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Dr. Wilson has many patients in his Medicaid population who have
diabetes and hypertension. Some of those beneficiaries also have
behavioral health diagnoses. Dr. Wilson may not even know that
some of his co-morbid patients face mental health challenges,
because unless those patients have presented to his practice with
those issues, this information is not readily available to him. His
patients may have obtained care for behavioral health issues with
a social worker, psychologist, psychiatrist or even the Emergency
Room of a local hospital and that clinical information is contained
outside of his EMR.

Dr. Smith has many Medicaid patients with asthma and COPD. She
wants to make the best decisions for their care and would also like to
improve their adherence to maintenance drugs, to avoid trips to the
ER or the overuse of rescue inhalers. How does she best select the
beneficiaries who she can impact for better health?

Dr. Jones runs a primary practice in urban U.S. and has a large HIV
population who are Medicaid beneficiaries. Many of those patients
also suffer with substance abuse issues. Dr. Jones may not even be
aware of the substance abuse issues, impacting her ability to
provide the best treatment for those patients.

All of these situations exist today in the Medicaid populations
of the United States. Increasingly, there is more awareness that
co-morbidities impact the overall health of a patient, but often
physicians don’t know what the risk drivers are to each patient,
restricting their decision making.

How best do we arm our future health care system with the

right information at the right time, in order to empower the best
decisions, engage the right collaboration and achieve what the
government and managed care organizations (MCOs) supporting
Medicaid require? Health reform will create a higher influx of
Medicaid patients, as physicians and care givers will need to work
within bundled payments or shared savings models, all the while
reducing or avoiding costs.

As the largest health care insurer in the nation, Medicaid costs
reached $466 billion in 2011, for approximately 60 million
beneficiaries. However, less than 5% (2.4 million) of Medicaid
beneficiaries accounted for 50% of the total spendingin 2011.®
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As Kathleen Sebelius said in 2011, “Just 1 percent of all Medicaid
beneficiaries account for 25 percent of all expenditures, and 5
percent of the recipients account for more than half of Medicaid
spending”.

By the start of 2014, Medicaid eligibility will expand, due to the
impact of the Patient Protection and Affordable Care Act (ACA).
With changes through health reform, nearly all non elderly
Americans who have income levels below 133% of the federal
poverty level will be covered through their state’s Medicaid program.®

With or without health reform, the challenge of managing growing
enrollments of Medicaid beneficiaries remains a challenge for all
states and their respective agents, managed care plans and state
budgets. The answer to the growing challenges is not to continue
to short or sever payments to Medicaid providers, but rather to
develop clinical integration models that will support collaboration
and result in better patient care with reductions in overall costs.
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As risk bearers assess what to tackle in order to achieve better
outcomes, itis increasingly apparent that new models of care,
based on solid science and analytics are needed. Just how to use
the science to impact outcomes is the largest question debated at
conferences across the United States.

Most agree on some common areas of concern that impact
Medicaid costs and care for beneficiaries:

« Chronic Diseases

« Dual Medical/Behavioral Health

« ER Visits for Non Emergent Care

« Admissions/Readmissions

+ Dual Eligibles
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But not everyone agrees on how best to care for the Medicaid
beneficiaries who are at the center of these challenges.

Managing Chronic Diseases

A study done by CHCS and published in 2007 showed that nearly all
high cost beneficiaries have multiple chronic conditions. Most high
cost beneficiaries are afflicted with multiple chronic conditions. At
the highest tier of Medicaid spending for chronic care, nearly 83%
were diagnosed with three or more chronic conditions, with 60%
having five or more chronic conditions. ©

One chronic disease, diabetes, is prevalent in 8.3% of the
population, affecting 25.8 million lives in the United States. In

2010, approximately 1.9 million people were newly diagnosed with
diabetes [Figure 2 below]. With the current trend, the CDC predicts
that 1 of 3 adults in the United States will have diabetes by 2050.

New Cases of Diagnosed Diabetes Among U.S. Adults
Aged 18-79 Years, 1980-2009
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Roughly 1.9 million Medicaid enrollees were diagnosed with diabetes
in2003.

The majority of these were elderly (22%), with a total of 6% of the
total Medicaid population, accounting for 16% of the spending.
Across all eligibility groups, the higher spend rate was in the diabetic
population.

@ LexisNexis' | Health care

Creating a Healthier Medicaid
Population through Collaboration



Figurs 1
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In the Elderly and Disabled Medicaid populations, the spending per
capita can reach close to an average of $19,000 per capita, annually.
@ Diabetes is a treatable and controllable disease, supported
through dietary interventions, management of medications

and treatments, including exercise and good diet. Most diabetic
beneficiaries can avoid complications, premature death and
disabilities, but only if health care providers have the appropriate
information to treat their patients appropriately, and mentor them
toward better health.

According to the CDC, just reducing the Alc by one percentage point
can ultimately reduce risks of eye, kidney and liver diseases by 40%.
Cardiac complications can be reduced up to 50% with control of
LDL cholesterol. And amputations can be reduced by up to 85% with
comprehensive foot care programs.

Asthma, another leading chronic disease in the U.S,, is prevalent in
more than 18% of adults over the age of 18. According to the CDC,
there are currently 7 million children with asthma, or 9.4% of the
population under age 18.

One model that identifies the importance of collaboration in the
care of chronic disease patients is the “Chronic Care Model,”
developed by Dr. Edward Wagner and colleagues at the Group
Health Cooperative in Seattle, with support from the Robert Wood
Johnson Foundation. Developing better clinical procedures and
supporting systems is the foundation of the Chronic Care Model.
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The six core components of this model include Community,
Health System, Self Management Support, Delivery System Design,
Decision Support and Clinical Information Systems.

Enabling this model is advanced analytic information, including
predictions and motivation assessments of the Medicaid
beneficiaries. Knowing how motivated a patient is will enlighten
the treating physician to know what level of intervention is needed
for better outcomes. By sharing this information within the
“Community,” the beneficiary stands to receive better integrated
care, resulting in fewer hospitalizations, reduced readmissions and
reduced costs.

One AHRQ sponsored study by Stanford University showed that
study participants who were in a self management program had
fewer ER admissions and fewer visits to a physician’s office, when
measured after two years in the study. ©

As an example of the collaboration between the federal government
and states, the CMS Innovation Center is funding programs

focused on interventions that address the behavioral or social
circumstances that influence participation in preventive health
services and may contribute to improving health (particularly
chronic diseases) and may decrease growth in health care
expenditures.

Ten states have been awarded grants, and programs will runin both
urban and rural areas in California, Connecticut, Hawaii, Minnesota,
Montana, Nevada, New Hampshire, New York, Texas and Wisconsin.
Itis hoped that improving participation in preventive activities will
identify methods to encourage Medicaid consumers to engage in
preventative care and maintain their health.

Impact of Dual Medical/Behavioral Health
Beneficiaries

One study examining dual diagnoses populations in New York found
very high prevalence of chronic diseases and comorbidities in

both mental health and substance abuse Medicaid beneficiaries™
In mental health beneficiaries, 34% also had hypertension, 31%

had heart disease and 24% had asthma. In substance abuse
beneficiaries, 33 % also had heart disease, 26% had asthma or COPD
and 22% had HIV/AIDS, making the prevalence 30 to 300% higher
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than beneficiaries with no behavioral health diagnosis(es). In this
same study, the mean spending of dual diagnoses patients topped

$28,000 per year for mental health/medical care. Understanding
the impact of
Understanding the impact of dual diagnoses and knowing what is dual diagnoses

driving the risks is key to effectively treating these patients. Many

of these beneficiaries are not able to self manage their chronic
conditions. Whether they are compliant with their behavioral health
medications, or are abusing substances all impact the quality with the risks is key
which they can manage their chronic diseases. Because of the to effectively
confusion experienced by patients due to behavioral health issues, treating these
the motivation of these patients may be lower, and they likely will
need more in depth, targeted and “high touch” programs to help
them manage their care, and keep costs to a manageable level.

and knowing
what is driving

patients.

Because inpatient care prevalence and costs spiral with behavioral
health comorbidities, it is imperative to provide the risk insights to
providers who are treating these beneficiaries. Knowing the risks
and managing the patients before they are admitted will result in
fewer admissions. With earlier intervention on beneficiaries post
discharge, a dent can be made in the typical 50% to 150% higher
readmission rates seen in dual diagnoses patients.

Frequent Flyersin the ER

According to a 2009 report, approximately 32% of Medicaid
beneficiaries were admitted to the emergency room at least once
during a 12 month period in 2007. Patients with private health
coverage were only about half as likely (17%) to visit an ER. Medicaid
beneficiaries were three times as likely (15% vs. 5%) as the privately
insured to have visited an ER twice in the previous year.(

In one example last year, one state (lllinois), spent more than $72
million on Medicaid emergency room visits for care that could have
been delivered in physician offices or clinics. About half the lllinois
Medicaid ER visits last year — 980,000 visits, in all — were for low
level problems that weren’t deemed true emergencies, according to
data prepared for The Associated Press by the lllinois Department
of Health care and Family Services. ®
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Being able to predict which beneficiaries are likely to have ER
visitsis a first step to establishing the patients who can benefit
from interventions. Once that group is defined, prevention and
maintenance programs can be implemented to target the chronic
conditions, and improve the outcomes while lowering costs.

Frequenting the ER for non emergent care can have multiple

causes, and only through collaboration across the providers and
health care team, patients and managed care plans will the drivers
of the behavior be understood. The causes can be simple as an
access problem (i.e., Is the ER closer to home than the primary care
provider?; Are the hours for the primary care provider not liberal
enough to accommodate appointments for maintenance and minor
acute issues?, etc.) to complex issues surrounding the patient’s
ability to manage their care (e.g., Do they have behavioral issues that
are impacting their ability to self manage their chronic conditions?).
Collaboration across the team will result in providing customized
care for each beneficiary, enhancing the overall care and resulting in
improved outcomes and reduced costs.

Controlling Admissions/Readmissions

Similar to the challenges of ER admissions, there is a higher
incidence of admissions and readmissions in the Medicaid
populations than privately insured patients. According to the AHRQ
in January 2011, hospital admissions of Medicaid beneficiaries rose
by 30% between 1997 and 2008, compared to a mere 5% growth in
the privately insured population. AHRQ identified that the number
of Medicaid covered hospitalizations rose to 7.4 million (up from 5.6
million). @®

A recently published analysis shows that 16% of people with
disabilities covered by Medicaid (excluding the dual eligibles) were
readmitted to the hospital within 30 days of discharge. Half of those
who were readmitted had not seen a doctor since discharge. @

@ LexisNexis' | Health care

According to the
AHRQ in January
201, hospital
admissions

of Medicaid
beneficiaries
rose by 30%
between 1997
and 2008,
compared
toamere 5%
growth inthe
privately insured
population.

Creating a Healthier Medicaid
Population through Collaboration
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There is consistent evidence showing that improving care largely due
transitions as patients move across different health care settings to the lack of
can greatly reduce readmission rates. Interventions using a nurse integration of
discharge advocate to arrange follow-up appointments, conduct information for

patle.nt education Qr a chmcgl ph.armaC|st.to .make follow-up calls this population.
has yielded dramatic reductions in readmission rates.

One Colorado project, for example, reduced its 30-day readmission
rate by 30 percent. ™® These practices can continue to be expanded
in Medicaid, where the average cost of just one hospital admission
for anindividual with disabilities (excluding dual eligibles) is more
than $5,700.

In a four year targeted program in lllinois, using analytics to stratify
Medicaid patients for intervention and care management programs
resulted in an overall net savings of $262 million. @

Dual Eligibles

Effectively managing the 9 million beneficiaries who have both
Medicaid and Medicare has always been challenging, largely due to
the lack of integration of information for this population. Of the 9
million beneficiaries with dual eligibility, 7 million are enrolled in both
programs with full benefits, and another 2 million are in cost sharing
programs which are paid by Medicaid. Annually, the costs of caring
for this population top $350 billion, with an annual per capita cost of
$39,000, and costs growing at a rate of approximately 6% per year.

Creating a Healthier Medicaid
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Dual Eligible Beneficiaries as a Share of Total Medicald Enraliment,
by State, 2008
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Because dual eligible beneficiaries (Medicaid/Medicare) today
receive care largely through two disconnected fee for service
(FFS) or combination FFS and Managed Care Organization (MCO)
systems, care is also disconnected and not coordinated.

Collaboration is nearly impossible, because different fiduciaries
are processing medical and pharmacy claims, and those systems
are not connected to any clinical systems used to record data for
this population. That is going to change in the next few years, with
dramatic differences in information sharing, which will enable those
treating the beneficiaries to benefit from integrated data.

More than a dozen states are moving to enroll Medicaid-Medicare
dual eligibles into integrated plans from 2013 to 2015. Fifteen
states have entered into state demonstrations to integrate care
for Medicare/Medicaid enrollees. Assistance is being provided by
CMS to engage stakeholders in redesigning care for dual eligible
beneficiaries. California projects $2 billion annual savings once
integrated plans are in place statewide.

Additionally, 38 states and Washington DC have submitted letters of
intent to participate in demonstrations to align the financial model
for dual eligibles. The new financial models will mean new care and
payment models that will promote better coordination of care for
the dual eligible population.©®

By next year, there will be a $30 billion potential opportunity for new

health plan business to manage the Dual Eligible populations, and by
2014, this could double. @»
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Summary

Since 2008, in spite of rising enroliment due to the economic As records are
recession, nationwide State spending on the Medicaid program
P & Progrs shared and
dropped by 13.2 percent (equivalent to a 10.3 percentage point .
decline in the State share of the total costs of the program) as a collaboration
result of the added Federal support provided to State Medicaid Is encouraged,
programs through the American Recovery and Reinvestment Act of the fol |owing key
2009 (the Recovery Act). (® steps will lead to
High-Cost Medicaid Beneficiaries overall success
in creating
Percent of Eligibles Eligibles Spending Percent of Per Capita Cost
2011 2011 Spending healthier
100% 60 millien 5466 billion 100% $7,767 Medlcald
populations.
15% 9 million $350 billion 75% 538,889
8% 4.8million 5308 billion 66% 564,167
4% 2.4million $233 billion 50% 597,083

share), rounging, Excluding partisl-year enrciiees.
for Hesith Care Strategies, Kaiser FamilyFoundation, snd CMS Office of the Actuary (CMS/OACT,

With fewer funds to pay for Medicaid health care, greater
collaboration will be needed to effectively manage the Medicaid
lives. Collaboration will begin with the sharing of records - through
health system clinical integration to HIEs, health exchanges and
networks (including ACOs). As our health system migrates to more
patient centered medical homes, the success of those programs will
depend on increased collaboration.

Focusing on the percent of Medicaid eligibles who have the
greatest risk of (and impact to) costs means zeroing in on the 4%
(approximately 2.4 millionin 2011), with a spending rate of $233
billion, roughly $97,083 per capita costs annually. ¢®

As records are shared and collaboration is encouraged, the following

key steps will lead to overall success in creating healthier Medicaid
populations.

Creating a Healthier Medicaid
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Identify the most impactable beneficiaries - Using a combination
of medical and pharmacy claims, lab results, clinical biometric and
HRA survey information, the beneficiaries who can be impacted
through earlier intervention, as well as care/case management or
wellness/prevention programs can be identified through advanced
analytics. Through this precision, focus (and the dollars spent on
patients) will produce the most effective cost and health control.

Create individual health goals and plans -With analytic insight, the
providers will know not only the predicted and underlying risks for
each patient, but also how motivated the beneficiaries are who are
in programs with goals. That motivation insight can enable tailoring
of the amount of intervention, reminders and follow-up, in order to
ensure the most success. Customized plans can be created based
on the analyticinsight.

Commit to Care coordination: It will be critical that the entire health
care team — including the care manager, primary care provider,
(behavioral health provider, where applicable), patient and family/
caregiver, all agree on the goals of the plans. As the patient’s care
planis implemented, communicating and coordinating across
providers and delivery settings will become more possible through
clinical and administrative integration. Integration of dual eligibles
will lead to more effective care for the 9 million dual eligibles that
cost $350 billion per year.

Analytics will add a layer of insight not possible with raw data. As
care manager interventions are identified and documented, they
need to be shared through exchanges or secured access to portals
with patient information in order to encourage collaboration across
the care team.

Monitor, Measure and Reassess - Not only should the patient’s
progress toward goals and plans be monitored, but provider quality
and outcomes should be measured, leading to reassessments on
the most impactable populations. Only as outcomes are measured
against programs and populations, will there be evidence of which
programs and approaches net the biggest savings as well as the
healthiest populations.
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In the past two decades, Medicaid spending has grown by 450%.
Another 69% growth is expected between 2012 and 2019. (2™

The only way to stem the expected growth is to use analytics based
on aggregated data, and empower the providers, as well as the
patients themselves, to engage in collaborative care.

Analytics save lives, reduce inpatient hospitalizations, reduce
costs and are critical to managing the Medicaid beneficiaries,
including Dual Eligibles and Dual Diagnoses sub populations. Never
have there been more compelling reasons to collaborate through
clinical integration and analytics, to impact outcomes and move
beneficiaries’ health toward the health and wellness spectrum,
avoiding emergencies, admissions/readmissions and higher costs.

Through collaborative care, non emergent care will shift to the
primary (and behavioral health, where applicable) providers,
ensuring that ED providers can focus on trauma and emergency
related care and not primary care for Medicaid patients. For those
patients who are admitted to an acute care setting, enhanced
discharge planning and follow up post discharge will improve the
overall readmission rates for those beneficiaries.

Using analytics to measure activity for beneficiaries who could have
been managed better in an outpatient setting, but instead were
hospitalized, will be key to avoiding further admissions, as well as
risks for readmissions. These metrics will become part of bundled
(and incentive based) payment arrangements.

Engaging beneficiaries at levels that they can relate to willenhance
the outcomes of their care, as well as improve their understanding
of the self management needed to maintain optimum health.

Through collaborative care, U.S. health care for Medicaid patients
will achieve improved health of the population, enhanced
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experiences of the patients (including quality, access and reliability),
all the while reducing or controlling the per capita cost of care.
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