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Desert Regional Medical

Center

Tertiary Referral Hospital
367 beds

Level Il Trauma Center
Level IIl NICU
Community for profit

UCR Medical School ¥
Multiple Pharmacy School EEESF=
affiliations (USC, LLU, UOP) e e
Joint ASHP PA&YResidency |
Program




o Do o Do

By the end of this presentation participants will be able t

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

Discuss the primary roles of pharmacists in an ACO mog
(and nontraditional roles) related to admissions

Identify opportunities for pharmacists to collaborate withi
1/ hQa Fa |y SELIlIyYyaarzy 27F
practice

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

Explore changes in population based payment models a
how pharmacists are uniquely situated to excel in this
integrated healthcare model
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Moving toward the
UNA LI S | AYX
I Improving the

individual
experience of
care;

I Improving the
health of
populations; and

I reducing the per
capita costs of

care for
populations
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K&y TimetinedonACA

2010 | 2011 2012 | 2013 2015 | 2016 | 2017

Coverage:

Immediate Insurance Reforms (Pre-existing conditions for children, dependent coverage to 26, State High Risk Pocls

Coveroge: Small Business Tax Credit

Fes
Updates Prevention Expansion — Wellness Visit and Personalize Frevenfion Plan

Delivery System Reform: Creotion of Center for Medicare and Medicaid Innovation

Medicare Savings: Medicare age Cuts, Produdtivity Adjustments \

Dell ry System Reform: ACOs; Hospital Valve-Based Purchasing

Wm: Hospital Ee-ades

Medicare Savings: DSH Redudtions / IPAB Medicare Proposals

Coverage: Medicoid Expansion {133% FPL), Insurance Reforms |Shared
Responsibility, Guarantes lssue, ebc)

Delivery System Reform: PQRS Penalties




Health System

Insurance Reform

Reform
e ~ / | ~\
More people < Improved quality
covered \ and efficiency
More benefits and Stronger workforce
protections and infrastructure
' ' | ™y
Greater focus on
Lower costs public health and
prevention
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ACODeanIoAs

ACO Participants ACO Professionals ACO Providers/
Suppliers

Individualor Groups of ACO provider/supplier Enrolled in Medicare

ACO providers/suppliers and bills Medicare FFS
|dentified by Medicare Enrolled and bills Has a Medicare billing
enrolledTIN Medicare FFS number assigned to AC

participantand listed on
ACO legal forms

Alone or together with  Physician PTPPS
other ACQparticipants  Physician Assistant HHAs
makeup an ACO NursePractitioner SNFs

Clinical Nurse Specialis Rehabilitation Agencies
(Pharmacist?)




A Promotes holistic view of patient and care continuum rathe
events

A Fosters care coordination and management among provide

A Incorporates shared decisienaking between patients/careg
practitioners

A Focuses on patient outcomes and continuous quality imprc

A Supports value through accountability for both quality mea:

A Drives alignment between public and private sector

r than discrete
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Barriers

Health care paymentdrive A
volume and not value

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

Absent or poor dathinders
better performance

Nonaligned payments
reinforce problems, reward
fragmentation, induce
preventable complications, A
and inefficient care

Principles

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

Fosterprovider accountability
for the full continuum of care
¢ and for the capacity of the
local health system

Betterinformation that
engages providers, supports
improvement; informs
consumers for best care

Paymore for better, more
efficient care by aligning
financial incentives with

professional aims




A Early engagement (patient, HCP, and
family)

A Timing and Sequencing

A Focused service lines

A Optimize care while present
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1

Can provide or
manage continuum
of care as areal or
virtually integrated
delivery system

Important Caveats
A\COs are not gatekeepers

2

]

Are of
sufficient size
to support
comprehensive
performance
measurement

Are capable
of internally
distributing
shared
savings
payments

A\COs do not require changes to benefit structure
A\COs do not require exclusive patient enroliment




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

GroupHealthg JAPhAR013,Belloneet al JAPhAR012

Complex Disease
Management

Disease Education
Patient Engagement
Treat to Target
Care Gaps
Focus areas:
Anti-platelets
ACS
Diabetes
HTN

ESAOGSs
HCV
Oncology/Rare conditions
ID
Complex cases
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Whno are wetzilkingiaaouty

Medicare beneficiaries w/ multiple chronic
conditions or illnesses:

See 13

different physicians
Fill 50 prescriptions each year

Account for "® 9 of all hospitalizations

Are 199 times more likely to have a preventable hospital

32 o of adverse events leading to hospitalizations are n

Only 40 op of patients with chronic conditions are medi
adherent

admission
nedication related
cation




Repackaging patient for delivery into pekbspital care
system

Special programs offered by group& t NJA 2 NA {
/| Tt AYAOac

Physician, Nurse, Pharmacist, Case Manager
Medication Reconciliation

Poorly done = radmissions

Requirement for CMS/HEDIS/ACO quality measures

Readmission risks associated with lack of transitional

care coordination

Incentives for postlischargecare coordination
Hospital penalties

Physician rembursement

Patient alignment with your system




A Medication Reconciliation
DOose optimization

Drug education
Reinforcement
hgagement
~ollowup/outreach

A Communication between
practitioners/documentation
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Measure Quality Program Penalty
Structure

Acute Myocardial Infarction 30-day Risk
Standardized Readmission Measure

Heart Failure 30-day Risk Standardized
Readmission Measure

Pneumonia 30-day Risk Standardized
Readmission Measure

30-day Risk Standardized Readmission
following Total Hip/Total Knee Arthroplasty

Hospital-Wide All-Cause Unplanned
Readmission (HWR)

30-day Comprehensive All-Cause Risk-
Standardized Readmission Measure

Inpatient Quality Reporting Pay for
(IQR) program reporting:
*Hip/Knee Arthroplasty and 2% reduction
HWR are new measures
proposed for collection in
FY2015

Inpatient Rehabilitation Facility Pay for
CGluality Program reporting:
New FY2014 2% reduction




A Hospitalist Team
A Readmission Team
A Leveraging technology across the continuum

A Think outside the box (residents, students,
rounds, patient care not just pharmaceutical
care, customer service, complianedg)

A Bring the care to the patient

A Risk stratification and target efforts for
greatest impact




A Rothman Index

A Modified LACE program

A Disease registries

A Risk stratification

A Level of patient engagement




REztUNIsSsIoN Finarnaal Risks

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




