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introduction
aDvantaGe health solutions, inC. 
(ahs), a local health plan that insures many em-
ployer groups in indiana, wanted to test the hy-
pothesis that provider engagement with aligned 
incentives could improve outcomes on a specific 
population with a benefit structure typically not 
amenable to usual health plan interventions. one 
of the large employer groups insured by ahs with 
about 5,000 employees and dependents has a benefit 
plan that does not discourage over utilization of cer-
tain low-value but high-cost medical services and is 
not amenable to the usual utilization management 

strategies. For example in 2011, the copayment for 
pCp office visits was $25;  copayment for emergen-
cy room visits was $0; copayment for advanced im-
aging services such as computed tomography (Ct), 
magnetic resonance imaging (mri) and positron 
emission tomography (pet) scans was $0; and the 
cost differential between generic and brand name 
drugs was just $5.

there was overutilization of emergency room 
services for nonemergent problems that was nei-
ther cost effective nor safe for the members. most of 
these nonemergent conditions like upper respiratory 
illnesses (uri), urinary tract infections (uti) and 
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suture removals could have been easily handled by 
the members’ primary care physicians. 

Creating a medical home for every member would 
give them access to personalized, coordinated and 
comprehensive primary care when it is convenient 
for them. this would improve both the quality of 
care provided to the members and member satis-
faction. ahs also felt that physician engagement 
would be the key to decreasing the overutilization 
of some of these low-value but high-cost services as 
physicians serve as key advisors to patients and make 
decisions that control 87 percent of personal health 
spending.1

program goals and objectives
the goals of the program are similar to achieving 
the institute for healthcare improvement (ihi) 
triple aim: improve the health of the population, 
enhance the patient experience of care (including 
quality, access, and reliability); and reduce, or at 
least control, the per capita cost of care.2

the program objectives are: avoidance of unnec-
essary utilization, especially emergency room and 
advanced imaging (Ct, mri and pet scans); uti-

lization of services at the right place and right time; 
for example, encouraging the members to utilize 
urgent care centers after hours for nonurgent prob-
lems like uri instead of going to the er; part-
nering with providers to promote outreach, health 
prevention and patient engagement; improving ge-
neric utilization rate when appropriate by providing 
generic alternatives at point of care (provider prac-
tices); and improving member satisfaction of overall 
care provided. 

there were three provider groups in one of the 
counties in indiana to whom all the members were 
assigned and they were named provider Group 1 
(Group 1), provider Group 2 (Group 2) and pro-
vider Group 3 (Group 3). ahs met with Group 1 
and Group 2 to explain the program, the provider 
incentive and the provider Dashboard for each pro-
vider. Group 3 was not engaged in the program and 
did not meet with ahs. although Group 3 was not 
engaged, ahs still sent information about the pro-
gram to the members assigned to them. 

the program was called a shared savings incen-
tive program and comprises:

• member engagement activities

         exhibit 1: advantage health solutions, inc.sm —    Zero Copayment Prescription drug listing for 2011

acyclovir (ZOViraX)
albuterol soln neb (aCCuNeB)
allopurinol
amitriptyline (elaVil)
amitriptyline hcl/perphenazine (eTrafONe/
fOrTe)
amitriptyline hcl/perphenazine (TriaVil)
amitriptyline/chlordiazepixide (liMBiTrOl)
amoxicillin & k clavulanate (augMeNTiN)
amoxicillin & k clavulanate susp 
(augMeNTiN susP)
amoxicillin (aMOXil)
antipyrine/benzocaine (auraglaN)
atenolol (TeNOrMiN)
atropine sulfate (isOPTO aTrOPiNe)
baclofen (liOresal)
belladonna alkaloids (aNTi-sPas)
belladonna alkaloids (dONNaTal)
benazepril (lOTeNsiN)
benzonatate (TessalON Pearls)
benztropine (COgeNTiN)
betameth/propylene glycol (diPrOleNe af)
betameth/propylene glycol (diPrOleNe)
betamethasone dipropionate (diPrOsONe)
betamethasone dipropionate (MaXiVaTe)
betamethasone valerate (ValisONe)
bisoprolol (ZeBeTa)
bumetanide (BuMeX)
buspirone (BusPar)
captopril (CaPOTeN)
captopril/hctz (CaPOZide)
carbamazepine (TegreTOl)
carbamazepine sr (TegreTOl Xr)
carvedilol (COreg)
cephalexin (KefleX)
chlorhexidine (PerideX)
cimetidine (TagaMeT)
ciprofloxacin (CilOXaN)
citalopram (CeleXa)

clonidine (CaTaPres)
clonidine hcl/chlorthalidone (COMBiPres)
cyclobenzaprine (fleXeril)
dexamethasone (deCadrON)
dexamethasone (heXadrOl)
diclofenac ophth sol (VOlTareN OPhTh 
sOl)
diclofenac potassium (CaTaflaM)
diclofenac sodium (VOlTareN/Xr)
dicyclomine (BeNTyl)
digoxin (laNOXiN)
diltiazem (CardiZeM/sr/Cd)
diltiazem (dilaCOr Xr)
diltiazem (TiZaC)
doxazosin (Cardura)
doxepin (siNeQuaN)
doxycycline hyclate (PeriOsTaT)
doxycycline hyclate (ViBraMyCiN)
doxycycline hyclate (ViBra-TaBs)
enalapril (VasOTeC)
enalapril/hctz (VasereTiC)
erythromycin base (eMgel)
erythromycin base (e-MyCiN)
erythromycin base (eryCeTTe)
erythromycin base (eryderM)
erythromycin base (erygel)
erythromycin base (eryMaX)
erythromycin base (T-sTaT)
erythromycin base/benzoyl peroxide 
(BeNZaMyCiN)
erythromycin ethylsuccinate (e.e.s.)
erythromycin ethylsuccinate (ery-Ped)
erythromycin stearate
erythromycin/sulfisoxazole (PediaZOle)
estradiol (esTraCe Tabs)
estropipate (OgeN)
estropipate (OrThO-esT)
famotidine (PePCid)
fluconazole (difluCaN)

fluconazole susp (difluCaN susP)
fluocinolone acetonide (syNalar)
fluocinonide (lideX/e)
fluoxetine (PrOZaC)
fluphenazine hcl (PerMiTil)
fluphenazine hcl (PrOliXiN)
furosemide (lasiX)
gentamicin (garaMyCiN)
gentamicin (geNOPTiC)
glimepiride (aMaryl)
glipizide & metformin (MeTagliP)
glyburide (diaBeTa)
glyburide (glyCrON)
glyburide (glyNase)
glyburide (MiCrONase)
glyburide/metformin (gluCOVaNCe)
guanfacine (TeNeX)
hctz/amiloride (MOdureTiC)
hctz/atenolol (TeNOreTiC)
hctz/bisoprolol (ZiaC)
hctz/propranolol (iNderide)
hctz/triamterene (dyaZide)
hctz/triamterene (MaXZide)
hydralazine (aPresOliNe)
hydralazine/hctz (aPresaZide)
hydrocortisone (COrTef)
hydrocortisone (COrTeNeMa)
hydrocortisone (hTyONe)
hydrocortisone (laCTiCare-hC)
hydrocortisone (NuTraCOrT)
hydrocortisone (PeNeCOrT)
hydrocortisone (PrOCTOCOrT hC)
hydrocortisone acetate (aNusOl hC)
hydrocortisone acetate w/pramoxine cr 
(aNalPraM-hC)
hydrocortisone acetate/urea (CarMOl hC)
hydrocortisone butyrate cr (lOCid)
hydrocortisone valerate (WesTCOrT)
ibuprofen (MOTriN)
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• provider engagement activities
• health navigator activities

Member engagement activities
marketing collateral to educate members about the 
program was completed in the first quarter of 2011. 
the educational campaign informed the members 
how the program would benefit them by providing 
improved access to providers, $0 copayment for spe-
cific generic drugs, decreased unnecessary emergen-
cy room (er) and advanced imaging utilization to 
improve patient safety. it is known that unnecessary 
use of all forms of ionizing radiation, especially Cts 
in children, could increase cancer risk. Frequent er 
visits for nonurgent conditions could increase the 
risk of nosocomial infection and uncoordinated care 
with poorer outcomes.  

ahs developed a zero copayment drug list for 
2011 (exhibit 1) and the plan paid 100 percent of 
the cost of any of the drugs on this list in 2011. if 
the provider felt the drugs on this list were not ap-
propriate for the member or the member requested 
a brand name drug, then the member would be re-
sponsible for the appropriate copayment specified in 

the employer’s prescription Drug Coverage benefit. 
ahs identified members who were on brand name 
drugs that were available generically. these mem-
bers were sent a letter listing all their brand name 
drugs, generic alternatives and annual cost savings if 
their providers switched them to generic alternatives 
(exhibit 2.)

to make it more convenient for the members to 
obtain their prescription medications, ahs part-
nered with a local pharmacy that offers concierge 
services to members such as the delivery of medica-
tions to home and place of work. the pharmacy also 
has branches at two provider practices.  the phar-
macy could dispense drugs prescribed by the pro-
viders at point of care, thereby increasing adherence 
and generic utilization. members could still utilize 
other pharmacies of their choice and do not have to 
use the pharmacy ahs partnered with.  

ahs also embedded a health navigator in one of 
the provider practices to work directly with the pro-
viders and members. her role was to facilitate care 
management processes to promote awareness and 
compliance by identifying members with chronic 
conditions that ahs has Disease management (Dm) 

         exhibit 1: advantage health solutions, inc.sm —    Zero Copayment Prescription drug listing for 2011

indapamide (lOZOl)
indomethacin (iNdOCiN/sr)
ipratropium (aTrOVeNT Nasal sPray)
ipratropium/albuterol neb soln (duONeB)
isoniazid & rifampin ( rifaMaTe)
isoniazid (isONaZid)
isoniazid (NydraZid)
isosorbide dinitrate (dilaTraTe-sr)
isosorbide dinitrate (isOrdil)
isosorbide dinitrate (sOrBiTraTe)
isosorbide mononitrate (iMdur)
lactulose (CePhulaC)
lactulose (ChrONulaC)
lactulose (duPhalaC)
lactulose (eNulOse)
levobunolol (BeTagaN)
levothyroxine (leVOThrOid)
levothyroxine (syNThrOid)
levothyroxine (uNiThrOid)
lidocaine cr (lMX 4)
lisinopril (PriNiVil)
lisinopril (ZesTril)
lisinopril/hctz (PriNZide)
lisinopril/hctz (ZesTOreTiC)
lithium carbonate (esKaliTh/Cr)
lithium carbonate (liThOBid)
lithium carbonate (liThONaTe)
lithium citrate
loratadine (ClariTiN) OTC
lovastatin (MeVaCOr)
medroxyprogesterone (PrOVera)
medroxyprogesterone iM (dePO-
PrOVera)
megestrol (MegaCe)
meloxicam (MOBiC)
metformin (gluCOPhage)
metformin Xr (gluCOPhage Xr)
methyldopa (aldOMeT)
methyldopa/hctz (aldOril)

methylprednisolone (MedrOl)
metoclopramide (reglaN)
metoprolol succinate er (TOPrOl Xl)
metoprolol tartrate (lOPressOr)
metronidazole (all forms)
nadolol (COrgard)
naproxen (eC-NaPrOsyN)
naproxen (NaPrOsyN)
naproxen sodium (aNaPrOX ds)
neomycin suf/polymy/buffers/hc 
(PediOTiC)
neomycin sulfate/hc
neomycin sulfate/polymyxin/hc 
(COrTisPOriN)
neomycin/bacitracin/polymyxin 
(NeOsPOriN)
neomycin/polymyxin/dexameth 
(deXaCidiN)
neomycin/polymyxin/dexameth 
(MaXiTrOl)
nortriptyline (aVeNTyl)
nortriptyline (PaMelOr) 
nystatin (MyCOsTaTiN)
nystatin (NilsTaT)
oxybutynin (diTrOPaN)
oxybutynin sr (diTrOPaN Xl)
paroxetine (PaXil)
paroxetine cr (PaXilCr)
paroxetine susp (PaXil susP)
penicillin
phenazopyridine (PyridiuM)
pilocarpine hcl (salageN)
pilocarpine hcl (PilOCar)
pilocarpine hcl/epinephrine (e-PilO)
polymyxin b sulfate/tmp (POlyTriM)
pravastatin (PraVaChOl)
prazosin (MiNiPress)
prednisone (delTasONe)
prochlorperazine edisylate (COMPaZiNe)

promethazine (PheNergaN)
propranolol (iNderal)
ranitidine (ZaNTaC)
selenium sulfide (eXsel)
selenium sulfide (selsuN)
silver sulfadiazine (silVadeNe)
sodium citrate/citric acid (CyTra-2)
sotalol (BeTaPaCe/af)
spironolactone (aldaCTONe)
spironolactone/hctz (aldaCTaZide)
sulfacetamide sodium (BlePh 10)
sulfacetamide sodium lot (seBiZON/
KlarON)
sulfacetamide/prednis sp (VasOCidiN)
sulfacetamide/prednisolone ac 
(BlePhaMide)
sulfacetamide/sulfur, sublimed (NOVaCeT)
sulfacetamide/sulfur, sublimed (PleXiON)
sulfacetamide/sulfur, sublimed 
(sulfaCeT-r)
terazosin (hyTriN)
terbinafine (laMisil)
tetracycline (aChrOMyCiN)
thioridazine (Mellaril)
thioridazine (Mellaril-s)
thiothixene (NaVaNe)
timolol (BlOCadreN)
timolol (TiMOPTiC/Xe)
tobramycin (TOBreX)
tobramycin/dexamethasone (TOBradeX)
trazodone (desyrel)
triacinolone acetonide (arisTOCOrT)
triacinolone acetonide (KeNalOg)
triamcinolone acetonide (KeNalOg W/
OraBase)
trihexyphenidyl (arTaNe)
verapamil (CalaN/sr)
verapamil extended-release (isOPTiN/sr)
warfarin (COuMadiN)
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programs for whom the Disease management edu-
cators were unable to contact.  the health naviga-
tor worked with providers’ offices to find out when 
members who did not respond to ahs’s Dm cam-
paign were scheduled to see their pCp and discussed 
Dm participation and incentive/benefits with the 
pCp and/or member. the health navigator also re-
ferred members who qualified for case management 
and behavioral health management programs based 
on the health plan’s identification process.  

all the members received a provider survey at the 
beginning of the second quarter of 2011 utilizing 
the Cahps® (Consumer assessment of healthcare 
providers and systems) Clinician & Group survey, 
and a follow-up survey with the same tool was sent 
out to the same members 12 months later.                                                                                                                                 

provider engagement activities  
 before and after the program, ahs tracked four 
categories of metrics by provider groups that includ-

exhibit 2

June 2011

JOhN dOe
aBC driVe
CiTy, sTaTe ZiP

RE: Generic Alternatives / Copay Savings

dear adVaNTage Member:

We want you to know that you may be able to save money on some of your 
prescription drugs. as you may know, many brand name drugs are available as a 
generic. for those drugs not yet available generically, there may be a different 
drug like it that has a generic.

you may be able to save money on your copays by talking to your doctor about 
other choices. The next page shows a list of your drugs with a different drug 
available as a generic for lower copay.

read the list and see how much money you could save! We know these changes 
are not right for everyone. Only you and your doctor can decide if a change is 
right for you. This change could lead to savings on your copay up to the amount 
you see listed over the course of a year.

if you have questions about your prescription drugs, ask your doctor or phar-
macist for more information. also, you could save even more by using the mail 
order pharmacy. Visit www.advantageplan.com to find out more about your 
prescriptions, the mail order pharmacy, the Care-ADVANTAGE program, or the 
special Chrysler Only Zero Copay Medication list.

sincerely,
adVaNTage health solutions, inc.

Common Brand Name Medications and alternatives

retail Prescription drugs -up tp 30-day supply

drug Copay alternative Copay annual

siNgulair (montelukast) 12 zafirlukast (aCCOlaTe) 6 $72 

CresTOr (rosuvastatin) 12 simvastatin (ZOCOr) 0 $144 

Total savings in 12 months   $216
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ed utilization, member satisfaction, and quality and 
disease management participation.  

the providers were incentivized based on their 
individual performance on the three utilization 
metrics compared to the benchmark that was ahs 
Commercial average rates. the utilization metrics 

were: utilization of generic prescription, utilization 
of er and utilization of advanced imaging (Ct, 
mri and pet.) two-thirds of the total incentive 
was allocated to improving generic prescription uti-
lization because it was felt that was the metric that 
would be easiest for the providers to impact, and it 

exhibit 3

Benchmarks

generic utilization 
Percentage

advanced imaging 
rate /1000

er 
rate/1000

75% 216 214

Provider Metrics

date Number of 
Members

generic utilization 
Percentage

advanced imaging 
rate/1000

er 
rate/1000

January 11 187 68.63% 64.17 705.88

february 11 187 64.05% 128.34 192.51

March 11 188 71.51% 255.32 319.15

april 11 189 67.54% 698.41 571.43

May 11 189 66.77% 63.49 444.44

June 11 188 63.00% 63.83 382.98

July 11 197 69.01% 304.57 487.31

august 11 197 67.59%  -    1,035.53

september 11 194 65.15% 123.71 123.71

October 11 193 62.55% 186.53 746.11

November 11 197 64.60% 60.91 365.48

december 11 197 66.67% 243.65 487.31

Payout Calculation

date Number of 
Members

generic 
50% 
level

generic 
75% 
level

generic 
100% 
level

advanced 
imaging 

50% level

advanced 
imaging 

75% level

advanced 
imaging 

100% 
level

er 50% 
level

er 75% 
level

er 
100% 
level

Monthly 
Total

January 11 187 467.50 467.50

february 11 187 467.50 467.50 935.00

March 11 188 940.00 235.00 1175.00

april 11 189  -    

May 11 189 472.50 472.50

June 11 188 470.00 470.00

July 11 197  -    

august 11 197  -    

september 11 194 485.00 485.00 970.00

October 11 193 482.00 482.50

November 11 197 492.50 192.50

december 11 197 246.25 246.25

grand Totals $940.00  -     -    $481.25  -    $3,337.50  -     -    $952.50 $5,700.25

(chart cont. next page)
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was also the metric that had the highest variance 
from the ahs benchmark.  the other two met-
rics combined accounted for a third of the incentive.  
each provider received a quarterly report of his/
her performance on these three metrics and also the 
incentive payout for that quarter (exhibit 3). the 
providers also received a report comparing them to 
their peers - all the other providers in that particular 
group excluding their names (exhibit 3). Group 3 
providers did not get any incentive or quarterly re-
port of their performance.

ahs met with Group 1 and 2 providers to explain 
the program and get buy-in. the series of meetings 
with the providers were completed in april 2011. 
Group 1 providers met with ahs initially and their 
management team subsequently had multiple meet-
ings with these providers to explain the program 
and quarterly results. Group 2 providers met with 

ahs only once and there were no subsequent meet-
ings with the providers. 

the provider Dashboard reports were available 
to the providers  monthly and displayed utilization, 
financial and quality metrics by providers bench-
marked against their peers. the provider Dash-
board had over 40 metrics, including the three that 
the providers were incentivized on. the providers 
were initially given a hard copy of their individ-
ual dashboards and were instructed to inform the 
health navigator to provide them with monthly 
updates from the health plan’s web-based report-
ing platform. the providers also had access to each 
of his/her patients’ member Dashboard reports 
through the health navigator, and it displayed 
gaps in care, chronic conditions, medications and 
prospective risk score for each provider’s patient 
panel. the prospective risk score is used to predict 

exhibit 3 (cont.)

Payout distribution schedule

date Method amount

distribution #1 6/30/2011 50% of 1st Quarter 2011 
earnings

$1,288.75

distribution #2 9/30/2011 50% of (2011 yTd earn-
ings less distribution #1

$471.25

distribution #3 12/31/2011 50% of (2001 yTd earn-
ings less distribution # 

1 and #2

$485.00

distribution #4 3/31/2012 Total 2011 earnings less 
distributions #1, #2, #3

$3,466.25

Provider Payout Metrics

utilization of generic Prescriptions

utilization rate amount of Payout $10pmpm/Total $15pmpm

70% - 72.4% 50% = $5.00 pmpm

72.5% - 74.9% 75% = $7.50 pmpm

75% 100% = $10.00 pmpm

utilization of emergncy services

utilization rate amount of Payout $2.5pmpm/Total $15pmpm

239 - 263 50% = $1.25 pm pm

215 - 238 75% = $1.87 pmpm

0 - 214 100% = $2.50 pmpm

utilization of advanced imaging services (CT, Mri, PeT)

utlization rate amount of Payout $2.5pmpm/Total $15pmpm

238 - 262 50% = $1.25 pmpm

217 - 237 75% = $1.87 pmpm

0 - 216 100% = $2.50 pmpm
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future health care cost based on the chronic disease 
burden of the particular member, and it is normal-
ized for that particular population. For example, 
a member with a score of 10 is expected to cost 
the plan 10 times the average cost of that particular 
population in 12 months.

health navigator activities
 as cited previously, ahs also “embedded” a 
health navigator in one of the provider offices, but 
she traveled to the other practices to meet with 
the pCps and their office staffs. the embedded 
health navigator worked closely to engage the 
providers to coordinate the care of the assigned 
plan members, implement up-to-date coordinat-
ed care plans and communicate with the whole 
health care team on behalf of the assigned plan 
members. she acted as a resource and liaison with 
providers regarding the programs that make up 
ahs care management programs and other related 
health plan initiatives. the health navigator was 
also available for questions that the providers had 
about the program and a few of the providers took 
advantage of this.      

she educated provider offices on the use of pro-
vider portal (especially for prior authorization re-
quests) to improve efficiency and provider satisfac-
tion. ahs piloted automated prior authorization 
(auto auth) system utilizing milliman Care Guide-
lines with all the providers to improve efficiency 

in their offices and reduce the number of calls they 
have to make to the health plan to request prior au-
thorization. the auto auth system allows the pro-
vider or office staff to enter an authorization request 
and if it meets the milliman evidence-based clinical 
guidelines, the requester would immediately receive 
an approval notice, thereby avoiding a phone call or 
fax to the health plan. the health navigator also 
informed providers of the partnership with the local 
pharmacy to provide easy access to generic drugs at 
point of care for patients.

the health navigator was also responsible for 
coordinating the member satisfaction surveys, 
tracking the quality metrics and care coordina-
tion activities.  member satisfaction was measured 
with the Cahps® Clinician & Group survey re-
sults. Quality metrics include breast cancer screen-
ing rates, colorectal cancer screening rates, and 
comprehensive diabetic care eye exam rates. the 
disease management participation rate was the per-
centage of members with chronic diseases that were 
enrolled in these programs.  the chronic diseases 
that were targeted include hypertension, diabetes 
mellitus, coronary artery disease, congestive heart 
disease, chronic obstructive pulmonary disease, 
asthma and migraine.

the health navigator worked with the local hos-
pitals in the area to set up daily emergency room 
(er) and inpatient notification processes. this 
helped ahs contact members who were seen in 

exhibit 4

group 1 
4th Quarter 2011

Provider Provider 
address

Provider 
City

Provider 
state

Provider 
Zip

Values 
sum of 4th 

Quarter 2011 
Payout

sum of 
Members

Physician 1 dr. Jane doe 123 river 
road

indianapolis iN 46240 3,466.25 197

Physician 1 2,880.39 122

Physician 2 3,837.69 224

Physician 3 2,983.75 242

Physician 4 942.22 111

Physician 5 3,296.88 149

Physician 6 3,466.25 193

Physician 7 1,825.46 158

Physician 8 1,283.75 64

Physician 9 3,547.50 200

grand Total 27,530.14 1,660
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the er in a timely fashion rather than utilize our 
current process where we use claims data that takes 
three months or more. the inpatient census helped 
improve our discharge coordination outreach and 
complex case management components of our care 
management program.  

results and discussion  
the Group 1 providers were considered highly en-
gaged. Group 2 providers were considered moder-
ately engaged, and Group 3 providers were con-
sidered unengaged. Group 3 was considered the 
control groups as these providers were not engaged 

exhibit 5

Measurement

utilization goal group 1 group 2 group 3 all groups

generic utilization rate % Baseline 75% 62% 65% 67% 64%

end of Program 67% 68% 70% 68%

% Change 5% 3% 3% 4%

p-value <0.05 <0.05 <0.05

advanced imaging rate 
(CT,Mri,PeT)/1000

Baseline 216 284 316 415 314

end of Program 211 173 195 190

% Change -26% -45% -53% -39%

p-value                              
<0.05

<0.05 <0.05

er rate/1000 Baseline 214 232 296 229 264

end of Program 214 283 233 251

% Change -8% -5% 2% -5%

p-value <0.05 <0.05 0.65

satisfaction

Member satisfaction rate (Overall satis-
faction for adult patients)

Baseline 88.42%

end of Program 88.25%

% Change 0.17%

p-value 0.97%

Quality

Breast Cancer screening Baseline 70% 63% 60% 66%

end of Program 65% 56% 55% 60%

% Change -5% -7% -4% -5%

p-value <0.05 <0.05 <0.05

Colorectal Cancer sreening Baseline 40% 38% 37% 39%

end of Program 46% 41% 49% 45%

% Change 6% 3% 11% 5%

p-value <0.05 <0.05 <0.05

diabetic  eye exam Baseline 33% 22% 33% 28%

end of Program 39% 21% 25% 29%

% Change 6.3% -4.0% -7.6% 1.6%

p-value <0.05 <0.05 <0.05

disease Management Participation

Care-adVaNTage participation rate Baseline 42%

end of Program 41%

% Change -1%

p-value <0.05
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in the program but their patients received the same 
intervention letter that members assigned to Group 
1 and 2 did (exhibit 2). ahs compared 2010 (base-
line) versus 2011 provider performance despite the 
fact that the series of meetings with the providers 
was not completed until april 2011.

the per member per month (pmpm) cost for 
the population increased by 5 percent from 2010 to 
2011. however, most of the affiliated hospitals in-
creased their charge master from 2010 to 2011 as ev-
idenced by the increased unit cost for most services 
by 9 percent. the pmpm cost is a factor of utiliza-
tion and cost of services. the providers can control 
utilization of most services but have very little, if 
any, control over the cost of hospital-based services. 
the providers did not have access to the unit cost of 
services and were required to refer patients within 
their network of providers unless the service was not 
available in their network. 

When the 2011 pmpm was recalculated using 
2010 cost of all services, the recalculated pmpm 
was down by 1.7 percent due to decreased overuti-
lization of services. in comparison, the average an-
nual growth rate for national health expenditure 
(nhe) from 2000 to 2010 was 5.6 percent.3 When 
adjusted for average annual inflation of 2 to 4 per-
cent, the recalculated pmpm was still lower than 
the average nhe annual growth rate.4 We calculat-
ed the total cost savings for the three components of 
the program (generic drug, advanced imaging and 
er utilization) divided by the total payout to all 
the providers in 2011, and the return on investment 
(roi) on the program was 8:1.

the three objectives of the program were met for 
the employer group – increased generic utilization, 
decreased emergency room and advanced imaging 
utilization. however, some of the provider groups 
did better than the others. the generic utilization 
from 2010 to 2011 increased by 5 percent, 3 percent 
and 3 percent for Groups 1, 2 and 3 respectively, and 
all the increases were statistically significant (exhib-
it 4).  the overall generic utilization for all groups 
increased by 4 percent mainly due to provider in-
centive and member education.   the group that was 
most engaged (Group 1) had the highest increase 
in generic drug utilization. the nonengaged group 
(Group 3) still had an increased generic utilization, 
most probably due to member education as the let-
ter provided in exhibit 2 was sent to all members 
regardless of whether their providers were engaged 
or not.

the emergency room utilization decreased by 8 
percent and 5 percent for Group 1 and 2 respective-
ly, but increased by 2 percent for Group 3. although 
the Group 3 increase was not statistically significant, 

it is worth noting that ahs relied on providers to 
decrease unnecessary emergency room utilization. 
ahs will not deny any unnecessary er visit if the 
member was directed to the er by his/her provider 
regardless of whether the visit meets prudent layper-
son definition of an emergency or not. like most 
health plans, ahs uses an auto pay list for er ser-
vices so that certain diagnosis of er services such 
as fractures are automatically paid and not pended 
for medical review. We turned off the auto pay list 
for this employer on June 1, 2011 and manually re-
viewed all the er visits. before applying the pru-
dent layperson rule as required by the state law, we 
contacted the member’s provider to ask the office 
staff if they referred the member to the er. if they 
did not, ahs then applied the prudent layperson 
rule in determining whether the visit would be ap-
proved or not.

advanced imaging utilization decreased for all 
three groups and all were statistically significant. 
ahs also implemented an automated precertifi-
cation tool utilizing milliman Care Guidelines in 
2011 and advanced imaging was added to the prior 
authorization list. although Group 3 had a higher 
decrease in advanced imaging than the other two 
groups, this was probably due to the precertification 
requirement rather than provider engagement.

the quality metrics that were tracked were breast 
cancer screening, colorectal cancer screening and 
diabetic eye examination. the breast cancer screen-
ing decreased in all three groups in 2011 while the 
colorectal cancer screening increased. Group 3 had 
the lowest breast cancer screening decrease and the 
highest colorectal cancer screening increase of all 
three groups. only Group 1 had an increase in dia-
betic eye examination rate (6.3 percent) and Group 
3 had a higher decrease than Group 2 (exhibit 4). 
the quality measure results were mixed probably 
because the providers were not incentivized on 
these measures and the program lasted for less than 
12 months due to the longer than anticipated pro-
vider engagement process of four months.

the participation in care management (Care-aD-
vantaGe program) also decreased from 42 per-
cent in 2010 to 41 percent in 2011. the Care-aD-
vantaGe program includes these disease states: 
diabetes mellitus, congestive heart disease, chronic 
obstructive pulmonary disease, hypertension, mi-
graine, asthma and coronary heart disease. this is an 
opt-out program where members are enrolled auto-
matically but have the option to disenroll themselves. 
the average ahs Commercial line of business par-
ticipation rate in 2011 was 38 percent. however, the 
complex case management (CCm) participation rate 
for the sickest members (top 0.5 -1 percentile of the 
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population) increased by 53 percent from 2010 to 
2011. this was mainly due to the er and inpatient 
notification process managed by the health naviga-
tor. the CCm program is for members with com-
plex medical needs regardless of diagnosis.

the adult Cahps® Clinician & Group survey 
was administered to all the adult members and a fol-
low-up survey was also sent out 12 months later to 
only those who responded to the initial survey. the 
overall satisfaction rate before and after the program 
for all the groups was 88.42 percent and 88.25 per-
cent indicating no statistically significant change. the 
baseline survey results were not shared with the pro-
viders and this could have contributed to the results.

conclusion
engaged primary care physicians can bend the cost 
curve by effectively managing overutilization of 
services, especially for medicare shared savings 
program (mssp) and pioneer aCos where provid-
ers do not have to worry about unit cost variation 
especially for hospital-based services and outpatient 
procedures for which they have very little control 
over. this is because Centers for medicare and 
medicaid services (Cms) is the sole payer for the 
mssp and pioneer aCo programs. 

however, this strategy might not be as effective 
for Commercial aCos with multiple payers due to 
price variations, but this could be mitigated by price 
transparency and empowering providers to utilize 
this information in their decision-making process. 
this relatively short pilot program produced an 
roi of 8:1.

the providers were incentivized on the three uti-
lization metrics (generic prescription, er and ad-
vanced imaging rates) only and the engaged provid-
ers generally had a better outcome. this study did 
not show an improved outcome on the “better care 
for individuals” and “better health for populations” 
of the triple aim probably because the providers 
were not incentivized on the related metrics.
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