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Who are we?

Heritage California ACO
Pioneer status
100K ACO  lives
Part of Heritage Provider 
Network
Integrated care delivery 
1 million lives
New York and Arizona
{ƘŀǊŜŘ {ŀǾƛƴƎǎ !/hΩǎ
Blue Cross Commercial ACO



Who are we?

Desert Regional Medical 
Center
Tertiary Referral Hospital
367 beds
Level II Trauma Center
Level III NICU
Community for profit
UCR Medical School
Multiple Pharmacy School 
affiliations (USC, LLU, UOP)
Joint ASHP PGY-1 Residency 
Program



Objectives:
Å By the end of this presentation participants will be able to:

Å Describe the fundamental goals of an ACO and their impact 
on healthcare delivery

Å Discuss the primary roles of pharmacists in an ACO model 
(and non-traditional roles) related to admissions

Å Identify opportunities for pharmacists to collaborate within 
!/hΩǎ ŀǎ ŀƴ ŜȄǇŀƴǎƛƻƴ ƻŦ ōƻǘƘ ŘŜƭƛǾŜǊȅ ǎƛǘŜǎ ŀƴŘ ǎŎƻǇŜ ƻŦ 
practice

Å Determine transitional care gaps that can be filled by 
collaboration between hospital systems and community 
pharmacy practice

Å Explore changes in population based payment models and 
how pharmacists are uniquely situated to excel in this 
integrated healthcare model



March 13, 2010 PPACA

Moving toward the 
ǘǊƛǇƭŜ ŀƛƳΧ
ïimproving the 

individual 
experience of 
care; 
ïimproving the 

health of 
populations; and 
ïreducing the per 

capita costs of 
care for 
populations



Key Timeline for ACA



ACA and the ACO



Dilemmas in health care



ACO Definitions

ACO Participants ACO Professionals ACO Providers/ 
Suppliers

Individualor Groups of 
ACO providers/suppliers

ACO provider/supplier Enrolled in Medicare 
and bills Medicare FFS

Identified by Medicare-
enrolledTIN

Enrolled and bills  
Medicare FFS

Has a Medicare billing 
number assigned to ACO 
participantand listed on 
ACO legal forms

Alone or together with 
other ACOparticipants 
make-up an ACO

Physician
Physician Assistant
NursePractitioner
Clinical Nurse Specialist
(Pharmacist?)

PTPPS
HHAs
SNFs
Rehabilitation Agencies



!/hΩǎ IŀǾŜ ǇǊƻƳƛǎŜ ŦƻǊ LƳǇǊƻǾŜŘ 
Quality and Affordability

ÅPromotes holistic view of patient and care continuum rather than discrete 
events

ÅFosters care coordination and management among providers

ÅIncorporates shared decision-making between patients/caregivers and 

practitioners

ÅFocuses on patient outcomes and continuous quality improvement

ÅSupports value through accountability for both quality measures and costs

ÅDrives alignment between public and private sector



Iƻǿ Řƻ !/hΩǎ ŀŎƘƛŜǾŜ ǘǊƛǇƭŜ ŀƛƳΚ

Barriers

Å Health care payments drive 
volume and not value

Å Fragmented delivery system 
does not promote 
accountability for capacity, 
quality or costs

Å Absent or poor data hinders 
better performance

Å Non-aligned payments 
reinforce problems, reward 
fragmentation, induce 
preventable complications, 
and inefficient care

Principles

Å Achieve better health, better 
care, lower costs for patients 
and communities

Å Foster provider accountability 
for the full continuum of care 
ςand for the capacity of the 
local health system

Å Better information that 
engages providers, supports 
improvement; informs 
consumers for best care

Å Pay more for better, more 
efficient care by aligning 
financial incentives with 
professional aims



Hospital Systems can support 
the ACO and Triple Aim

ÅEarly engagement (patient, HCP, and 
family)

ÅTiming and Sequencing

ÅFocused service lines

ÅOptimize care while present

ÅIŜƭǇ ŎƭƻǎŜ ǘƘŜ άƘŀƴŘ-ƻŦŦέ ƎŀǇ

Å{ƘƛŦǘ ǘƘƛƴƪƛƴƎ ŦǊƻƳ άǇǊƻǾƛŘŜǊ ƻŦ 
ŎŀǊŜέ ǘƻ άƳŀƴŀƎŜǊ ƻŦ ǇƻǇǳƭŀǘƛƻƴǎέ



Key Elements of an ACO

Can provide or 

manage continuum 

of care as a real or 

virtually integrated 

delivery system

Are of 

sufficient size 

to support 

comprehensive 

performance 

measurement

Are capable 

of internally 

distributing 

shared 

savings 

payments

Important Caveats
ÅACOs are not gatekeepers

ÅACOs do not require changes to benefit structure

ÅACOs do not require exclusive patient enrollment

1 2 3



Why pharmacists?

Transitions of Care
Medication Reconciliation

Discharge Education

Formulary Assessment

Adherence Prediction

Medication Assistance

Population 

Management
Lab Monitoring

Drug/Drug interaction

Non-Adherence Mgt

Treat to Target

Addressing Care Gaps

PCP

10 Chronic Conditions

3.5 hrs vs 10.5 hrs

Complex Disease 

Management

Disease Education

Patient Engagement

Treat to Target

Care Gaps

Focus areas:
Anti-platelets

ACS

Diabetes

HTN

ESAôs

HCV

Oncology/Rare conditions

ID

Complex cases

GroupHealthςJAPhA2013, Belloneet al JAPhA2012



Who are we talking about?

Medicare beneficiaries w/ multiple chronic 

conditions or illnesses:

See ____ different physicians

Fill ____ prescriptions each year

Account for ____% of all hospitalizations

Are ____ times more likely to have a preventable hospital admission

____% of adverse events leading to hospitalizations are medication related

Only _____% of patients with chronic conditions are medication 
adherent

13

50

76

100

40

32



Transition of Care - DOHC

Π Re-packaging patient for delivery into post-hospital care 
system

Special programs offered by groups ςάtǊƛƻǊƛǘȅ /ŀǊŜ 
/ƭƛƴƛŎǎέ

Physician, Nurse, Pharmacist, Case Manager

Π Medication Reconciliation

Poorly done = re-admissions

Requirement for CMS/HEDIS/ACO quality measures

Π Re-admission risks associated with lack of transitional 
care coordination

Π Incentives for post-discharge care coordination

Hospital penalties

Physician re-imbursement

Patient alignment with your system



Pharmacist role in Transitional Care

ÅMedication Reconciliation

ÅDose optimization

ÅDrug education

ÅReinforcement

ÅEngagement

ÅFollow-up/outreach

ÅCommunication between 
practitioners/documentation



Readmission Measures



The Hospital Pharmacist 
Partnership

ÅHospitalist Team

ÅReadmission Team

ÅLeveraging technology across the continuum

ÅThink outside the box (residents, students, 
rounds, patient care not just pharmaceutical 
care, customer service, compliance, etc)

ÅBring the care to the patient

ÅRisk stratification and target efforts for 
greatest impact



Tools predicting re-admission

ÅRothman Index

ÅModified LACE program

ÅDisease registries 

ÅRisk stratification

ÅLevel of patient engagement



Readmission Financial Risks

According to Kaiser Health News, federal records released 
on Aug. 2, show that Medicare will impose $227 million in 
fines on 2,225 hospitals in 49 states starting Oct. 1.


