
Spending More to Spending More to 
Save MoreSave More 

CareMore Health PlanCareMore Health Plan

Douglas Allen, MD., MMMDouglas Allen, MD., MMM.



CareMore HistoryCareMore History

• Staff Model Medical Group
• Iterative, Intuitive, Care Model 

Development
– NP based programs starting with diabetes
– Hospitalists who see patients in clinics and 

SNFs
– Home support systems
– Many others



• Creation of a Senior Only Health Plan
• Continued Program Additions
• January 2006, Sold to Group of Individuals 

who Saw the Ability to Replicate and Expand
• Staff Model →Network Model Medical Group
• January 2009, Opened Northern CA
• January 2010, Opened AZ and NV
• Offer MAPD, CSNP, ISNP and DSNP 

Products

CareMore History (contCareMore History (cont’’d)d)



*Only in markets offered.



First, the Bottom LineFirst, the Bottom Line

• This model attracts a high risk patient 
population with a RAF of over 1.3, 2 + % 
dialysis patients, and 30% diabetics.

• Patients are kept healthier leading to lower 
costs, sufficient to fund all of the 
infrastructure, one of the richest benefit 
packages in the US, continued innovation 
and a national expansion effort



So, Spend More on What?So, Spend More on What?



Healthy StartHealthy Start

• Usual Care: 
– Member Enrolls
– Chronic Condition is Un/Undertreated
– Member Becomes ill and Seeks Medical 

Care, Possibly Becoming Hospitalized
– Health Plan Engages High Risk 

Management Program



• CareMore’s Model of Care
– Within 30 days of Enrollment, Member has Face to Face Visit 

with a Clinician
– 102 Question Health Survey Taken by MA
– PHQ-9 Screening Tool
– Baseline Laboratory Tests: CMP, HbA1c, Urine Microalbumin
– Physical Exam
– Triaged to Appropriate Clinics
– 82% Success Rate and Still Trying New Strategies to Get 

Members in.
– Members who Cannot Come in get House Call or Phone call
– Free Transportation

Healthy Start (contHealthy Start (cont’’d)d)



Depression OutcomesDepression Outcomes

• 3.4% of Healthy Start Appointments Found 
New Diagnosis of Depression or 
Undertreatment

• Identified Patients are Referred to 
CareMore’s Mental Health Clinic



Anecdotal OutcomesAnecdotal Outcomes

• Many Patients Have Required Immediate 
Hospitalization

• High Risk Patients Continue to be Seen by 
Extensivists Until Stable to Discharge to PCP.

• Improved Coding has Funded the Program



Information TechnologyInformation Technology

• Usual Care
– Member Requires Specialty Referral
– Specialist Receives Inadequate Information
– Duplicate Ordering or Missing Information Leads to 

Incorrect Diagnosis or Treatment
– PCP Disconnected from Treatment Ordered by 

Specialist (Drugs, Scans etc.)
– Neither PCPs nor Specialists Know Which Patients 

are Experiencing Gaps in Care
– Among Providers, Inconsistent Care for Chronic 

Disease



• CareMore’s Technology Solutions
– EMR – Common Electronic Chart for all NPs, Hospitalists, 

House Call Clinicians, Specialists Managed by CareMore.
– In-home Monitoring with Transmission of Values over the 

Internet, Manned by 4 NPs who Make Outbound Phone Calls to 
Patients. Data Viewable Through PatientQuickView

– Home Glucometers Given to all Diabetics, Storing Blood Sugars 
which are Downloaded by Diabetes Clinic Personnel

– The Portal – Online UM System Used Daily by Clinician Offices, 
Provides Point of Care Support for Gaps in Care

– PatientQuickView – Internet Application Available to All, Allowing 
Clinicians to Access Relevant Information at the Point of Care.

– Production Reporting of Outcomes Creates CQI Environment

Information TechnologyInformation Technology







IdealLife HTN and CHF IdealLife HTN and CHF 
Biometric Telemetry Biometric Telemetry 

ProgramsPrograms







The Portal and The Portal and 
Clinical QualityClinical Quality

An Internet based Utilization An Internet based Utilization 
Management toolManagement tool



CareMore. Believe It.









CareMore. Believe It.





PatientQuickViewPatientQuickView

An Internet Viewing Tool for the An Internet Viewing Tool for the 
Longitudinal Patient RecordLongitudinal Patient Record



QuickView: Member Overview ScreenQuickView: Member Overview Screen







QuickView: Print Friendly CQM Chart InsertQuickView: Print Friendly CQM Chart Insert







QuickView: All Clinical Quality MeasuresQuickView: All Clinical Quality Measures



QuickView: Pending Clinical Quality MeasuresQuickView: Pending Clinical Quality Measures



QuickView: Authorization QuickView: Authorization -- HistoryHistory



QuickView: Claims QuickView: Claims -- HistoryHistory



QuickView: Lab Test Result QuickView: Lab Test Result -- HistoryHistory



QuickView: Pharmacy (Rx) QuickView: Pharmacy (Rx) -- HistoryHistory



QuickView: All AppointmentsQuickView: All Appointments



QuickView: Future AppointmentsQuickView: Future Appointments



• What number and percentage had an HbA1c test within the reporting period
• What was the average number of HbA1c tests during the reporting period
• What number and percentage had and LDL test within the reporting period
• What number and percentage had and LDL < 100 within the reporting period
• What number and percentage had a retina exam within the reporting period
• What number and percentage met the nephropathy HEDIS measure during the reporting period
• What was the average HbA1c for all patients in the program, taking only the most recent HbA1c
• Look for all diabetes members with no DMP visit during the period 7/1/2006 through 6/30/2007 

(the washout period). 
• Find the new diabetics in the program
• Now following their outcomes, look for two HbA1c values. First, the most recent value they 

obtained, if any, during the time interval 7/1/2006 through 6/30/2007 (during the washout period). 
If there is no HbA1c during this period, then the first HbA1c beginning 7/1/2007 on. This will be 
the baseline HbA1c.

• Determine the HbA1c value after at least three months have gone by from the first DMP visit. 
• Now the HbA1c values after at least 6 months have gone by from the first DMP visit. 
• Now the delta in mg%, between the baseline HbA1c and these two values. 

– What number and percentage gained 0.5 or more during this period. 
– What number and percentage were within 0.5
– What number and percentage reduced their HbA1c by more than 0.5 during this period
– What number and percentage reduced their HbA1c by more than 2 mg% during this 

period.
– What was the average change for patients during this period.

Outcomes ReportingOutcomes Reporting



DMP Denominator: Calculation of Annual Utilization DMP Denominator: Calculation of Annual Utilization 
per 1000 Membersper 1000 Members

DescriptionDescription In ProgramIn Program NotNot
in Programin Program

New toNew to
ProgramProgram

Member Months for 2007 (07/2007-12/2007) 6,384 18,434 1,289 

Number Admits for 2007 (07/2007-12/2007) 243 455 71 

Number of Bed Days for 2007 (07/2007-12/2007) 793 1,449 214 

Avg Length of Stay for 2007 (07/2007-12/2007) 3 3.2 3 

Admits per thousand members per year for 2007 (07/2007-12/2007) 457 296 661 

Days per thousand members per year for 2007 (07/2007-12/2007) 1,491 943 1,992 

Member Months for 2008 (01/2008-06/2008) 6,408 18,476 1,313 

Admits for 2008 (01/2008-06/2008) 277 516 65 

Days for 2008 (01/2008-06/2008) 997 1,819 234 

ALOS for 2008 (01/2008-06/2008) 3.6 3.5 3.6 

Admits per thousand members per year for 2008 (01/2008-06/2008) 519 335 594 

Days per thousand members per year for 2008 (01/2008-06/2008) 1,867 1,181 2,139 

Member Months for the reporting period (07/2007-06/2008) 12,792 36,910 2,602 

Admits for the reporting period (07/2007-06/2008) 520 971 136 

Days for the reporting period (07/2007-06/2008) 1,790 3,268 448 

ALOS for the reporting period (07/2007-06/2008) 3.4 3.4 3.3 

Admits per thousand members per year for the reporting period (07/2007-06/2008) 488 316 627 

Days per thousand members per year for the reporting period (07/2007-06/2008) 1,679 1,062 2,066 



Outpatient High Risk Outpatient High Risk 
ManagementManagement
• Post Discharge Red/Yellow/Green System
• Discharges of ESRD Patients → ESRD NP
• CIT – a Social SWAT Team – Amazing Anecdotes
• Home Care Physician and NP Team
• Palliative Care Physician and NP
• SNFist Physicians and NPs
• Outbound Calls Bring Patients to CCC – HbA1c of 8% or Higher x 2 

for Example
• 18 Care Centers
• Overall Days Thousand 1020 for 2009, Included Chronic Special 

Needs Plan and I-SNP
• All-cause Readmit Rate 13% (excluding ESRD SNP)



CareMore Intervention CareMore Intervention 
Team Team –– an examplean example

• Husband and Wife. Husband is CareMore, Wife Wanted to be 
but did not Qualify.

• House with Rats, Fleas, Roaches and Clutter
• Neither had Eaten in Days. No Food in the House.
• House Call Physician Intervened and Filled Out Nursing Home 

Application for the Wife, Including Giving the PPD.
• Wife Admitted Under Medicaid, Husband Admitted to Skilled.
• Ambulance Agreed to Take Wife as a Companion
• The Husband Elected Hospice and Passed Away at the Facility. 

The Wife Remains a Resident There







MedicationsMedications

• High Out of Pocket Expenses Lead to Non- 
Adherence

• CareMore Provides Insulin for Free
• Over 60 Medications with No Co-Pay
• Medication Adherence Reports
• Full Time Resident Pharmacist Making Outbound 

Phone Calls to Patients and Physicians for 
Adherence and Appropriate Medication Choice



Again, the Bottom LineAgain, the Bottom Line

• This model attracts a high risk patient 
population with a RAF of over 1.3, 2 + % 
dialysis patients, and 30% diabetics.

• Patients are kept healthier leading to lower 
costs, sufficient to fund all of the 
infrastructure, one of the richest benefit 
packages in the US, continued innovation 
and a national expansion effort



Questions?Questions?
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