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Euture of Prevention
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~ Wells Shoemaker MD, Medical Director
S e California Association of Medjcal Groups
—— CCLHO Conference, October 8, 2010
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S50V edical Groups in CA

15 I\/IJHJ(‘ people In HVO delegated model +5-6
VIBREES =1 18 Million +/-

5B gu r:prlvate and public sector care
:_-__"._':;;__;ﬁr- -ade assoc interests: Lobby & Business
Push for QI, consistency, affordability
» Collaborator Culture for QI & EBM
® Measurement & performance “culture”
® \/ilew ACO as validation of model
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rm at the delivery system level is crucial—
ts are a Homeland Security threat

_ ;_ ﬁ't'ion needs to happen upstream, or even
‘3 ream delivery system will be swamped

~3. The ACO initiative may finally align financial

= mcentlves political will, and personnel energy
to integrate Public Health approaches into the
delivery system—especially prevention,
disparities, and creative community action

4. This won’t happen passively
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line doctors don’t do much primary

ntion (other than peds). This is not
I strong suit.

recognltlon and better chronic care

| ay delay, diminish, or prevent avoidable
— ~morb|d|ty out rarely prevent incidence

® Real prevention starts long before the
traditional office visit
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<" —Do we have the Paddle?

_' nity-wide accountability with ACO could
ate a business case, finally, to:
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; 419ayors providers, public, private, etc.
- -ZT -Reach and engage disregarded populations

3. Use smarter approaches where traditional ones
fail—doctors and hospitals moving occasionally
to a “respect and reinforce” role

=—1. B dge financial interest silos—purchasers,



Long time to wait for Reform




Really a long time




Two Lessons | Learned Age 22

» There Is no sense changing something
unless:

1. What you build is decisively better than
what’s here now

2. What you build can support itself once
the novelty wears off
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ACO's are spec:lfled In ACA. CI\/IS [egs to come
S,r.e rr ate e raphits January, 2012

CA ,a. been doing large scale “"ACO pilots” for
1 r‘# Jyears = many tests of concept in many.
— .r—-ﬁﬁ {lngs Instructive successes and failures

-- > It can work...for both Quality & Affordability...
~ for large populations and diverse regions.

> locally organized, clinically motivated,
technologically sophisticated, administratively
competent, fiscally responsible systems

»> Variability is a continuing problem
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Falliorniahas a head start in many. aspects
Jum ant gaps, challenges await. Humility

Al Ja\. t, we have a chance to align financial
an tives with quality & societal goals

_\ -F.

seele—t rimary. care needs urgent, courageous boost.
=== :;"Wlthout this, it all collapses

> Patient experience will determine whether this
floats or sinks. CA has some catch-up to do.

> lLocal leadership is key, and local experience
will guide the country.
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SAUSEscentral intelligence” and

ddmm trative Innevation: Support
orJr y care and specialty physicians &
= 'twr‘ 10 enable practice at higher

== f@flClency and greater professional

ﬁ—‘

. : Fsatlsfactlon than achievable in isolation.

= ?espond to changing needs of nation’s
argest & most diverse population

® Do 1t with sustainable business model

=
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SEIMMUNILYSWICE SYSIEMS are foundation: for
errecu\ 2rcalie ofi pepulatiens—not small effices

Cirotigs provides critical infrastructure support for
eonnected, Advanced Medical Homes—with
ACCOL ntable ‘team play” in return

-‘--:_'.z-;sc & money by supporting timely “right” care
;—:*f;‘-.-not Py dodging risk or obstructing care

s Pts are “ours” long term

“e Culture of measurement & accountability—
Quality, Finance, Community, Workforce

® | ines up nicely with ACO philosophy
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WEllsi Matryoshka Doll co ' _t;,

“FloplE NelgI‘HS‘thood

> g hctlonlng Medical Homes, |nS|de

r\ccour able, administratively capable,
SUgge itive group with population focus
~ (' edlcal neighborhood” ), inside...

- .» TACO “municipal utilities™...fire, police,
"'_-' ‘roads, education, light, libraries...and
Public Health

13



OK...What Exactly is an ACQO?

INFORMATION
AT R S e
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SMNEVRaCronym 2009 > New: LLaw 2010

- ,-.-appeal from New England: insiders
—f tmouth, Brookings, Fisher, McClellan,
*-J; =M, HI & Berwick—year long dialogue

e _m—
R il -

= > influenced CMS policy

_- Intense interest: 1000+ at June ACO
Summit in Washington DC...more in Oct.

® Einally...recognition of CA group model &
role of risk. Low cost = notable point
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iree g” iples of the ACO mantra 2009:
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2= 2 andardlzed performance measures
:;.'_' S fPayment reform (go beyond FFS)

From Brookings Institute ACO Learning Collaborative Sept, 2009
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= Net vvo offers full' continuum of care

2 Sl 1m rient size and I'T horsepower to
f[r-?" sure, connect, apply (>5K MC lives)

5 S| fflClent administrative capacity (and

-- ;--reserves) to manage complex payment

- mechanisms (probable minimum 30K)

. Medicare & Medicaid by law...likely will
expand to commercial...hazy now
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2 hHlHS de Slgns shared savings model—llkely

£erJ of sophistication, but scuffling now
rear z- Iegal framework for shared dollars
a_é range of potential qualifying orgs
"'_‘E riority to those already “up”

Medicaid included along with Medicare
e Start date for early birds: January, 2012
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iy ospItal I Buy-in withr groups & pPayoers
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> Biglie ar d private sector overlap

——

e

sz uiral L;_ﬁ s Urban
= iohal variation

.E- .
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—_f” ‘-E mary care workforce shrinkage

e Remember: Affordability is key promise
® Quality alene Is not enough.
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> Deafigles ealth Dlsparltles as clinical
rmrrlleme rand business opportunity...
AT swted for systematic approaches

_JJ\;@@ as a Public Health vector

i e

-._.

fl\/love upstream to roots of illness
~  —Schools, of course

— Employer outreach to reinforce chronic care
Interventions & healthy living

— Community organizations
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Primary Care is Number One
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the'loose bolt in the rotor
J ceros I the bedroom
Ie I the gas tank
== i eberg In the Atlantic
Thé scorpion in your shoe
e That e-mail you never should have sent
* |t will net fix Itself.
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PIVACO concept is built upen a crumbling
'"ouri’é much worse than we think

e

' __._f,_l 5 of CA PCPs will retire in next 5 years

| P pipeline running dry. Trainees
S|phoned to more appealing disciplines.
>50% drop In 12 years, getting worse.

3. Most PCP’s are not working with same
productivity as their fathers...good & bad
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SVilINoarticipationsenable’a physician to
orrrcurm 1n a prideful, collegial fashion,
COTICE ntrating upon the features that
= liira cted him or her to medicine in the
"-‘-"' T’st place In a financially sustainable
~ manner, with a sensibly balanced life?

e Jf yes, ACO's will make It.
s [ not, they will fall
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2EIVIH VS ACO—V\Thlch will i
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STl offices simply can't afford and staff
il \/\/YP criteria and ‘work them.” The
EEe Ceptlons don't move populations

= “5Y/S ems “don’'t do 1:1 communication
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= §mergy IS the answer, and It IS
-—f.“ achlevable (We think that’s what we do.)

-® No time for turf battles....

*What You Oughta Do I5....
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The Hospital Role - Another talk
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Obstacles and Opportunities
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10 Philosophical Quandaries

Individual provider vs Group—who’s #17

Payor vs Group—whao’s responsible for population?
Hospital vs Group—who’s the dog, who'’s the tail?
FFS vs Global capitation—Is it “either/or?”

Quality vs Affordability—must we choose?

Primary care vs Specialists—where’s the balance?
Fill beds vs reduce total cost of care—either/or?
“More Is Better” vs “More is Wasteful & Dangerous”
Free choice vs accountable network RBO—coexist?

. California vs Boston—fruits & nuts vs beans and

brains? ...or...Birkenstocks vs Red Sox...
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shigllenges we faced pre ACOM:

BRElC stay \ﬂiﬂqwus a Wh e
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ST & rust—Govt [ASUrors, groups
fJOJOJFc S5, medical associations,
emole /er/purchasers, advocacy groups

M Ilgned Incentives will persist
ercgraphlc variability in resources
75-."'"""';13'{3 pulation diversity
“e Capital for systems development
e Takeways will not be peaceful
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IET e»: re virtually no Americani models for
sanewhichi yield BOTH high quality AND
mQ_g_f cost without network limits.
2 :ioOSsibIe to sell restrictions in “choice”

_‘” 1 ncentlves to “stay In” crumble under stress
_- — Risk bearing foolish If patients can wander

e Evidence based medicine distrusted

e Smearing of all aspects of reform in TP
hysteria, anti-governmental backlash
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SHICEErEstriction of trade, price flxmg collusmn—
clisliezll tegratlon for communlty benefit vs
moruoo ‘& profiteering?

2 JOJ aud and abuse, Stark Law

2 QJ[ C|V|I Money Penalty, I.e. incentives to
= yedlice care—how to fit with hospital stay

*;'r-féptrmlzatlon
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e Crucial test: Does Community benefit in BOTH
quality-ana afforaability? If “Yes,” it will Work.
Public: Health: Officer will be asked that question.
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Upstream
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Moving Upstream: Employers

Employer based initiatives—dramatic, fast
results for chronic iliness risk reduction.

2080 contact hours/year vs 3 office visits

$ value of lost but reclaimable productivity
exceeds health insurance costs (epiphany)

Local customization and coordination
essential.



Upstream: Schools

Health Education, age-appropriate, every
school day, every year—braided into
curriculum, not separate “capsules’

Physical Education & Sports/healthy rec
Screening and minor acute care onsite
Nutritional support

Contact avenue to families and elders



Upstream: Families

Diabetes Is a 3-generation illness

nstead of one PCP for 2000 patients...
now about 3, 4...maybe 10 care coaches
for one patient...in each household?

Medication adherence...where Is the most
effective touchpoint?

Ditto for diet, exercise, depression

Invest in the teaching—cheap compared
to an MI, CVA, amputation, dialysis, etc.




Upstream: Communities

Cultural affinity and advocacy groups
Disease-focused advocacy groups
Clubs, churches, charities,
Neighborhood organizations
Media—huge range

Recreation all ages

Educational venues—fairs, gathering
points, art, sports...wide open



Upstream: Government

 Public Health (obviously): measure,
report, advise, educate, intervene

* But also define one doable PH role for
every governmental organization:

— Law enforcement, Fire, Transportation,
Highways, Urban Planning, Food &
Agriculture, Media oversight, Education,

Utilities...



B —

DUR2 01 S J:"

RSNl be a gelden age of creative
'mrmmc and fapidi communication

J:'f ice and expectation for disruption

_|._

rsmt of greater good—accommeodate
‘eat leap” system improvements

- Some “Tough Love” and frlctlon coming,
[6]6)
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e Start Now
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Questions?
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Contact Information

Wells Shoemaker MD
wshoemaker@capg.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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