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Chapter 2

THE ROLE OF BUSINESS IN IMPROVING
COST EFFECTIVENESS AND QUALITY
IN THE HEAITH CARE SYSTEM

Business has a large stake in resobing the
majof problems described in Chapeer 1.
Employers can actively address many of the
flaws through changes in the way they pur-
chase and manage health benefis. These
changes include establishing new reladon-
ships with health care providers and healdh
plans {with new demands and expectaticns),
condnuing a cransfer of more responsibilicy oo
employees by providing a wider choice of
plans and informarion on their performance,
and designing contributions that encourage
“value-based” seleciions. This chapter pre-
sens specific recommendations on how
employers can play a leading role in coneain-
ing coss and improving qualiey in the health
Care systefil.

While large employers have the most
scope for following our recommendari ons,
many imporeant emplover actions do not
require a large human resources seaff or
eremendous market cloue. The frst step chat
mose companies can take is o offer their
workers a meaningful choice of health plans.
While very small firms may have difficulty
providing mulaple choices of plans, many
medinm-size firms could offer their workers
three health plans and seruciure their coneri-
butcns 8o that workers' premivmes are relar-
ed to their choices. They can ako educate
workers aboue the imporant differences
among the plans.

18

I
ADDRESSING COST AND

OUALITY FROHBLEMS

The busimess cormmninty has too wuch at stake
to revmamn pasmve 1w the face of the nason’s health
care enms. Firse, the rising cosis of health eas
into the towal compensation package that
employers are willing o provide workers: it
limits employers’ abiliey 0 increase wages and
b coneribuee w0 pensions and oiher employes
benefits. Combined with palpable dissadsfac-
dod with some of the rescricdons and delays
imposed by managed care, this will translate
into deterioradon in relations wich employees
and their representatives. Second, when work-
efs fail wo ger dmely and appropriate medical
care, their productviey is likely wo be lower
and their absenteeism higher. Third, business
pays a pordon of the cost of the uncompen-
sated care delivered by health care providers
v the uninsured through higher corporate
taxes as well as higher premiums

Bodh positive incentives v reward good
medical practices and good value and clear
consequences for sub-scandard care and inef-
Ficiency are needed o improve quality and
contain coses. Fhysicians, hospicals, and other
providers of health services who adhere wo
medical prowcoels and pracace evidence
hased medicine should be rewarded with
boch adequate payments and a larger volome
of patienis. Those who do oot follow thess
standards should be assisted w0 inprove
thedr practce pacerns, and if they ignore
this advice, should expect to see their
vilwme declne or be dropped From
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provider networks. The business communiey
needs eo work with health plans and providers
b2 analyie pracrce patterns, assess good
value in medical care, and design reimburse-
ment serategies that encourage pracrices
consistent with the lawest sciendfic knowledge
and efficient managemennt.

Effores of the following kind can help
accomplish these goak:

Demand transparent mformation
on medical practices and use it

Thi= business conmmundty should insist
upon iransparent mformaton on the quahty
of care from bodh providers of care and
health plans. Employers should not accept the
excuses frequently put forward o avoid mak-
ing this information available—that *it cosis
b2 much,” “itis not fair” of “providers who
report ertors will be sued.” Steps can be aken
v address each of these potendal problems.
For example, performance measures of quali-
ry can be adjusced for case mix or for “rans-
fer patents” v accoune for the face thar some
health care providers serve older and sicker
patents.”

Emplovers should make conracis with
health plans contingent upon an assurance
that paracipatag providers comply with safe
and effective medical practice. The Leapfrog
Croup, for example, 8 requiring that hospi-
tals with whom they do business employ com-
puter-assised physician order enoy oo reduce
medication errors, follow evidence-besed
quidelines relating patient volume o owe-
comes, and seaff crivcal care unis with appro-
priately wained physicians. (See box, The
Leaptrog Group.)

Since health plans have moved woward
more open netwoiks that contain many of the
same physicians and hospitak, compansons

t Somie vanching boapitals, for axumple, serve 5 wukbaianusl
nium ber af padanis whe sre imansfered Erom cthar hopicsh.
Thee iz o b tha ment srious cises requining exponnive
adanced medicsl ischnoksy.

berween them have become less useful. In
respofnse to this problem, some innovatve
business purchasers have be £0 MEASLTE
the performance of providers rather than
only managed care plare.

Emplovers may use informadon on
patient satsfacton with providers and plans,
but they should pay special atenricn o clini-
cal indicacors of qualiey. The *userfriendl
ness” of the syseem as manifest in hous of
operaton, ease of gewing an appoinument,
and other marters is imporant, but che ori-
cal isue is the likelihood of a padent geing
well or having a chronic conditon properly
managed over dme. These questdcns may li-
erally decide life and death and are far more
impofant than “bedside manner” or the
number of elephone rings that ocour betore
someone answers. [t 8 imporant dhat the
public underscand that chere are in fact large
differences berween plans and providers in
these crideal dimensions

Transparent and tmely informaton on
qualiey of care will coly be helpful if employ-
ers wse that informadon in their purchasing,
both in choosing which plans wo offer employ-
ees and in providing employees with the
informaricn needed 0 make wise, health-pro-
motng choices chemselves. As nowed in the
previous chapeer, emplovers frequendy lec
anch qualiey information gather dust

Health care professicnals and health
plans need o know thae if they are consistent-
by recerang low marks for their performance,
there will be consequences. In using informa-
el i guality in thedr comract decisions,
emplovers could withhold a small porton of
premiums pending attainment of qualicy
mnprovement argess. Beyond fmancial
rewards and penalies, physicians and hospi-
tals need w0 know that their conoinued paraci-
paticn in emplovers’ healcth plans hinges on
their complance with pracdce provecols and
demonstrable qualicy improvemedt.

18
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THE LEAFFROG GROUFP

The Leapfrog Group is an crganization of more than 80 public and private organizat ons
that prowide health care bepefits. It represents more than 28 million health care consumers
in all 50 states. Initinlly. the group is advancing three methods of improving patient safety
Research conducted by John D. Birkmeyer at Dartmouth University found that thess three
improvemnenis could prevent 522 000 medication erroms and save up to 58,300 lives.

COMPUTER PHYSICIAN ORDER ENTRY (CPOE) SYSTEMS

CPOE systems with intercept capability based on protocols specified by the Institute for
Safe Medication Practices can reduce sericne prescribing errors in hospitals by more than 50
percent—yet fewer than 5 percent of hospitals wee them. CPOE sptems can reduce errors
caned by misresding or misnterpreting handwritten instmctions. They cn also intercept
orders that might result in adverss drug reactions or that deviate from standard protacols.

To fulfill this Leapfrog Group safety standard, a hespital must require phys cians to enter
medication order via a computer system that is linked to prescribing error scoftware; demon-
strate that their CPOE aystem oan intercept at least 50 percent of common serious prescribe
ing errors; require documented acknowledgement by the prescribing physician of the inter-
cept prior to any override; and post the tes case interception rate on a Leapfrog-designated
web aite.

E¥IDENCE-BASED HOSPITAL REFERRAL (EHE)

Beferrals to surgical teams and hospitals with a lot of experience treating certain condi-
tione offer the best survival odds To fulfill this aandard. hospitals will comply with volume

standards with established relatonship to positive outcomes, I scientifically rigorous risk-
adjusted hospital cutcomes measures are available, those should be the preferred standard.

[CU PHYSICLIAN STAFFING (ICL)

When ICUs are smffed with physicians with credentiak in critical care, or when intensive
care sp=cialists are awailable to respond to 95 percent of pages within five minutes, the risk
of patients dying in the ICU is reduced by more than 10 percent.

To fulfill this safety sandard, hospitals must operate adult ICUs that are managsd by a
physician certified {or eligible for certification] in crtical care medicine. The phyician must
be present during daptime hours and provide climical care exchasively in the TCUL At cther
times he mst be reachable by 1CU pages wathin five mimates and can work with a qualified
medical assistant in the hospial who @n reach ICL patients within five minutess.

SOURCE: Tha Leapfrog Groug.

Work actively with providers to corporace human resource direceors, hospital
iml:ru:nre qunﬁlq,r CECs and quality assurance directors, and
Emplopers can sl work dincely wich hagpitals prac uu:.mg physicians. The -I:-:-un-:!J es:ab.hshed
ard plepncians o improve the n'u'a'!ml of heailth a cardiac LANE program 1.1|.'llf!E:|.' which Chicago
aave, A number of business health care coali- area hospirals developed crivical parhways for

ticns, and some large emplovers, are raking COronary artery biypass surgery parients. The

: : tTe h was incorporaced ineo
up this challenge. For example, the Chicago P ¥ .
Business Group on Health has formed a four hospdrals” practces and resuleed in lower

. . . cost and reduced length of seay withoue
Caliey Improvement Council comprised of impairing the qualiey of care; one comparny
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saved over #4000 per case. The Council also
paricipated in a Csecron reducdon collabo-
rative with the Instituie for Healiheare
Improvement (a nod t organizaton based
in Boswon) and other baginess coalivion
member companies. The Ceecton project
wes to be the first of a number of “break-
through series® focusing on clinical and
behavioral areas with the potentdal for qualiey
Improvement.

The Pacific Business Group on Health
(PBCGH) is collaboratng wich the California
CHfice of Sarewide Planning and
Development oo operate the Califernia CABC
Mortality Repordng Program. This system B
collecring and repordang nsk-adjuseed, hospi-
taldevel mornaliey data for all hospitals in the
state that perform cofonary arery bypass
surgery. The goal is to produce information
v allow hospitals and pheysicians v compare
their performance and o sdmulate qualicy
improvement. ™
Ovffer workers a meaningful choice and
emplov contracts that create genuine
competition to provide value

Firms should promote compettion among
health plans by offermng workers a range of
responsible chowces, Chodces may include
more wraditonal HMOs fearuning resericeed
panels of physicians and hospitals along with
wide-access products such as preferred
provider organizadons (FPOs) and Foint of
Service (POS) opdons in which emplovees
pay mofe if they select providers cueside che
network, “Responsible choices™ are those in
which emplovers provide employees with
fnancial incendves w select a health care svs-
tern with high quality and resscnable premi-
ume. (This is decussed further with reference
b0 comtribudon policies, below)

Chodce among plans will be most effecive
if it is & madaple chodce, with real ditferenda-
ton among offerings that recognizes ditterent
preferences among pecple. Emplovees should
be able to choose among plans thar offer a

wide network of providers and dhose thae are
more restictve and feature more dghely
managed care. But workers who choose a
highercose plan should also pay the full extera
premiwm cose associated wich i, preferably on
an afrer4ax basia. If workers prefer the broad-
est choice of providers and/ or minimal ud-
lizmton review of prior authorfZaton requice-
menis, they will pay for these feamres. In

ad dition, frms should ensure chat workers
have informadon o make sformad choices,
This will help reduce consumer backlash o
managed compedon.*

It is imporant wo disdnguish beveen pro-
viding employees with chodces berween plans
that are more of less restricdve (with aten-
dant cost consequences) and providing unkim-
ited freedom of choice wathe the different
plare. In recent years, the isiness commumi ey
hes signaled health plans that chey wane few
limits on choice of providers and very limived
cost consequences for members of the plams
when they select iders. The plans, in wurn,
have responded by crearing wideopen net-
works that often nclude mose of the providers
in a communicy. This laver approach will pro-
duce realy among plans bue 0o real compes-
fiora v provide value for money. The bisiness
commimunity may have o take an aceive role in
helping v scructure the marketso chae com-
pedng groups of providers are noc insulated
from competitve forces by undifferendated
netwoiks. We should avoid coday’s eend ency o
creace “a distncdon without a difference.”

In contracing wicth health plans, employ-
ers should develop requests for proposals
with clear specifications about the services
they are willing to cover, the premiums they
are willing to pay, and the quality improve-
mede targeds they require. Employers should
seek bids from incegrated service nemworks
and health plans that are willing v be held
accountable f5r cose and quality and then
allow them to compete with alkinclusive
neworks on the basis of cheir supenior cost-
effectveness.

|



Purchasers should purchase and offer o
their emplovees plans that provide the same
package of benefics. This will encourage com-
petion besed on reducing meffcient and
inappropriate care, rather than on risk selec-
o, As noted by Professors Alain Enthoven
and Sara Singer at Sanford Universiey, stan-
dardzadon of benefits does not necessarily
mean that there should be one naronal v
form benefic package—there could be a dif-
ferent package for different aggregatons of
pecple. such as emplover groups and pur-
chasing cooperatves.* Their vision of man-
aged competdon,

cowould build cn the successes of the
present emplovment-tased system, cor-
rect its defecis in incremental steps, and
extend it to people who are now cuside
of it. Everybody would be covered
through one or anocher sponsored
group, which offers price-conscious mul-
tiple choice of plans and cost savings
through economies of scale: large
emplovers, mid-size employers pooled in
purchasing cooperatives of other coali-
ticns, small employers pooled though
corperatives, freesanding individuals
who are not members of employment
groufe (early rerirees, unemploved, salf-
employed) pooled through purchasing
cooperatves of permited o buy through
a public sponsor agency, Medicare bene-
ficiaries through their own competitve
syseerl, and low-income persons subsi-
dized through a public sporsor©

Under this approach, the Anancing and
delivery of health care would be integraced
under some torm of risk-adjusted pre-pey
ments with reinsurance caps. This approach
would allow rescurces vo be wransterred across
the contnuum of care, 0 that, for example,
zavings in hospitalizadon could be redeploved
0 improve cutpatent care. It would enable
providess wo conirace with the righe resources
o care for their defined enrollee groups and

el
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b practce “populadon medicine.” Such inte-
gracicn also requires eeamwork and collabora-
HOD AT itals, doctors, nurses, and
other health professionals = im health
outcomes and reduce cost Relaxing wadidon-
al “scope-of-pracice” imitatons ded w overly
restrictive credendaling, and inscead empha-
sizing the curcomes for which inwegraed
medical teams are responsible, would facili-
tate this.

Integradon ako may involve escablishing a
systemnatic reladonship among hospicals so
that there is appropriate regional concenaa-
tion and a sharing of rescurces. Finally, there
is a need for integrated padent informarion
that would feature complete, accessible, and
longitdinal medical records, while address-
ing privacy concerns. In this way, diagnoseic
tests wolld not have o be repeared every
tme a pacient meets a new provider.

Coalirions of employers in Minnesota and
Iowa have worked o organize the marke ineo
competng, non-overlapping inegrated deliv-
ery systems. [n Minneapolis-Se. Paul for
example, employers make their conuibutons
directly wo care sysvems rather than o HMOs,
and each primary care physician who wanes w
be a par of this bidding process muse align
with just cne care system. (See Boxes, Iowa's
Commumnity Health Purchasing Corporation
and The Buyers Health Care Acdon Group. )

Set contribution policies to encourage
the purchase of efficient and high-
quality health plans

Emplovers oo ofen underwrite the high
cost and poor quality wasee in our health care
syacem with openrended coneribudon policies.
These policies insulate workers from the
adverse effecs of plans that are inefficient and
lax in monitoring both padents” care and the
qualifications of the providers who deliver i

A mumber of conmibution arangements
would improve on this iradidonal design. The
emental fearre of an effecdve contributon
policy is that employers noe aurcmadcally
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IOWA'S COMMUNITY HEALTH PURCHASING CORPORATION

The Community Health Purchasing Corporation {CHPC) is a coopemtve that offems
health coverage to large empl oyers in central lowa. It currently enrolls 10,0080 indivi chaals

and families. In the belief that direct relationships betwesn purchasers and providers are
more likely to lead to improvemnent in care delivery, CHPC offers direct access to provider

networks (Care Systemas) in addition to more tmditicnal health plan opticns.

The Care Sytems under contract with CHPC are required to provide identical benefits,
enabling consumemns to compare the care spatems essily and thereby pr-:-l:n.-:-‘li.nE; comp=tition
based om price, quality, and perfformance mther than benefits. CHPC is currently beginning,
a transition toward o new vahiebased provider payment methodologyg They are planning a

phased-in approach including the following;:

1. Each Care System will develop (with the assismnce of ouside conmiltams) a siandard
per member per month price.

2. The Care System fee schedules will be locked in for a tvelvemonth period based upon

the aboye n:E;-:ti.n.tad. fee schedules,

for case mix im 2003,

or 2005,

1. Care Systems will be placed into cost groups based on the above.
4. Employers will pass on differences in these cost groups to their employees.

b, Corsumers 'employess will choose Eh:e.ﬂju.l:
information {consumer guides), during calendar year 2002

f. Data will be accumulated dunng this time in order to develop and activate adjustments

7. Thers will b= no quarterly provider papment fee schedule adjustment or ability of
members to change Care Systems back and forth within the calendar year during 2002

& Data and education for Care Syatems will be given on an ongeing bass.

SOURCE: Community Heslih Purchming Corporation, *Care Sptem Seventy Adpaed
[drafi, Community Healeh Purebosng Corporatian, Des Mairms, 1A Janusry 20801 ) CHPC, privets communicstian.

ems based on price differen ces and quality

Presider Faprmane Macked,”

raise their conwibudons oo reflect higher
costs. We urge emplovers to design cheir
contributions in this manner o encourage
cost discipline, while contauing their helpful
roles in screening and negodating with healdh
plans, managing health benefis, and promot-
ing qualicy care.

Some emplovers are adopring one of sev-
eral defined conmibuton modek Under the
least radical departure from the curren: sys-
termn, some purchasers have swicched from
paving all or a fixed propordon of the coal
health care preminm o paying a fxed-dollar
amount. Under this approach. employers
offer a range of plans and anchof cheir con-

eribuions o0 a “benchmark” plan with a supe-
rioT record of cost management and qualicy
of care, Workers” contribudons would then
vary inversely with a combinarion of cost and
quality “scores™ thar plans receive. General
Motors follows this approach for s salaried
wiorkers.

There is evidence that the switch o coneri-
butons pegged o coseethicient plars is pay-
ing off. For example, prior oo 1994, the
Universiey of California health system set is
health care conribution equal o the cost of
the health plan with the largest membership.
In 1994, the UC system switched o a fixed-
deollar conribudon pegged o the amount
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than a lower

groups implemene the

referrals

THE BLYERS HEALTH CARE ACTION GROUP

The Buyers Health Care Acdon Group (BHCAG), representing 27 major employers
in Minneapolis-St. Paul, contraces with a variery of provader-based health care systems. It
has 115,000 enrollees. A unique feature of this model & thae primary care physicians
muse align themseves with juse one care system. This facilitates msessments of provider
performance and requires padents v remain with a care system for ac lease a vear if
they want to see a pardcular primary care physician.

Care systems submit bids with “claims targes® for the coming year's votal costs.
Claims targets are risk-adjusced o reflece the varying case mixes of different care
systems. Based on these bids, each syseem is placed into one of three *price ders.”™
Enrcllment in the high-priced tier requires a consumer o make a greater preminm
congibudon than enrcllment in a medinm-price system, which in wrn is cosdier
price system. This creates incenrives for consumers to enroll in less
costly syseems. Bue since the 27 pandcipadng emplovers agree t0 a common benefit
package, and risk-adjustment is used, the comperition is based on qualiey and

efficiency rather than on risk selecdon or “cheapening” the benefit package.

The BHCAG model is supporeed by informadon on quality of care produced by
the Institute for Clinical Syscems Ineegradon. This insdtuee has produced over 50
medical pracrice guidelines, and it also provides technical assistance vo help medical
guidelines. Health outcomes smudies and annual populaton
health surveys also contribute o qualicy improvement. Each care syseem muse estab-
lish a quality improvement ovesighe group including medical seaff, set specific quali-
¥ measurement goak, and develop a plan w implement and sustain improvements
in quality. In addidon, BHCAG uses Medicare’s Consumer Assessment of Health
Plans Burvey (CAHPS) o compare comsumer saisfacdon with the care syseems in
each of the price ders. This survey includes consumers” radngs of their clinic or per-
sonal physician, how well doceors communicate, and their abiliey o obeain dmely

Enrcllment shifis are encouraging. Consumers are moving away from highercose
systems and those with reladvely poor padent satisfactdon scores, and woward those
with lower coaes and betver performance records.

SOURCE: Glenrm Crecks, [ack & Meovar, and Nancy Bagby, Gy Halth Cam for Cididun in SCHIF, (Washingion,
DL Mew Directions for Feliog, 19900 Milbank Memoriad Furd, Faiue Purchiosrs in Falth Care Sram o Srading,
[ Mew York Milkank Memenisl Fored, 2060 1) BHCAG, privsie communicadon.

charged by the leastcostdy plan available
starewid e, Among employees whose premi-
ums did not increase, only five w0 six percent
swicched plans. But among those Facing
premium increases, 30 percent of the HMO
enrollees switched plans, while 50 percent of

the feeforservice enrollees swinched. Crerall,
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a $10 per month increase in outokpocket
premivme resulied in roughly a fivefold
increase in plan swirching. The vast majoricy
of those switching plans chose plame char pro-
vided similar benefis and did not require oue-
of-pocker premium coneribudons. In che

three years following the benefis change, real
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spending per emplovee by the UC health
benefits program fell by 24 percent™ As
another example, a survey of over 500
emplovers offering a choice of plans found
that employers thae did noe pay more for
higher-priced plame experienced much small-
er premium increases than employers that
did a0,

Some employers afe expenmenting with
other gypes of arrangemens for dheir workers
such as personal medical funds (FMFs), med-
ical savings accouns, and flexible spending
accouns. Under FMFs, for example, an
emplover annually places a foced sum ineo an
emplovee's personal medical fund wo cover
routine medical expenses, such as physician
Vs, eyeglmses, and prescripdon drogs,
Workers have ready access o their account
balances through the vear, and unused funds
cal be carried over e the nexe vear For
mofe sericus expenses related oo hospialize
ton of prolonged care, the employer may
purchase a cataswrophic illness “wraparound”
msurance plan o supplement the FMF

Crher firms are exploring che poasibilicy of
treatng health contibutons like 4010k} pen-
sioh accounts, with fixed contibudons that
workers conerol and have available oo use as
they move from job to job, as with a vested
pension account. This approach would proba-
bly require tax law changes to assure that
emplover coneriburions did noe become ax-
able income for workers who changed jobs.
Finally, some small and medivmesize frms
contrace out for the endre emplovee benefits
package, including health, pensions, workers
compersation, and deabilivy, vsing profes-
sional employment organizadons (PEOs) wo
“oumource” these benefits.

With respece o the movement towards
defined comribudon plans, we believe chree
caveats are in order

First, if employers woeally disengage from
screening and selecring health plans and care
systems for their employees, we would lose an
imporiant force for quality improvement.

While employees would have a wider choice
of plans and could make those plans poreable
from job o job, some oversight would be nec-
ESSACY ©0 protect consumers from unscable, or
even disreputable, crganizations and o hold
the fewer syseems accountable for oost and
quality. Since emplovers would sall have a
grake in a healthy workforce, they should con-
tinue o have a role in improving workers’
health care.

Second, some emplovers avempring o
change contribution policies will face difficul-
ties related o comeractual labor agreements
or o an madequate number of health plams
o provide genuine competiton in some rural
areas.

Third, emplovers should recognize an
important difference between their coneribu-
tions o emplovee pensions and o employee
health care. Private pensions put sside money
e be combdined with private savings and
Social Security to meet reladvely prediceable
incomme needs after redrement. Health care is
a very different matter It s ditficule o “save
for® carascrophic illnesses or chronic medical
condirions, which are largely unprediciable
and often excremely costly o ear, and there
is no “safety net” program that provides a
flocr for the health expenses of working
adule like Sccial Security provides for che
income of redrees. For chis reason, defined-
contributon plans may noe fit workers” health
care needs @ well as their pension needs if
they simply limit emplover exposure wichout
providing for cataserophic and chrondc healdh
contngencies. Some Ccompanies are using a
mix of defined-benefic insurance wo cover cae-
astrophic care and defined contributdons ineo
tax-she leered personalized funds char creae
incentives for workers oo econcmize on their
use of health care resources.

In sum. CED recommends that emplovers
move carefully voward contributon policies
that help comtrol costs but sdll enable workers
e0 afford their share of the health care bill.
Emplovers should contaue to be acdve i

25



qualicr-improvemedt acavites and provide
some oversight and guidance w workers under
airy Forim of a defined coneributon model. Tf
firms step back from selecdng plans, negodat-
ing premiums, and managing benefies, they
should noe completely abandon health
reform. However, if emplovess play a less-
active role in plan screening and selectdon
quaskpubdic crganizatons in various regions
of the counuy may be necessary wo perfonm
some of the oversight previcusly conduceed by
business. The need not entail decailed regula-
vl of the healith care indusdy, a model of
sensible oversight withour excessive interven-
tion is described in Chapier 3.

Provide workers with reliable mforma-
tion about the quality of health plans
and care systems

Emplovers should Foster accountability for
cost and quality by providiag workers with
understancdable and dmely information oo
the performance of providers and plans.
Such information must be nserfriendly—
clear, concise, and delivered o employees juse
before their “open-seasons” when they select a
health plan. Consumers want informarion
about their physicians and other providers,
ot just a compariscn of plans. Because maiy
health plans have heavily overlapping net-
works of doctors and hospatals, comparsons
e date have shown few meaningful differ-
ences in qualiry. Consumers also indicate a
strong desire for informanon from an unbi
ased and reliable source. Businesses should
tailor the informadon they offer wo these
clearly expressed desires and obeain contim-
ous employee responses oo revise and refine
the inkormarion. The Pacific Business Group
on Health (PBGH) and the California Public
Employees Redrement System ( CalPERS) are
working together o provide their members,
which together number aboue four million,
with this grpe of informarion. (See Box,
FBGH's HealthScope.)

A NEW VTANON FOR FEALTH CARE

Corsumers frequenty choose providers on
the advice of family and friends, with lictle
knowledge of the providers” expenience, quak
ificadons, and performance. Emplovers can
help workers and their families obeain and
use such informaton on provider perfor-
mance. However, the will require a very large
change in habdes and behavior, and it will oo
happen overnight Nevercheless, we know that
at lease 7080 million Americans now use the
Intemet to obtain some gype of informari on
absoue their health. Highlepublicized reporis
by the Insdtue of Medicine on widespread
medical errors and inappropriate care have
spread awareness and concern beyond the
expens w both padenes and those who help
pay their bills.

I
PEINCIPLES FOR APPROPRIATELY-

MANAGED CARE

Business leaders should help drive the
transiion o the nexe generaton of health
care management—one that incorporates
managed care, patient responsibilicy, and
incentrves For providers vo deliver higher
qualicy, more efficient services,”

“Unmanaged care® is not a wiable opton.
We should not use payment systems that wear
all physicians and hospieals alike regardless of
their adherence o established best medical
pracdces, A good managed care model
involves an emphase on prevendve care and
early detection and a determined effort o
reduce medical errors and inappropriate
cafe.

However, some emplovers have effectvely
forced HMOs on their employees and used
them as “single replacemenis” for their old-
fashioned indemnity plans. Employees often
received litle explanaton of the differences
berween the indemniey plans, prefemred
provider organizadons, and HMOs. This. in
i, led o an undemstandable backlash
among workers while seill failing to conol
costs,

e memorareda by RICHAED W, HANSELMAMN
(page 45}
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PBGH'S HEALTHSCOPE

The Pacific Businsss Group on Health (FBGH) represents 45 major purchasers account-
i:|:|.l5£:-:|: 5 millicn employees, retirzes, and their families, and 29 billion in annual expendi-
tures. In addition, PRBGH now oversess a amall lusiness purchasing group that inchades
approximately 10,000 amall companies with 2 to 50 employees, representing about 140,000
covered lives.

FEGH haw developed HealthScops, an Internet-based tool allowing employees to view
pre-designed repart cards or to create their own report cards simultans=cusly for their cwn
medical group and two other groups. Users can enter their region in the state, and identify
the group of physcians whese performan ce assessments they want to scan. The next step i
to select the quality measares that they belisve are important to their own health or the
health of o family member They next click on a "Create My Beport Card” button and obimin
a perscnalized report card with scores for the quality measures that matter most to them.
They can view o sidebyside comparison of medical groups along the key quality indicators
that interest them.

Thua consimers interested in such areas ns asthma cars, diabetes, -:-r'l:i.E]:l blood pres-
sure can focus on thess chronic illnesses and compamtively assess vari cus medical groups as
to their degres of compliance with best medical practices, such as the proportion of patients
with diabetes whe abtain annual retinal exams They can also obtain an account of the per-
formance of the medical group on varous measures of patient satifaction, incloding access
to care, prompines of cars, physician commnication and coartesy, and an overall satisfae.
tion indimtor

Accompan thiz ostomized report card is a guide to appropriate preventive and
primary care. This inchades guides to the timing frequency of var ous preventive teats,
For exmample, for women 18 to 55, there are schedules for PAP smears, bresst cancer screen-
ing. prenatal care, etc. There are also immunization achedules for children. In addition,
consumers may obinin writben -:-:-'|.|.'|:|.'|i:'|.1l=:?-iI on lifestyle and behavicml patterns (e.g. tobacco
avoidance, exercise, mutrition, dental health, injury PIEI'EI:I.‘IJ.EIII. hormomnes replaceme=nt
thempy, semmlly trmnsmited dissnses).

SOURCE: wew.phgh.crg

We believe that employers should design can lower coses and improve health stams
managed care contracs thar seress the follow- at the same dme;
g components:

]

_ _ . Eewarding providers for helping people
1. Developing disease management siraregies seay well instead of waiting to trear therm,
customized o pecple with serious illnesses Tl expensively, when they are sick. This
and disabilities. The 10 percent of patdents could also involve incentves for managed
‘]:{:;l il':':':'“ﬂ;_ﬁz'f 31:":";‘ 70 ]:'if': EI'E:]‘ of care organizadons o provide health edu
T SR DR AL Ty CAHON, ©0 eNcol eople to ch
case management with indridually cus- harmiul pemnnﬁ:hﬂvh:l-jr. and h:uaﬂi:pre-

tormized care plans, patent educarion o ventive services:

comply with treatment plans, and disease

management to guide them through 3. Developing and using evidence-based stan-
severe episcdes and serious flare-ups of dards for diagnosing condidons and rear-
long-term conditions. Such an approach ing illnesses, and work wo see that plhrysi-

ciars adhere to best medical pracrices;




4. Finding the best mix of medical, public
health, and social services o manage care
efficiently and effectvely This can invalve
using nurse practroners, physiciame’ assis-
eants, physical therapises, and social work-
ers as froneline workers, in coordinadon
with specialist physicians;

&, Integrarng financing and delivery so char
providers are responsible for managing

resolfoes; and

. Targe ting high-priogicy conditons and
highly vulnerable parients for intense care
MANAgement.

The business community can also wake the
lead in insising that undesirable features of
managed care are set aside. These adverse
features include:

1. Creating bureaucratic barriers that lead o
substanrial and wnjusdified delays in antho-

A NEW VIANON FOR HEAL TH CARE

rizAng appropnate care and in claims pay-
Mment;

2. Subsdnuing specialist physicians for sub-
specialisis in cases where che later are
more qualified o identify and wear seri-
ous medical condidons; and

3. Asking primary care physicians to do the
work of al:-e-:ialisu that strecches the limits
of their faining.

Emplovers should work to change the
debate over qualiey from a focus primarily on
giving patents virmally unrescricted aocess wo
all eypes of care {often couched in terms of
patent “protecton”), vo a broader discussion
of promodng padent safery and reducing
inappropriate medical care. Fatierts naed to be
protectad not only from arbitrary managed care
rinies, bt alse from poor-guality care. Managed
care plans rneed the fleabili®y to stoer patients away
Fom such care.



