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"-'20 years > many tests of concept in many
iSettings. Successes and disappointments

It works. For both Quality and Affordability...
— for large populations and diverse regions.

» Locally organized, clinically motivated,
technologically sophisticated, administratively
competent, fiscally responsible systems

» Some limitations and some variability
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omplex payment etﬁgdology,
Including cap, supports centralized

- Administrative sophistication is essential
for network relationships, care

management, finance, & sustainable
Innovation

5. It’'s coming, thanks to reform bill

= Trade assoc interests: Lobby & Business
~ & Push for Ql, consistency, affordability

® Collaborator Culture for QI & EBM

* Measurement & performance “culture”
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e

ophical Basis: Group View™

mmunity-wide system_ are foundation for
fective care of populations—not small offices
foup provides critical infrastructure support for
onnected, Advanced Medical Homes—with
=accountable “team play” in return

£ =5ave money by supporting timely “right” care
~— _...not by avoiding risk or obstructing care

- ® Pts are “ours” long term—not remote Plans’
® Respect administrative competence
® Culture of accountability—Quality and Finance

-

gcified in reform law March, 2010

rong appeal from New England brain
trust—Dartmouth, Brookings, Fisher,
McClellan, NEJM, IHI & Berwick—year long
dialogue - influenced CMS policy

® Early interest by organizations across US
® Recognition of CA group model & risk
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e

table Care Organizations

I Local organization and accountability
= 2 Standardized performance measures
~ 3. Payment reform

From Brookings Institute ACO Learning Collaborative Sept, 2009

-

fficient size and IT horsepower to
‘measure, connect, apply
- Sufficient administrative capacity (and

reserves) to manage complex payment
mechanisms

Medicare & Medicaid by law...likely will
expand to commercial...hazy now
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-

: ~ e Medicaid—allow peds groups to be ACO’s
e Start date: January, 2012

-

—  downside risk. More sophisticated orgs.

3. Meaningful risk, larger cap %, larger
potential share of savings. (CA is here)
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hat really means...

_é'aboration business (NATO analogy)
__ "'pitation (by another name) is back
r__.;libne Wolf Docs may be compelled to
~become joiners...and they will how!

e Apportioning dollars will create friction for
decades (nothing new to us...)

-

~ —Rural vs Urban
— Primary care workforce...more later on that!

* Remember: Affordability is key promise
® Quality alone is not enough.
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Mhere do Community Health
2nters & FQHC's fit?
inguage is not prescrip'-[-i;/e.

-,eraIIy speaking, these organizations do
Aot offer full spectrum of services, admin

i —

= Structures for complex payment schemes,
= nor compact with non-clinic providers

~—* Essential to be included in ACO; less likely
to be “anchor” structure. 7hink COHS.

® Geographic experiments will emerge

-

=  coordination & communication

~® Opportunity for greater income—based on
performance, not volume

® Greater responsibility—no “islands”
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e

Clal Test for the Future PCP

il participation enable a physician to
factice in a prideful, collegial fashion,
" centrating upon the features that
= attracted him or her to medicine in the
= = first place, in a financially sustainable
manner?

® CA group experience would say Yes, but...
® _..not automatic.

= & ACO...”municipal utilities”...fire, police,
roads, education
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e

s over Medical Home and the ..
ical Neighborhood”

leo

ectronic tools for both individual and
dpulation care—not achievable as one-off

Measurement, feedback, improvement
Connectivity with specialists & teams
= Pay for outcomes, not volume (not yet...)
~* [ncentives to welcome complex care

e Cost consciousness ...and...

> o Language and cultural engagement

® Can't really do that without system
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-

~ new avalanche of paper scutwork
® Easiler said than done
® And we're way behind

Under the Hood
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ping Under the Hood—CA
oup Infrastructure Today

gdical Home as a system trait—formal linkage,

= Evidence-based decisions: local, ethical, MD led
(more than “UM”—communication intensity)

= Formal QI programs and staffing

* Network relationships—more than money—
coherent approach to quality, accountability

_fl'aims based + other capture
= |dentify problems and priorities
BSophisticated payment methods to providers:
Capitation, FFS, hybrids, shared savings, P4P....

— * Relationships with multiple payors, all different

- ® Relationships with hundreds of doctors, all
different

® Fiscal responsibility, SB 260 solvency
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e

asurement-based feedback, performance
gentives, P4P plus local enhancements
ormal physician leadership roles, with ongoing
Ining & professional development
Acceptance of standardization (P4P, ICE)

Legal compliance, contractual obligations—CA
legislature is a prolific body! DMHC powerful

® Collaborative relationships for learning &
exchange—CAPG, IHA, CQC, others

Foups, hospitals, medical associations,
semployer/purchasers, advocacy groups

~® Misaligned incentives will persist

~ = Geographic variability in behavior and
resources

® Capital for systems development

® Takeways will not be peaceful

1z



j0uld be a golden age of creative
linking and rapid communication
Tolerance and expectation for disruption
1 pursuit of greater good—accommodate
~— — “great leap” system improvements
- * Diplomacy at local, state, federal levels

® Some “Tough Love” and friction coming,
too
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Questions?

27

Contact Information

Wells Shoemaker MD
wshoemaker@capq.org

WWW.Capg.org

Standards of Excellence, Health
Disparities, ACO presentations from
CAPG conference, other information

on public access home page
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