield overutilization

Path Forward

•

The study concluded that the addition of telehealth
services in the traditional Medicare fee-for-service
program will not increase overall costs and will
instead result in cost savings if telehealth visits
are substituted for in-person acute care, when
medically appropriate

Teladoc continues to advocate for the inclusion of
telemedicine in Medicare reimbursement, with an
ultimate goal of complete inclusion. Future efforts will
also focus on validating an appropriate reimbursement
level for these services that will drive more efficient
use of resources and decrease costs.

•

Decreases utilization overall within the health
care system
Leads to a more complete medical record
Enhances care coordination
Increases quality of care
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The Healthcare Leadership Council (HLC), a coalition of chief executives from all disciplines within American
healthcare, is the exclusive forum for the nation’s healthcare leaders to jointly develop policies, plans, and programs to achieve their vision of a 21st century system that makes affordable, high-quality care accessible to all
Americans.
Members of HLC — hospitals, academic health centers, health plans, pharmaceutical companies, medical device
manufacturers, biotech firms, health product distributors, pharmacies, post-acute care providers, and information
technology companies —advocate measures to increase the quality and efficiency of healthcare by emphasizing
wellness and prevention, care coordination, and the use of evidence-based medicine, while utilizing consumer
choice and competition to enhance value.
Providing access to health coverage for the uninsured, accelerating the growth of health information technology,
and reforming healthcare payment systems to incentivize quality and positive patient outcomes are important HLC
priorities, along with improving patient safety, addressing the healthcare workforce shortage, enacting medical
liability reforms and developing patient privacy rules that protect confidentiality while enabling the necessary
flow of information to healthcare professionals and medical researchers.
HLC shares its vision for quality healthcare with Congress, the administration, the media, the research community, and the public through communications and educational programs. Because of the broad scope of the HLC
membership, HLC is well known by congressional members and staff as an integral source for comprehensive
information on key health issues. HLC staff briefings and events such as the HLC Innovation Expo are well
attended by members of Congress and staff alike.
And, in the belief that healthcare is essentially local, HLC builds coalitions at the community level to pursue its
goals for America’s patients. Six regionally based directors conduct activities with members of Congress, organize
health briefings and forums to educate local media and the public, and form local health advisory committees
to advocate for innovative, high quality, and affordable healthcare.
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