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VCU Health System (VCUHS)

m MCV Hospital and Clinics

779-bed teaching hospital

80,000 Emergency Room visits
Over 550,000 ambulatory visits
Region’s only Level | Trauma Center

m Children’s Hospital of Richmond (CHoR)

e Over 40 Pediatric medical/surgical specialties
e 40-bed Private Room NICU
e Only Level1 PICU in Central Virginia

m MCV Physicians

e Over 600 physicians and NP’s in the faculty practice plan
e 100 specialty and sub-specialty service areas

= Virginia Premier Health Plan, Inc. (VPHP)

e 172,000 member Medicaid HMO
e Top-Ranked Medicaid Managed Care Organlzatlon in V|rg|n|a in 2011 2012*

VCU Health System
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The VCU Health System is a Major Regional Referral Center for
Virginia and the mid-Atlantic et |

Richmond City — 173 patient volume
Henrico Co.,
Chesterfisld Co.,
Hamnower Co., Pnmary
Hopreramll, Service Area
Colonial Heights,
Potersbuig
Amalia — 173 patient volume
% Charles City
. Drarwasic b
*  Goochland
: How Kem
H Powhatan
= Prince George

173 patient volume
Remainde: of the
Commonwealth &
Beyomnd
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VCUHS' Medicaid and uninsured patients
come from all corners of the state

Distribution of Indigent Care Funds

VCU Health System

Virgimis Commaonwanlih Usnivaersildy
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Concerns for VCUHS

= Vulnerability of funding from governmental payers (i.e.,
DSH, Medicaid, and Medicare)

m Increasing need to address “Social Determinants of
Health” that impact health outcomes

m Disproportionate percentage of uninsured and
underinsured patients served

Source of Patients by Payer
Based upon FY12 Adjusted Discharges

Commercial
26.7%

Medicaidf ]

Lninsured
49.2%

Over 73% uninsured or
— government sponsored

Medicare
24.1% -

VCU Health System
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viouUrio rivgyiallls rnave pbccil
Leveraged to Create Innovative
Models

Introduction
of the
COMPASS

Population

VCUHS and
Richmond City
Health Dept.
launch the
“City Care” program for

Meetings held with
Community leaders to

expand “City Care” to
include

uninsured adults Health

Management
model

women and children

1995 1998 1999 2000 2011

VCUHS purchases VCUHS purchases The VCC
30% interest in remaining mtere_st n program is
Chartered Health Virginia Premier established in

Plan Health Plan partnership with
(Virginia Premier) community
PCP’s

VCU Health System
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Virginia Coordinated Care (VCC)
Program

m Established in 2000 to coordinate HEalthAffalr‘S
care for uninsured in Central Virginia

m Provides “medical homes” to over —l
27,000 patients who qualify for the == S
VCU Health SyStem,S Indigent Care — Maongcuvte |
program (below 200% FPL) = == === §

m VCUHS partners with 50 community-
based physicians to improve access 4
to care —

. . THE :‘a."dl-ﬁﬂl(.’_x‘ﬂ‘_lulf R.‘\’;‘tl_{}lj Vit Syatos.
e Patients receive case management MANAGED CARE
and navigation support [

!
m Recognized as a model for managing 4
care for uninsured patients W N ’}

VCU Health System
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VCC Operations

m Virginia Premier Health Plan serves as the program’s Third Party
Administrator

m VCUHS Financial Counseling staff conduct financial screening
for the program

m VCC Care Coordination staff conduct a health assessment for
qualified patients

m Patients are enrolled for a 12-month period and assigned a
medical home

m VCU faculty and staff assist with data analysis and evaluation of
the program

; 3 30 ;
| *You must present a valid Vinginia photo ID to pick up certai wrption
P NN O R i . ST G
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VLU Frogram nas demonstrated utiliZation

reductions

" Lessons For Coverage Expansion:

A Virginia Primary Care Program
For The Uninsured Reduced

Utilization And Cut Costs

Bradley, C. Gandhi, 5, Heumark, D, Garland, 5
Retchin, S, Lessons For Coverage Expansion; A
Virginia Primary Care Program For the Uninsured
Reduced Utilization And Cut Costs, Health Affairs 31
Mo, 2 (2012): 355

VCU Health System

irgimis Commonwaalih u-.-..-.--“:..

Emergency Department Visits

1.2 1
1.02 1.0
14
0.8 o7 )
0.62 38% reduction
06
04 17
02 17
0 'I'i T - T T T — -1';
Year1 Yearl Year? Year3 Yearl Year? Year3
One Yr Enrollment ~ Multiple Year Enrollment Continuously Enrolled
Inpatient Hospitalizations
05 1 0.22
_ 0.2
0.2 17 )
45% reduction
0.15 B
0.11 0.1
D_l ‘.-" T o ] T T
0.05 +
0+ —_—— —— —— — —
Yearl Yearl Year? Year3 Yearl Year? Year3
One Yr Enroliment ~ Multiple Year Enroliment Continuously Enrolled
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VCC Program has also demonstrated reductions

IN COStS
VCC Population

Average Cost/Year
(2000 — 2007)
$8,899

$9.000

$7.604

$8.000

$7,000 $6,106

$6,000

$4.560

$5,000
$4.000
$3000 1
$2.000 1~

$1.000 +

Year 1 Year 1 Year 2 Year3 Year 1 Year2 Yeard

One Yr Enrollment Multiple Year Enrollment Continuously Enrolled

Bradley, C, Gandhi, S, Neumark, D, Garland, S, Retchin, S, Lessons For Coverage Expansion: A Virginia Primary Care Program For the Uninsured Reduced
Utilization And Cut Costs, Health Affairs 31, No. 2 (2012): 350-359

VCU Health “vx stem




VCC is a“Bridge” to Health Reform

m Enrollees will be eligible for Medicaid or Health
Insurance Exchanges beginning in 2014
e >80% of the population is below 133% FPL

m VCC community providers may play a critical role in
addressing access issues for the “newly insured”

m VCUHS Launched a Population Health Management
initiative that focuses on the Institute of Healthcare
Improvement’s “Triple Aim”:

e Improve the patient experience of care;

e Improve the health of the population; and

e Reduce, or at least control, the per
capita cost of care*

*IHI Triple Aim Initiative, Institute for Healthcare Improvement, , 2012

VCU Health System
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http://www.ihi.org/offerings/Initiatives/TripleAIM

VCUHS Population Health Management Model
N

COMPASS

(Coordinated Care Options to Manage Patient Access to
Systems and Services)

_ Information
Community Payment Exchange and
Partnerships Reform Data Analytics

; Care
_Medlcal Coordination/Case

Populations
Uninsured/VCC
Employees
Medicare
Medicaid
Commercial

Results:

- Improve Care for Patients

- Improve the Health of the Population
- Reduce per capita costs

I h w

VCU Health System
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VCC Population Risk Stratification

Medical Home for
VCC Enrollees

Co Located : Practice/HS
Multi-disciplinary Care Team

Risk Stratification

H

Navigator Level 2 Navigator Level 3

‘ Maintenance/lntake/ ‘ roale / ' Complex //

Navigator Level 1

Stable, intermittent At highest health risk

care needs. Other Moderate illness burden. ; = _
basic issues (food, Physical as well as mental ngh_ utilizers of gxpenswe
shelter, safety). May health issues. Understands services and at risk for
not engage with PCP. need for ongoing care and is using more. Many have

mental health as well as

willing to work with caregiver.
° ¥ physical conditions.

VCU Health System
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Interventions focus on populations
with highest risk and costs

FY10 Allocation of VCC Hospital Costs

Risk Hospital
Stratification |Population*| Costs**

Level 1 61% 20%
15% 24%| 1 809 of
Level 3 6% 56% Costs

*8% of the population did not use hospital services
**Based upon FY10 hospital costs of $56 million excluding
Outpatient Pharmacy and physician services

VCU Health System
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Redefined the Care
Coordination Interventions

_evel 2 .

RN Case Managemen
Social Work

Chronic disease
stabilization

Chronic Disease Mgmt

Stabilization of disease
process to promote

Transition of care Monitor clinical indicators |

Care
Management
Components

Complex care needs may
be due to multiple chronic
conditions, multiple

Patient centered medical
home with a dedicated
multi-disciplinary team
providing seamless
service delivery care

Decrease potential for poor
outcomes and high health
care cost activity with

VCU Health System
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Medical Neighborhood Includes a Complex
Care Clinic for High Risk Patients

m Established a VCUHS clinic supported by an
interdisciplinary team in November 2011
e Physician
Nurse Practitioner
RN Case Manager
Social Worker
Behavioral Health Specialist
Pharmacist

m Focused on patients with the highest cost and utilization
e VCC enrollees with 3 or more chronic conditions

e Most prevalent conditions were hypertension, behavioral health, and
diabetes

e Over 500 patients enrolled as of April 2013

VCU Health System
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Patient Experience Without the Complex Care Clinic

Negative Outcomes Fragmented Care
Unable to Work Delays in Care

Default to ER
Avoidable Costs

Noncompliance
Confusion

Lack of Coordination

’ — Community
Emergency Services
’ Care p—

Outpatient
Services

Inpatient
Care

Post-Hospital
Care



Patient Experience With the Complex Care Clinic

Engagement with Coordination of Care
Care Team

Q Interdisciplinary Care Improved Health
(_ Physician / J.'|" ( ol

e .
] y w {_ | d . .
| ( < .. i ( i Clinical
| i L l ST ‘ Nurse

. D . C J
U H-'-\,_- ___.- - l
LY ——
“‘-'\1
2 [— ':.._.-

Pharmacist

) My —
Social #_,J "_"'
Worker - Behavioral
; %  Nurse Care Health

— Manager M Provider

l:.‘-.u l'h'.. *31 New Discovery.



Pre- and Post- Clinic Utilization Study

VCC Patient Costs*

Pre- and Post-Complex Care Clinic
. . Enroliment (n=365)
m Evaluated patients with at

. . . . $ﬂ.u
least one clinic visit between 5o /
Nov. 2011 and Oct. 2012 o |
m Cost of care for the 550 -
population was reduced by 550 - $4.1
approximately 49% -
m Inpatient utilization dropped $30 -
44% G20 -
m Emergency Department use $10 -
fell 38% . — -

*Includes Hospital inpatient, outpatient and ED costs

VCU He alth System
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Population Experienced Improved
Clinical Outcomes

m Percent of patients with hemoglobin A1c
under control (HbA1c <7%) increased from
35% to 47%

m Percent of patients with cholesterol under
control (LDL-C <100 mg/dL) increased from
39% to 50%

m Percent of patients with blood pressure
under control (< 140/90 mmHg) increased
from 39% to 58%

VCU Health System

Eve t\,l’H*’xN‘u[*l overy.



. essons Learned

Establishing partnerships (not just contracts) with providers
has improved program outcomes

Stratification of the population allows for more effective
alignment of resources

Building care coordination models that incorporate
community-based partners strengthens the ability to
address social determinants of health

Interdisciplinary care models strengthen the medical home
for patients with multiple chronic conditions

Providing accurate and timely data to providers is critical to
achieve improved outcomes

VCU Health System

Every Day, *”x New Discovery.
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