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The issue is more than just the GAP population!

Healthcare Alternative Working Group

Sen. Marv Hagedorn, 10/24/16



Insurance Costs are out of Control...

Emergenc

Labor Act (EMTALA)

- Passed in 1986, EMTA

LA requires eme
departments that acce . LSRGy

: ept Medicare to provi
appropriate care to in o
regardless of insuran

dividuals seeking treatment,
ce status or ability to pay

* No reimbursement
provisions

. Hos'pitals may not transfe
or discharge patients
needing emergency

Freatment except with the
informed consent

Insurance premiums will continue to

churn until some stability in delivery
costs are addressed.

Both POTUS candidates say changes
must come to the ACA (Obamacare)

We need an Idaho foundational

solution to delivering Primary Care focused
on keeping people well!

y Medical Treatment and Active

Medicaid costs vs. private insurance costs

/

Annual Cost Growth Rate 2009-2015

7%
6%
5%
4%
3%
2%
1%
0%
1% Idaho
Medicaid
-2%
3% -2.6%

-4%
Rates are based on

5.9%

inflation-adjusted figures.

Monthly costs per member for different participant groups

$614.25

$760.44

their primary insurance

_Disabled adults

$903.24

$3,537.83



The Coverage gap
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COVERAGE GAP

78,000

In 2015, 1 million people in Idaho had at Chronic diseases could cost Idaho $10.5 billion in medical ¥
least 1 éhronic disease, 357 thousand had costs and an extra $4.1 billion annually in lost employee ik uninsur ed ldaho adu'ts
2 or more chronic diseases. productivity (average per year 2016-2030). are in the coverage 98p. They are not eligible for Megy i
do not earn :r;z:,:t%h‘ ‘t‘ alify for as :tr‘::;cg:,:::, 'ugh ,ﬁ:‘;:::’
5% OF PEOPLE ACCOUNT FOR 50% OF HEALTH CARE SPENDING*
IN IDAHO...
HEALTH CARE COSTS ARE CONCENTRATED AMONG NUMBER OF PEOPLE WITH 3+ es
THOSE WITH MULTIPLE CHRONIC DISEASES CHRONIC DISEASES IS GROWING dest Cha“g
ing Mo ior an
$80K P 416 Assum behaV|°r
$70K 8 THOUSAND inh ea“_hy g g
8 - care delivery:
$60K $51K K S
§ ntrate
i § rove treatme tivity
5 s ¢ imp physical ac
3 s e - |ncrease smoking
§ 2K s b Reduce besity
1K e e 0
$10 s = Reduc
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o e
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*
Number of Chronic Diseases (2015)
1sg Cohen, “The Concentration and Persistence in the Level of Health Expenditures over Time: Estimates for the U.S. Population,
AHRQ, Sept. 2015, http;//meps.ahrq,g _files/publicati /stata81.pdf

$8,100 PER Projected per person medical and Productivity cost
IDAHO RESIDENT of chronic disease in 2030 if current trends continue



Public Assistanc
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Low income Peo
Chronic Health

Idahoans with disab
O For the mq

ilities .

-2015
e Trends 2004-2U1

ple with Disabilities and
g Problems

0 Medicaid does not ¢

urrently cover all Jow income

jority of People with income over
$754 /mon

0 People with disq
of Disability Benefits,

bilities can be dis

qualified becaquse
part time work etc.

RS

unduplicated
Total
191,918
14.1%
96,8( "~ : :
11 3 '8q 2. What is “low Income?” It depends on the
53 type of coverage and the size of the person’s
2114 '4. household. The following chart is provided by
s 4 the Department of Health and Welfare:
304,
19.7 —
| Maximum Monthly Income Limits
322,
20.: - MAGI Medicaid -
332 Gross Income for | Gross Income for
1
20. Child Coverage Adult Coverage
345 y Adult
21 Household |under Disabled w/
size 19 children Pregnant” | children
2 $2,470 $1,776 $289
3 $3,108 c°3;°°' $2,234 | s3es
4 $3,746 Mrome $2,693 $439
] $4,385 and $3,152 $515
resource
6 $5,023 guidelines $3,611 $590
7 $5,663 for $4,071 5666
8 AT i S $741
are best
Each N explained
additional $641 by staff, + $461 + §75
member
* The unborn child counts as part of the househald
size,

3. Who would Medicaid €Xpansion cover?

Citizens and legal residents with annual incomes
at or below 1389

of the federa| poverty level. |n
2016, 138% FpL js

$16,242 for a household of
one and $56,428 fora household of eight,



Top ten OcCcupations of Idahoans in the gap

: I ;
Nearly half don’t work at a o

1. Restaurants ang other food services
Part-time
part-year

vorkers

2. Construction

Non.workefs

3. Child day care services
an

Part-time, 4. Animal production
ye ar-roun d (including aquaculture)
workers 5. Landscaping services

6. Hotels/motels

Full-fime
pClr"\‘"'“‘“

7. Crop production

workers With G,‘ 8. Business support services
recora (service centers, call centers, collection agencies) | - ]'
9. Entertainment and recreation :
Ful l-time.
yearround

Workefs
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Our Patients - At a Glance : TE')Q(RY |
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56Y%

0
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34.99,

$3% of our medical patients at Federally Qualifiad
a'so have a behavioral Heaith Centers

. | Rural areas hit the

ealth condition,

(18,000)
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Healthcare delivery, what’s driving costs...

AVERAGE DOLLAR INCREASE IN
2 PREMIUM, BY BE!‘EF” CATE'ggsJHLY ' :21726 erska Profit
& Individual & o
mall Group Plans
.J9: Other

$3.29: Prescription Drugs

56% of premium increase
is due to hospital and
professional costs

Uncompensated Care

. Uncompensated care percentage Reductions in

results in cost-shifting, Uneompensated Care Costs
TOTAL PREMIUM INCRE s which drives up the costs .
of health services and $40 mewx
“ i 2 i insurance premiums s I e i comnge 0
Charitable Care” as required by the Feds = o7 "ot have closed =
in a provider system must be accounted for | their daps 2=
c q . Lower ove L0
in a Profit/Loss plan to stakeholders. uncompensated care Costs
. Fewer hospital stays by &
uninsured patients ; . g ——
. . A lower percentage o e oy  Cee e
These costs are reflected in the $7 Tylenol ninsured patientsal
3 - mmunity hea
charged to our insurance plans driving up 0
premiums.

Some ldaho rural hospitals have up to 20% of their patients without any way to pay!



What have we dho

ID
StAHO SHIP M ODEL ELEMENTS
® Strong Primary Care System
3 st |
WHAT . o SHIP . 2 (SH“)) atient Centered Medical Homes (PCMH) - Foundational
Healthcare Innovation Delivery System & L i
o State

pitals, Subspecialists, Others)
' D ® Regional Coo i

Ha . Peratives (RC) Su
i Providers and Medica| Neigh

State"“de f ‘a“ to RedeSlg“ ! lea‘thcal e

: F Pport Local Primary Care
from a Volume-Driven,

borhooqd

o Evo(‘;l:tscome—Based System * RC’s Based with pypjic Health Departments
an :
Achieves the Triple Am * Idaho Healthcare Coalition (1)
L ]
d Health
° ImP"O"e

lthcare
roved Hea
o IMmp <for all \dahoans

o Lower Cost

the PCMH

State of

e TE

IDAHO PCMH RO[

(IDAHO MEDICAL HOME COLLABORATIVE)
® Two Year Pjlot

* \ Hospitalizations — 33%

* \V ER Utilization — 27%

* \ Prescription Drugs — 19%

* \ Health Case Costs (PMPM) - 26%
* /N Patient Satisfaction

* /N Physician Satisfaction
e ROI-5:1
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Dear Ms. Bowen:
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ave Medicaid Money for States

House Calls Might S
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Medicare Services (CMS) saidthis month thata demonstration projecthas

primary care services athome helpedto keep Medicare recipients with multiple

pitals, emergency rooms and Aursing homes-

Doctors Who make ho!
d\sappeared entirely,
the aged and chronicaly
Medicaid and
delivering ool“prehens\va
disabilities outofhos!

37 percent of Medicare peneficiaries \with more than three
of spending forthe federal health care plan for the
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What oth '
er things can impact delivery cost
S...

N

s
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What's Missi

Managing Our patientsin a PCMH model of care-

. Unstainable payment structure for the Uninsured.

_ Many of the changes in health care delivery are 0 imbursable

— Medicare, Medicaid and private insurance payme

— |nitiatives for uninsured aré funded through grants or O!
transformation unsustainab\e in the long run-

of health care.

PAP, CRC, dental sealants

-Sub treatment, intensive pehavioral health

cardiology, dermatology

« Access to the broader continuum
_ preventative He: mmograms,
- Specialty behavi
— Access to specialists — pul

_ Restorative care— physical therapy, occupational therapy

— Home Based Support— home health, respite care, hospice

_ Hospital or ER care when medically indicated
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are on holistic

* Limited pati p:
ited patient panel size £~/

Flat monthi
n and

oy operate our own clinics
Rl 1Y IT platform tailor
dataiing ellv_ery modelta ed
pu,-cha:eg"allon with cém:rgons
R rs, and other s,ysten’1s
stewardjrz & staff focused on
from the 9 healthcare reso

primary care level urces

o Qliance
4 10%/mo aay

A dsoo- .
Map»/m.,/, ) .

5 d

% 54/(1//:.( bus

Urgent
Care

Weliness
Care

Enga

1 ge

0 2 Ficion people
. relationship-

based care

.

Specialist &
Hospital Care
Coordination

gf"omc
isease
Management

Behavior &
Lifestyle
Management

(Rwesy

Dispari ]
Parity Work h Ac;}o\,
n

Colo
rectal Cancer Screeni
ing
Exclud
ing ski

8 skin cancer, colg (\)
.rectal cal Yr}

TERR
REILLY

= Invest in Fo
BT testin, health dj
g, pati disparity i
Patiente sparity initiative for ,
r2016-2,
017.

this initiative, 5
' ucation, ¢
» Communi
ty Hi
ealth Worker, Regist
Y Mana,
ger to dri
ive

oved

to Health Care

s to greater p

rimary caré use, impr

ike\'\hood in

Access

. Closing the cO
health outcom

verage 92
es and |ess ED use .
. \ncreased\ having @

nsured rates
checkup
reporting of excellent

. Dramatic drop in uni
. Increase in \'\kt_a\'\_hood of having @ A
persona\ physman . l\‘r‘\c;ﬁ?‘s
. Fewer delays i obtaining care e
alth Among Low-Income Adults After Closing Coverage gap

Changes in utilization and He:

20

Trouble paying Checkup in past
year

20
rsonal Cost-related skmpegj I
Ha;ra\vps?cian delay in care medication medical bills
pecause of cost



How can we bend that “cost curve”?...

We must create a primary care delivery system that includes locals: EMS,
hospitals, Central Districts of Health and private primary care providers...

Oh wait we have, let’s not re-invent the wheel, let’s leverage it!

-SHIP (Statewide Healthcare Innovation Plan
-Sideboards created by the legislature to cut costs

T,

IDAHO PCMH RO
(IDAHO MEDICAL HOME COLLABORATIVE)

® Two Year Pilot

e \/ Hospitalizations —33%

e \V' ER Utilization — 27%

o \V Prescription Drugs — 19%

¢ \V Health Case Costs (PMPM) — 26%
e /N Patient Satisfaction

e /N Physician Satisfaction

e ROI-5:1



How can we bend that “cost curve”?...

-Currently being tested on a limited population, add the GAP population
requiring assignments to Primary Care program and education/labor programs

-If paid for by Idaho S only, we can create a system of Managed Primary Care for
all those on Medicaid (side benefit is most are also eligible for SNAP)

-Can include incentives for both private providers and patients to stay healthy

-Can include Labor, Education and personal coaching through “Live Better Idaho”
a H&W website loaded with tools to better the lives of citizens on assistance

-Can have Medicaid pay for services outside of primary care

-Metrics can be used to measure effectiveness of Idaho programs

-"Expand Medicaid” to cover pent-up demand with a sunset date of transition of
this population into our managed care system... SHIP 2.0?

Live Better Idaho

~
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Benefits...

-Leverage a successful program with approved legislative sideboards
-Create a long term plan to shift all Medicaid recipients onto the new SHIP plan
-Control costs by bidding the care to be provided to the private sector by head
-Keep uncovered Idahoans out of the Emergency rooms by staying healthy
(reducing padded costs of delivery of healthcare, reducing “free” care
and insurance premium increases)
-Help our working poor with education, coaching and better jobs through training
-Create a platform of primary care not dependent on shifting federal programs
-Reduce long term State costs for pay for service by keeping Idahoans healthy

We don’t need to invent a program, we need to leverage our success

Let’s set the sideboards of what needs doing and ask H&W to figure
out how to do it!




