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National Health Expenditures and Their Share of Gross 
Domestic Product, 1960‐2009Domestic Product, 1960 2009 

Dollars in Billions:

5.2%       7.2%      9.2%     12.5%    13.8%    14.5%    15.4%    15.9%    16.0%    16.0%    16.1%    16.2%   16.6%    17.6%  

Source: Centers for Medicare and Medicaid Services, Office of the Actuary, National Health Statistics Group, at 

http: / /www.cms.hhs.gov/NationalHealthExpendData/ (see Historical;  NHE summary including share of GDP, CY 1960-2009; file nhegdp09.zip).



SUMMARY IMPLICATIONS

Patient-Centered Medical Homes (Section 3502)

Community-based, interdisciplinary inter-professional teams that 

support primary care practices

Will drive improved organization of outpatient care

support primary care practices

Government to provide grants or enter into contracts with eligible 

entities

Will fund care coordination and a team-based approach

Accountable Care Organizations (Section 3022)

Shared-savings program that encompasses primary care Requires vertical coordinationShared-savings program that encompasses primary care, 

specialist practice, and hospitals

Requires vertical coordination

Care processes to be redesigned for the efficient delivery of 

high-quality services

Most of the savings are likely to come from acute care sector

Bundled Payments (Section 3025)y ( )

Pilot program Will provide incentives for care-delivery systems to reduce costs 

in order to increase margins

Applicable to eight conditions selected by the Secretary of Health

An ‘episode’ of care defined as the period from 3 days beforeAn episode  of care defined as the period from 3 days before 

admission through 30 days after discharge

Readmissions Reduction Program (Section 3025)

Reduces payment for readmissions Will motivate hospitals to engage with care coordinators and 

organize delivery systems betterg y y

Applicable to three conditions selected by the Secretary of HHS; 

to be expanded in 2014

Secretary to determine definition of ‘readmissions’

H it l A i d C diti (S ti 3008)Hospital-Acquired Conditions  (Section 3008)

Payments for care for hospital-acquired conditions to be 

reduced, starting in 2015

Will provide hospitals an incentive to standardize protocols and 

procedures to reduce hospital-acquired conditions

Individual hospitals’ infection data to be made available online



Medicaid Cost‐ContainmentMedicaid Cost Containment

• Reduce aggregate Medicaid DSH allotments by gg g y
$.5 billion in 2014, $.6 billion in 2015, $.6 billion 
in 2016, $1.8 billion in 2017, $5 billion in 2018, 
$5 6 billion in 2019 and $4 billion in 2020$5.6 billion in 2019, and $4 billion in 2020.

• Distribution of DSH reductions in a manner that 
imposes the largest reduction in DSH allotments 
for states with the lowest percentage of 
uninsured

• Prohibit federal payments to states for Medicaid• Prohibit federal payments to states for Medicaid 
services related to health care acquired 
conditions. (Effective July 1, 2011)

Kaiser Family Foundation



Medicaid Payment ReformsMedicaid Payment Reforms

• New Medicaid state plan option to permit Medicaid enrollees p p p

with at least two chronic conditionsto designate a provider as 
a health home. Provide states taking up the option with 90% 
FMAP for two years for home health related servicesFMAP for two years for home health‐related services, 
including care management, care coordination, and health 
promotion. (Effective January 1, 2011)

• Create new demonstration projects in Medicaid to pay 
bundled payments for episodes of care that include 
hospitalizations (effective January 1 2012 through Decemberhospitalizations (effective January 1, 2012 through December 
31, 2016);

• Make global capitated payments to safety net hospital 
systems (effective fiscal years 2010 through 2012);

Kaiser Family Foundation



Primary Care Payment ReformsPrimary Care Payment Reforms

• Increase Medicaid payments in fee‐for‐service p y
and managed care for primary care services 
provided by primary care doctors to 100% of the 
Medicare payment rates for 2013 and 2014Medicare payment rates for 2013 and 2014. 
States will receive 100% federal financing for the 
increased payment rates. (Effective January 1, 
2013)2013)

• Provide a 10% bonus payment to primary care 
physicians in Medicare from 2011 through 2015physicians in Medicare from 2011 through 2015. 
(Effective for five years beginning January 1, 
2011)

Kaiser Family Foundation



Workforce ProvisionsWorkforce Provisions

• Increase workforce supply and support training of 
health professionals through scholarships and loans;

• Support primary care training and capacity building; 
provide state grants to providers in medicallyprovide state grants to providers in medically 
underserved areas; train and recruit providers to serve 
in rural areas;

• Establish a public health workforce loan repayment• Establish a public health workforce loan repayment 
program; provide medical residents with training in 
preventive medicine and public health;
P i i f di kf d• Promote training of a diverse workforce; and promote 
cultural competence training of health care 
professionals. (Effective dates vary)

Kaiser Family Foundation



HIT LandscapeHIT Landscape



81% of Hospitals Plan to Apply for MU81% of Hospitals Plan to Apply for MU

Figure 1.2:  Intent to Apply for Medicare/Medicaid EHR Incentive Program Among 
Non-Federal Acute Care  Hospitals  (Meaningful Use intent)p g

11
Source: AHA Annual Survey of Hospitals, Information Technology Supplement, 2010



Steady Growth in EHR Adoption Overall; Jump 
for Primary Care Physicians

Figure 1.3 : Percent Adoption of Electronic Health Records Among Office-based 
Physicians*Physicians

*Adoption of “Basic” electronic health records as defined in Hsiao CJ, et al. Electronic Medical 
Record/Electronic Health Record Systems of Office-based Physicians: United States, 2009 and Preliminary 
2010 State Estimates Health E Stats. National Center for Health Statistics, Centers for Disease Control. 
S Ph i i

12

Source: Physician 

Source: National Center for Health Statistics, Centers for Disease Control, NAMC (National Ambulatory 
Medical Care) Survey (mail-only respondents), 2008-2010



HITECH Framework: Meaningful Use 
at its Core
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ONC’s five year strategic planONC s five year strategic plan
1.  Achieve adoption and information exchange through meaningful use of 

health IT.health IT.  

2.  Improve care, improve population health, and reduce health care costs 
through the use of health IT. 

3 Inspire confidence and trust in health IT This is the focus on privacy and3.  Inspire confidence and trust in health IT. This is the focus on privacy and 
security to build trust with providers and consumers.

4.  Empower individuals with health IT to improve their health and the health 
care system This is using HIT to engage consumers through better accesscare system. This is using HIT to engage consumers through better access 
and tools.

5.  Achieve rapid learning and technological advancement. This is using HIT to 
enable innovation and generate knowledge about care across populationsenable innovation and generate knowledge about care across populations



E‐prescribing adoptionE prescribing adoption 

• Surescripts announced that over half of US‐p
based physicians are now using e‐prescribing.  
This includes over 350K prescribers. 

• Adherence and ROI Electronic prescribing is• Adherence and ROI. Electronic prescribing is 
having  a positive impact on primary adherence.  
Surescripts study showing a 7% increase in 
patient pick‐up of first‐fill prescriptions when 
they are electronic. 

• CVS Caremark also released research showing a• CVS Caremark also released research showing a 
strong ROI for medication adherence on 
downstream medical costs.



The Ultimate Goal of Improved HealthThe Ultimate Goal of Improved Health
Sustainable Health Outcomes: Quality, 

Efficiency Population Health

Innovative Care Delivery Processes and 
Payment Reform

Health IT Infrastructure ElectronicHealth IT Infrastructure:  Electronic 
Health Records and Information 

Exchange



Value Based PaymentsValue Based Payments

• Clinical Quality Metrics need to be reported orClinical Quality Metrics need to be reported or 
improved

• Clinical Quality Measures are reported viaClinical Quality Measures are reported via 
claims or EHR data

• Measure will play a new critical role in shapingMeasure will play a new critical role in shaping 
provider behavior 

• Providers and Hospitals will receive penaltiesProviders and Hospitals will receive penalties 
on payments or incentives based on quality 
improvement or attainment



Outcome based Payment System 

• Measures are transitioning from  claims‐based 

Using Quality Measures

g
to electronic‐measures

• Electronic measures will be used to evaluate 
provider performance for payment purposes 
(VBP, ACOs, PQRS, MU, Patient Centered 
Medical Homes, HEDIS)

• Measures will be calculated based on clinical 
information in EHR using standardized 
codesets (PQRS and MU are using already)

18



Hospital Payment InteractionsHospital Payment Interactions
• Hospital Acquired Infections

d h h l d l f– HACs reported through claims  do not qualify DRG 
payment for severity adjustment‐potentially –
potentially .02% reductionp y

• Meaningful Use 
– reduction to annual market basket update by ¼, ½, 
and ¾ in 2015, 2016, and 2017, respectively for 
hospitals that have not qualified as meaningful users. 

• Hospital Inpatient Quality Reporting• Hospital Inpatient Quality Reporting
– 2% reduction in annual market basket update for non‐
reporting of clinical quality measuresp g q y



New Health IT sector growthNew Health IT sector growth

• Over 1100 products certifiedOver 1100 products certified
• New emerging field of analytics and risk 
prediction (Humana/Medco,prediction (Humana/Medco,  
Archimedes/Kaiser)

• Payers in HIT exchange (Aetna buyingPayers in HIT exchange (Aetna buying 
Medicity, United buying Axolotyl)

• Health IT Challenges and VC funding for newHealth IT Challenges and VC funding for new 
start‐ups (games, analytics,  population 
management tools)



PCMH 2011’s alignment with meaningful use:

• Electronic prescribing

• Drug formulary, drug-drug, drug allergy checks 

• Maintaining an up-to-date problem list of current and active diagnoses 

and medicationsand medications

• Recording demographics on preferred language gender, race, ethnicity 

and date of birth

• Recording and charting changes in vital signs

• Recording smoking status

• Reporting ambulatory quality measures 

• Implementing clinical decision support rules

Source: NCQA



PCMH & MU CrosswalkPCMH & MU Crosswalk

•Improve quality, safety and 

•Ensure 
adequate 
privacy and 
security 
protections for 

l h l h

PCMH

MU

efficiency and reduce 
disparities

•Engage patients in their 
care

•Improve population health
•Improve care coordination

•Enhance access and 
continuity

personal health 
information

•Improve care coordination
•Measure and improve 
performance

continuity

•Provide self‐care support 
and community resources
•Plan and manage care

Three AimsThree Aims



Six HIT domains 
cross‐walked with ACO



HIT Enabling ACO FunctionalitiesHIT Enabling ACO Functionalities
ACO HIT “Domains” HIT Tools

Clinical information at point of care IntegratedEHRs from “virtual network” 
with access from “exchange”

Health Information Exchange Ability to “push” and “pull” from clinical Health Information Exchange y p p

repository accessible to network 

Patient Engagement Patient portals,  patient reported
outcomes and risk assessmentoutcomes and risk assessment

Care coordination and care 
management

Transitions of care‐ medication 
reconciliation; closing the referral loop; 
longitudinal care records; “Direct” securelongitudinal care records;  Direct  secure 
messaging

Provider Feedback/Quality 
I t

Quality measure analytics;  

Improvement



NQS Priorities Supported by 
HITPC‐Proposed Stage 2 MU Objectives

National Quality Strategy Priorities HITPC‐Proposed Stage 2 MU HITPC Proposed Stage 2 MU Objectives
Requirement

Making care safer by reducing harm caused 
in the delivery of care

Electronic medication administration 
record (eMAR)y record (eMAR)

Safety‐related clinical quality measures 
(CQMs)

Ensuring that each person and family are 
engaged as partners in their care

View & download (similar to Blue Button)
Secure messaging

New patient‐reported CQMs

Recording patient preferences

Promoting effective communication and 
coordination of care

More robustHIE expectations
Shared care planShared care plan
List of care team members

Promoting the most effective prevention 
and treatment practices for the leading

Higher thresholds  
and treatment practices for the leading 
causes of mortality, starting with 
cardiovascular disease



GME and HITGME and HIT



MedPAC recommendationsMedPAC recommendations

• Medicare invests close $10B in GME 2010$

• MedPAC concluded that the the GME system 
must join others in transforming the US 
healthcare system ACGME has taken efforts tohealthcare system;  ACGME has taken efforts to 
re‐orient the system– but process has been 
“slow” (Glenn Hackbarth NEJM 2/14/11)

• $3.5 B (IME portion) should be carved out for 
“incentive based” performance metrics placed on 
residency programsresidency programs

• Joint Select Committee on Deficit Reduction 
considered reducing CMS support of GMEg pp



MedPACrecommendations

• MedPAC recommended that Congress give theMedPAC recommended that Congress give the 
HHS the authority to modify the current 
system of funding for GME in order tosystem of funding for GME in order to 
"support medical education that supports 
skills needed in a delivery system that reducesskills needed in a delivery system that reduces 
cost growth while maintaining or improving 
quality”quality.



Recommended StandardsRecommended Standards

• Quality measurement and improvement,Quality measurement and improvement, 
evidence‐based medicine, multidisciplinary 
teamwork, care coordination across settings, , g ,

and health information technology

• Additional concepts to focus on: practice‐basedAdditional concepts to focus on: practice based 
learning and improvement, interpersonal and 
communication skills, professionalism, and p

systems‐based practice, including integration of 
community‐based care and hospital care











Issues to considerIssues to consider

• How can we train residents in the areas ofHow can we train residents in the areas of 
team‐based care? 

• How can we incorporate innovations and• How can we incorporate innovations and 
HIT/MU areas within GME?

H f “ i k”• How can we move from acute “sick” care to 
population health/preventive care models? 

• How do we teach “value”/efficiency? 



MahaloMahalo


