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Surviving Value Based Care: A Road Map to Success Under the New Reimbursement Model

[Tyler Morgan]

Good day and welcome to the Health Catalyst Webinar Series. Thank you to all who have joined us for today's
webinar: Surviving Value Based Purchasing: A Road Map to Success Under the New Reimbursement Model.
My name Is Tyler Morgan and | will be your moderator today. Throughout our presentation, we encourage
you to interact with our presenters by typing in questions and comments using the questions pane in your
control panel. We will be answering questions at the end of the presentation during our questions and
answers time. If we don't have time to address your questions during the webinar, we will follow up with you
afterwards. We are recording today's session, and within 24 hours after the event, you will receive an email
with a link to the recording, as well as the presentation slides. | am pleased to introduce our presenters today,
Bobbi Brown and Jane Felmlee.

Bobbi Brown joined Health Catalyst in July 2012 as Vice President of Financial Engagement. With over 25
years of experience in healthcare finance, Bobbi's role at Health Catalyst has focused on working with clients
to implement clinical projects with a financial return. Prior to coming to Catalyst, Bobbi was a team lead,
working on the installation of planning software at Ascension Health in St. Louis. She has also worked for
Kaiser Permanente and Sutter Health as Vice President of Financial Planning. At Intermountain Healthcare,
Bobbi provided financial support to the clinical programs as assistant vice president of finance.

Jane Felmlee is a healthcare consultant with over 20 years in the industry. She has worked in a variety of
leadership roles across several large healthcare providers, including the Mayo Clinic, Park Nicollet Health
Services, and North Memorial Healthcare. Her passion is centered on improving internal processes and
deploying reporting and analytic solutions to help organizations provide quality patient care in the most cost
effective way. Her unique combination of experiences with lean processes, technology solutions, data
warehousing, decision support, quality reporting, and healthcare analytics position her as an authority on
measurement and change management.



| will now turn the time over to Bobbi Brown.
Bobbi...
[Bobbi Brown]

Okay. Thanks, Tyler. We want to welcome you all this morning and I really thank you for attending. We're
going to spend about an hour going over this topic. And I'm going to cover three areas.

Agenda

» Overview of Value-Based Purchasing
» Review of metrics

» Improvement Framework
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Agenda

First of all, we're going to get an overview of value-based metrics and then look at some of the metrics that
are a part of the program that CMS has put in place. And then Jane is going to get in and talk to you about an
improvement framework that she has worked on at (03:05) where she has worked.

| just want to let you know a little bit about our background. | was fortunate enough to work in some really
great organizations and be a financial resource for some clinical programs, working on ROl and making all
these clinical programs really part of the system and part of the DNA of the organization and able to make
change that was sustainable. Jane has had the same type of experience, managing a team of measurement
and reporting specialists and working through a lot of change management.

So today we want to share our experience with you and hopefully get some feedback from you about what's
going on right now in the healthcare. A good measurement of healthcare is what made a recent headline in
USA today. | don'’t like the headline with hospital's reducing payroll, talking about ours as the industry that led
the layoffs last month, about 8,000, mainly in the hospital industry. From June to September of 2013, we've
laid out 41,000 people compared to 26,000 last year. Again, like | said, I'm not so sure that's good, but you
know, we're getting a lot of press right now in our industry. The USA Today article author said, “... the
healthcare law has reduced Medicare payments to hospital that provide lower quality service or have higher
admission rates." So that was their simple one sentence explanation of value-based purchasing.

Another good article that | saw that | really like, it came from Deloitte, their CFO headlines, and they have
three rules for CFO — You want better before cheaper, you want revenue before cost, and the third rule is that
there are no other rules. So that's what you only need to focus on and that's one of their authors who wrote



an article of how exceptional companies think and how to really get the superior before performance. But
value-based purchasing really fits in to all of that and we'll be talking about those three rules. Again, better
before cheaper, revenue before cost, no other rules.
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Poll Question #1: What is your primary area of focus?

So the first thing we're going to do is have a little poll and we really want to know the composition of
everybody that we're talking to this morning. It's kinda hard | can't see you but you also can't see me. So, we
want to ask what your primary area of focus is.



QUICKPOLL

What is your primary area of focus?
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Tyler: And the poll is now closed. Bobbi, here are the results.

Bobbi:  Oh okay. A lot of information system. It's kind of evenly spread. Not too many finance people but
that's okay. We'll just go — now | have a good feel for the audience.

Overview of Value-Based
Purchasing

I’, HealthCatalyst

Overview of Value-Based Purchasing

[Bobbi Brown]



So the next slide that | want to talk about is the overview of value-based purchasing and what really is it, what
are we talking about. The Harvard Business Review, October 2013 calls value-based purchasing, The Strategy
That Will Fix Health Care, article written by Michael Porter and Thomas Lee. They're really saying, "Again,
we're going to put the patient in the center of this and providers are going to be the ones leading the way and
making value, the overarching goal that we need to achieve." Again, that's outcomes at lower cost and there's
a good model in there. It fixes the areas that need to work together so that you will be able to really work in a
value-based environment. He also mentions one good thing and | like this. "This is not a swift transition, it's
not going to be an easy transition, and it's not a linear transition. And you cannot do what you always get."

So that's a good reminder for all of us and a very good article if you want to get a hold of it and look through it
and try to relate some things to your own environment.

Trend of Hospital Margins
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Trend of Hospital Margins

Just to start out with some trends of hospital margins. You may be thinking why do we want to train or why
do we want to change anything that we're doing now, what's going on. We're really in an environment, if you
notice the green line on this graph, it's the overall Medicare margin that's been going down on a downward
trend there from 2000 to 2008. I've been in the industry a while and | never thought this was an easy industry,
but | don't remember how bad | had it back in 2000, | guess. So we're in an environment where our overall
margins are being challenged, especially when your Medicare represents 30% to 40% of your business and it's
been a negative 0.58% in 2011, making life a little difficult. Our revenue lever is not as easy to bend anymore.
We've got a small increase in 2014 on our DRG payments. And also if you look at the margin that is even in
worst shape, it's the outpatient margin and that's where all our volumes are increasing. So that just presents a
lot of challenges to efforts in industry. Where we're having increases in volume is where we have a low
margin.



Growing Dollars At Risk
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Growing Dollars at Risk

The next slide talks about dollars that are at risk. When | first heard about value-based purchasing, a lot of
people in my office, they said, "Oh, you know, it's kinda small. Oh not a big deal. We don't care that much
about it." But if you look over time from 2013 to 2017, at some point in 2017, 7% of the Medicare revenue
that comes to us is going to be at risk. The HAC is the Hospital-Acquired Condition. In 2015, there's actually a
penalty that can go into place. Right now, we're not paid for those conditions if they weren't present on
admission, but in 2015 there's potential of a penalty. The readmission penalty that started in 2013, same with
value-based purchasing. And the MU is Meaningful Use. Again, right now, you can get some incentives for
adding an EHR. But if you don’t have an EHR, by 2015, again, there will be penalties put into place. So I think
the cumulative impact of all of this is starting to grow fast, so we do need to pay more attention to what we're
doing in the value-based area.



Background from MedPAC

The current aim is to transform Medicare from a
fee-driven model to one that encourages delivery
of efficient, high-quality care.

Focus on:

Payment reform
Delivery system reform

Medicare payment policies tend to
set a precedent for other payers.

Background from MedPAC

On the next slide, | want to just talk a little bit about MedPAC. MedPAC is an independent congressional
agency that that advises Congress about Medicare and they issue a report every March and every June to
Congress. And it's telling and reporting what's going to be happening in the future with Medicare regulation.
Their aim right now is they want to transfer Medicare from a fee-driven model to one that encourages
delivery of efficient, high-quality care. But to do this, they're focusing on payment reform and they're focusing
on delivery system reform -- So trying to make the provider more responsible for the health of the individual.
And we all know that what happens in Medicare is often a precedent for other payers to (10:47).

Context for Medicare payment policy

»  Growth in healthcare and Medicare spending
» Impact on Federal budget and Medicare

Variation in healthcare spending

» Significantvarationinuse and spending, which does not
correspondto better quality, raisesflagsthat higher
healthcare use and spendngare not improvingoverall health
and put beneficiaries atrisk.

Context for Medicare payment policy

I did not include the graph that shows the percentage of GDP but we all know that healthcare and Medicare
spending have been increasing. Right now, healthcare amounts for 18% of GDP and that's double from where
it was in 1980, and it's projected to be closer to 20% by 2018. So it's obvious that they're forcing Medicare to
make changes.



| recently attended a meeting where they started the meeting with a reflection | thought was about the cost of
healthcare. And they were saying that we, as providers, have to take steps because as a society we can't
afford this. We're crowding out the ability for schools, for education, for libraries and for playgrounds, so that
we had an accountability to get started and make some changes and it really hit me when | heard other
providers talking that way and really being very serious about trying to make changes in the healthcare
environment.

The spending has slowed down. If you've seen, there's a lot of articles that show spending has been slowing
down in the past couple of years. Right now, it's about 3% to 4%. But still overall Medicare is going to be
enacting more and more programs that combine both a payment that is being impacted by a quality measure.

The MedPAC also mentioned there's just too much variation right now in our healthcare spending. It's not
making our quality of our care any better and it raises flags as to what are we doing with healthcare and why
can't we make it better.

Facts from report

» Over the next 10 years, Medicare
at annual rate of 6.8 percent, consisting of
3.9 percent per-beneficiary growth and 2.9
percent enroliment growth

» From 2004 to 2011,
34 percent and

8 percent.

» The overall 2013
-6%.

Facts from report

Over the next 10 years, what's going to be happening, Medicare spending will grow at an annual rate, about
7%. Part of the 7% is the per-beneficiary growth and part of it is just the number of people going in to the
Medicare population. So about 3% is due to enrollment growth and the rest is due to the per-beneficiary
growth. Also, a trend is going on from 2004 to 2011, with outpatient services grew at 34% and the inpatient
admissions declined about at 8%. And they were expecting the 2013 margin to be projected at about a
negative 6%. So we're not declining a lot but we're not improving on our Medicare margin.



Medicare Facts
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Medicare Facts

So some other facts about Medicare spending. We all have heard many times that 5% of our population takes
about half of the healthcare spending. And the Medicare spending, if you look at the beneficiaries that have
greater than 6 conditions, they're 14% but actually 46% of Medicare spending is spent on that 14% of the
population.

When you look at the Disease Prevalence from the chart on the right-hand side of the screen, we can see
where we're getting worst. Actually some of our heart failure has been improving, the number of people with
those conditions. But on diabetes, we got a little worse. On COPD, we stayed the same. And some of our
acute conditions have stayed pretty constant over that time.

Another fact that they mentioned was a lot of urban hospitals in 2010, 93% of the urban hospitals had an MRI.
That's no surprise. 60% of them had a PET scan that's up 10% from 2005. And 36% of the urban hospitals now
have robotics surgery, that's a 22% from 2005. And again, we've all done and I've certainly done a lot of ROls
on these high-end medical equipments and we hope that we are improving the cost to our population, but we
really have to think twice and really do some further analysis on that.



High Performing Hospitals
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Measures of Success:
- Risk adjusted mortality

» Risk adjusted readmit
rate

» Standardized costs

High Performing Hospitals

High performing hospitals. With the first graph that | shared, | shared that a lot of hospitals are losing on
Medicare margin. But what was good to me to see was that 14% of the hospitals actually are making money
on Medicare. Their overall Medicare margin is 2%. And they have this 14% of our hospitals, which is about
300 of them. They are also able to have very good success for it for risk adjusted mortality, risk adjusted
readmission rates, and their cost structure was lower than the other hospitals. So they have the quality and
they are able to make a margin. So it is a doable thing. So now we need to find those hospitals. Hopefully

Source MNecos: report March 20'2

they're on the line and they can tell us how they do it.




CMS Programs (subset of 41 programs)

+ VBP (Value Based Purchasing) Incentive
« Readmission Penalty 2% for 2014

« HAC (Hospital Acquired Conditions Penalty in
2015)

— Patient Injury and Preventiont Hospital Acquired
Infections (CAUTI and CLABSI), PSIS0 Index

» Meaningful Use

« ACO (Accountable Care Organization) —
responsible fora population

« Bundled Payments
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CMS Programs (subset of 41 programs)

But CMS Programs, we've talked about what they are trying to do. Now, they have about 41 different
programs not just for hospitals but also for home health, for nursing homes, for physicians, but it revolved
around this value-based incentive. The first one we're going to talk about a little bit more is the value-based
purchasing incentive program, the readmission penalty program, it's in its second year, and | also mentioned
the Hospital Acquired Conditions are going to start in 2015. Meaningful Use has been an incentive program

since they've switched into a penalty program.

All of those above you need to participate in. The bottom two, the ACO and the bundled payments, you can
decide if you're going to be a participant in there. We have 32 pioneer ACOs. In early 2013, another 106 ACOs
were granted Medicare license type of thing. And right now we're going through another round, so it will be
interesting to see. In the fall, those applications were due in the summer. It will be interesting to me to see in
the fall how many more ACOs get at it and there's going to be lots of articles about the success of the 32, what
was successful for them, what wasn't. So they're great learning experiences out there for all of us to learn

about what's going on with these programs.

Medicare, itself, they have — on their website, they have an innovative program tab and it's listed in one of the
last slides that's in this presentation. It's a very good tab to flip through and see where Medicare is going. And
they also have a section in there on data and | downloaded some of the data and the data is very good. They
showed, for example, in the area that I'm in, I'm in Salt Lake — they showed all of the Medicare by county, all
of the dollars that went out and the fee for service. So | could see how many dollars were going to physicians,
| could see what was going to home health, and | could compare that with the national average. So it's very
good. If you're trying to get into some of those different programs, you may want to see what's going on in

your area.



CMS Template for programs

» Identification of quality measures
« Payment for quality performance
- Measures of physician and provider resource use

- Payment for value- promote efficiency while
providing high quality care

« Alignment of financial incentives among providers

» Transparency and public reporting
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CMS Template for Programs

Overall, Medicare is trying their template for their program focused on the quality, payment for quality,
measures for physician and provider resource use. Just overall they're trying transparency and public
reporting. If you've been on hospital and compare, you're probably seeing all the different measurements
that are out there and how your facility compares.

Metrics

"’ HealthCatalyst Srogrenc, 803 Corddentsl

Metrics



Yearly Incentives
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Yearly Incentives

Just to talk a little bit swinging to the metrics section now and get a little more specific on some of these
measures. On the readmit program, | mentioned it gradually grows, 1%, 2%, up to 3% in 2015. And then on
the value purchasing, that's 1%, 1.25%, 1.5%. So in the value-based purchasing, all hospital coverage is
payment by a percentage and then you can either, as the year goes on, you'll either get an additional payment
or a penalty based on your scores. So everything goes into a big pot and then you get some — hopefully, you'll
be one of the hospitals that are making some incentive dollars back.

VBP Clinical Measures
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VIP Clinical Measures

| just wanted to show you on the next two pages the different clinical measures and the patient experience of
care and the outcome measures. The clinical measures, right now there's 13 listed. There are 12 for this year.



The blue area on the screen shows the one that are in effect for that year. There are some that come on in
later years and there are some that dropped off. The interesting thing about drop-offs, when | worked at
Intermountain Healthcare, we would reach 100% on some measures and then we'd stop measuring it and lo
and behold, in about 6 months, you go back and see the measure had dropped just a little bit. So there's
something in our psyche about being able to always see measurements and we always want to do well and we
want to stay at about 100%. So there are clinical measures, patient experience, and the outcome measures
which in total comes to what Medicare calls TPS or your Total Performance Scores. So | showed the clinical
measures. The interesting thing, I've mentioned | have a finance group. | can now say some of these words,
which we all have to learn how to be able to pronounce these words and I've gone around and talked to
people on clinical areas and said, okay, how do we improve this? And I've learned a lot talking to physicians
and the clinical quality nurses.

VBP- continued

Tetectexzececce of caw mamew FYI0L3 RYIQLE RYRQLT svaoie svaolv
-y CoNEaT A ASIASIT AT O aaThI e Pro det s Sy me s
P

Commanicaon win At
COTTINICITON WEN ShEcs
easonavenea ez

S ageTes

Communicasion oo Medcine

e = e e

cachage | farraten

veral rating & haasksl

O e M mas re SI0I3 SYXLE SYINLT AYI0LE AYXOT
P Ao=-a0-200 |20 T 2ay o i ey ane
S =5 30 2y, momay, fae

FwaT oY 30 28 TeTAR, e
e
o Tzl 1ne 5 God SaIc 153 P e on
CALT) SITREAAL 02 el Ly Tac et
41 T 258 TeiTo - co0 302 35351 B e ei T Ty
O Gency Measares AL AYDIE EVINLT O AClE VT
B [P mzcace sendngze seetizan, | | | | |
Yy restrcatays Frogriame, andl oridendal T STt

VBP - continued

The patient care experience, there are 8 measures there. They will continue to be throughout the time period
of this program. And then the outcome measures, this is where they continue to add. They added three new
ones this year for mortality. Next year, they'll be adding a composite for patient safety scores and some other
CAUTI and CLABSI kind of infection scores, a lot of these having to do with postoperative hip fractures,
pulmonary, sepsis, wound. And then in 2015, they're actually adding a Medicare spending per beneficiary and
that's going to be measured by taking the claims and there is a number of adjustment for age and severity for
the part A and part B claims and the time period extends 3 days prior to 3 days post the discharge and that's
how that will be measured.



Value Based Purchasing
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Value Based Purchasing

So the interesting thing about the value-based purchasing is that the weighting changes every year. Right

now, we're in a year this year and in 2014, as you can see on the screen, where 25% will be on outcomes, 30%
on the patient experience, and 45% on the clinical. And the interesting thing about the dates too, our baseline
period for 2014 were 2010 and our performance grade that were measured against was 2012. And they move

a little bit each year for each measurement, so it takes a little bit of thinking to keep up with all the Medicare,
little nuances to this.

Example of scoring

Achievement Improvement
My hospital comparedto sl hospitals My hospital compared tomy
baseline performance
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SCIP-1 -propivylactic ASX
recersed w/n 1 hr prior s833 S22 ssse 8733 7 3 7
0 surgical incision
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Example of scoring

The way this moves forward is based on achievement and improvement. Achievement, you can think of
yourself being compared to everyone else and improvement is how | compared to myself during the baseline



period. So one of the SCIP measures here, it shows their performance. They were at 99.22, with an
achievement score of 7, and an improvement score of 4. Medicare takes the higher and adds that up into
your total performance score. So again, you want to do better verses yourself and then you also want to do
better than your peers. You would get a zero score if you didn't even make the benchmark or if you were
worst than your baseline

Updates on Programs

Readmission Value Based Purchasmg
. %C;T 3- 1% $230M for - In2013,1,557 hospitals got
2,213 hospitals additional psyment and 1,427
- Averagefine .42% hospitalsgotless payment
. 2014- 2% S227Mfor In aforecastforyear one, the
2,225 hospitals researchers foundthat
Average fine .38% - 65% of hospitals would have
) experienced a payment change
- Overallreadmitrate between-0.25% and 0.24%:
for Medicare 12%
+ 3% of hospitals would hawe
received a payment decrease
argerthan0.5%;and 2.4%
would have received a payment
ncresse largerthan0.5%.

Source: Kaiser Health News Source: Health Attalrs Sept 2012
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Updates on Programs

So again, how did we do in these programs? So let's review — on the readmission program, what actually
happened was the fine decreased a little bit. It was at a 0.42% and for 2014 it went down to a 0.38%. So in
2013, 2,213 hospitals received a fine. In 2014, 2,225 hospitals received a fine. And actually in 2014, these
penalties increased for about a thousand hospitals over last year. The big thing that we need to look at is our
readmit rate progress. The overall readmit rate is running at about 12% for everything and it hasn't moved
that much. So, on value-based purchasing, what happens — in the first year, about 1,600 hospitals got
additional payment, 1,400 got less payment. So quite a bit of variation in there. There was a forecast that
went out from Health Affairs last year and they said that 65% of hospitals will have a payment change of a
pretty small payment change and they're a small number of hospitals, which is how this was intended to work.
In 2014, the way it worked out is about 54% of the hospitals were within 25% of the medium. So 54% of the
hospitals got between 1% and 1.5% in additional payment.



New Financial Metrics
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New Financial Metrics

One thing | like to think about as I'm thinking about value-based purchasing is what kind of measures do we
need to be looking at and what do we need to be focusing on? And | just put a few up on the screen. These
were the ones that | like to focus on, looking at throughput, looking at the readmission rates, by patient
satisfaction, what's going on with their patients, what's the measurement of the mortality rate on the bottom.
There is a new measures in 2014 — and you need to ask yourself, can | measure these, can | get them easily,
am | monitoring these, what quality metrics are important in my facility, and how do we look at our cost
structure in our time to containment cost, we know we're going to have cost increases but we really need to
control our cost.

Moody's has some new measurements this year (Moody's are the ones that help you rating for bond). They're
asking about your unique patients. They're asking about what's your Medicare readmission rate, what's your
overall readmission rate, what's your number of employed physicians. So we can see that our market is
changing and people are asking us for new metrics and new measures.



Commercial Market

United Healthcare unveils ACO expansion plan:
Set to double deals by 2017
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Commercial Market

| just wanted to talk a little bit about the commercial market. Right now, 60% of the health plans are saying
that more than half of their business is going to be under value-based purchasing within 5 years. So there's a
couple examples here, United Healthcare, they have an ACO expansion plan. We can see a large ACO in
California, how they saved cost and were able to reduce readmission. Blue Cross Blue Shield of
Massachusetts, again, able to save in the second year of an ACO. | have seen where some physicians are
skeptical of some of these value-based purchasing programs. They are worried that data isn't going to be
accurate. | think how we solved that is we just tried to work with the payers and get good data out there on
both sides, both the payer's side and the provider's side.

California P4P

Integrated Healthcare Association
+ Started in 2003 with incentive program

* Now 8 health plans, 200 physician groups and 10
million commercial HMO members and $40 million
annual payout

+ 85 uniform measures publicly reported

+ Steady, incremental improvements
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California P4P

In California, where | worked there was a pay per performance program there that started in 2003. It's grown
quite a bit. The good thing about it was there were 85 measures that were publicly reported and they were
uniformly defined. Every payer didn’t give you a different definition of readmission. Every payer didn't weigh
all the measurements the same but we have the same basic structure.



Michigan is another state. Their Blue Cross Blue Shield at Michigan overall is trying to get a better health
system for that state. That program started in 2005. In 2011, they added in the hospitals and they've seen

some great results. ER visits have dropped from 7% to 10% and some of their high-tech radiology procedures
have gone down.

Value Based Health Care

Vaccines. Anesthesia. Penicillin. Bypass surgery.
Decoding the human ?enome. Unquestionably, all
are life-saving medical breakthroughs. But one
breakthrough that will change the face of medicine is
being slowed by criticism, misunderstanding, and a
reluctance to do things differently.

That breakthrough is value-based care, the goal of
which is to lower health care costs and imf)rove
quality and outcomes. Value-Based Health Care Is
Inevitable and That's Good

- by Toby Cosgrove, M.D., Cleveland Clinic CEO
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Value Based Health Care

| just want to talk about an organization very highly regarded, the Cleveland Clinic. The CEO there actually
mentions value-based health care that's inevitable and that's good. He's calling it a breakthrough. He wrote a
web response to the Harvard Business Review article and he wants to make sure that we're mining data and
lowering our cost. He actually in the article states that he actually posts up on the wall sum the costs to sum
of supplies, so physicians can see the costs and become more aware of costs.

Impact of Changes in Payment

Volume Value
+ Fee forservice + Payment to manage
-Percase population

No quality rewards » Incentives and penalties

for quality metrics

Collaboration/partnershi

not valued + Shared accountabilities

» No IT investment

! | * IT core to strategy
incentives

Brorame, andlortderdsl




Impact of Changes in Payment

What will all this do, what's all the impact or changes in payment? We're going from a volume world to a
value world. We're going to be managing a population. We're going to have more incentives on the quality
side, more alighment with physicians and | think IT is going to be core to a strategy. A hospital is important
but we also need to consider the whole care continuum.

So | am going to turn it over to Jane now. She's going to share her experiences on the framework and discuss
about how the organizations will ever commit to these challenges.

Framework

I’, HealthCatalyst

Framework

QUICKPOLL

How does your organization distribute
outcome performance?

Flease sefect all that apply
Internal website
External website
Only to quality staff

Does not distribute

Framework: Poll Question #2

[Jane Felmlee]



Thanks Bobbi for that overview of value-based purchasing and the metrics. Clearly it's a complex topic for
sure. I'm going to start this off with another poll question. We want to check with the audience and
understand how your organization currently distributes outcome information. And you can select obviously

more than one if it applies and you will be able to select more than one. So Tyler is going to moderate that
poll question for us, please.

QUICKPOLL

How does your organization distribute
outcome performance?

Pol Resuts (multiple answars alowad)
Intaenal wabsios
Cxternal websne
Only 16 quality stall

Does net distribute

Tyler:  Alright. The poll is now closed. And Jane, here are the results.

Jane: I'm coming with you. But the great news is that only 10% do not distribute. So it seems like there is
definitely a move toward transparency, particularly on the internal websites and while 30% are
actually communicating via an external website. That's great to hear.



Value Based Purchasing
Information Flow
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Value Based Purchasing Information Flow

[Jane Felmlee]

I'm going to start my portion really focusing on the improvement framework. And interesting, I've included
kind of a very oversimplification of the value-based purchasing information flow. The scores in blue really
represent the basic process that CMS is going to go through to measuring score, each of our organizations.
And I'm going to focus specifically on the box highlighted in orange. And I left it out there so simplified
because it really is only one single box but clearly beneath it a significant work and effort on the part of every
health organization that's now working to understand this new world and put into place a sustainable

framework.

It doesn’t just happen......
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Clearly this doesn't just happen. It would be nice if we had a turnkey solution, but we don't. So the new
model represents really a fundamental shift from fee for service to value-based care as Bobbi has informed us
of earlier. And to really be effective in this model, healthcare organizations need to keep an eye on the clinical
processes of care, patient experience, outcomes, and by the way, delivering all in an efficient and cost-
effective manner. There are many quality improvement methods and recommendations for getting
organized, and by the way, you can Google them on the internet and find lots of resources, including Health
Catalyst site full of whitepapers, webinars and how-to guides. But today I'm going to focus on some rather
basics framework considerations and share some experiences I've had.

VBP FY2014 Worksheet Example
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VBF FY2014 Worksheet Example

This slide is simply a sample of a value-based purchasing worksheet. It is the outcome of the value-based
information flow | showed a few slides earlier. And most of us understand that the concept of core measures
really isn't new. It's been around since 2003. A bit changed. And the one that's getting everybody's attention
is the fact that 