Effective
Opportunities for Improving Outcomes,
Value, and Health

Executive Summary

Introduction

Today, 1% of patients account for more than 20%
of health care expenditures, and 5% account for
nearly half of th% nation’s spending on health
care ( ¥ <« 147, = | 2014). Improving care
manaéement for this population while balancing
quality and associated costs is at the forefront
of national health care goals, and reaching this
particular goal will require active involvement of
a broad range of stakeholders at multiple levels.

To advance insights and perspectives on how to



transportation (Hayes et al., 2016b). In terms of
demographics, a consensus of the available lit-
erature demonstrates that high-need individuals
are disproportionately older, female, white, and
less educated (Cohen et al.,, 2015; Hayes et al.,,
2016b; Joynt et al., 2016). They are also more
likely to be publicly insured, have fair to poor
self-reported health (Hayes et al.,, 2016b), and
be susceptible to lack of coordination within the
healthcare system (Osborn et al., 2014). Their
needs extend beyond care for their physical ail



key social risk factors include low socioeconom-
ic status, social isolation, community deprivation,
and house insecurity.

While this starter taxonomy is useful, addition-
al work is needed to develop an ideal taxono-
my that presents holistic guidance on how care
and fmite resources should be targeted and de-
livered to improve the health of high-need indi-
viduals, and ideally reduce the cost of care. One
challenge to achieving this is that most health
information technology systems do not sup-
port integrated and streamlined data collection
of patient’s physical and behavioral conditions,
their care utilization, and their social challenges.
Additionally, multiple payers and varied benefrts
packages pose administrative and operational
hurdles for the implementation of a taxonomy.

Care Models That Deliver

The purpose of taxonomies is to align high-need
patients with the care models that target their
specifrc needs. For taxonomies to be actionable,
successful care models for different segments of
high-need patients must exist. Chapter 4 draws
on the workshop series and a review of evidence
syntheses and other literature to produce a list of
attributes of successful care models and to map
successful models to different high-need patient
segments.

While the success of even the best care mod-
el will depend on the particular needs and goals
of the patient group a model intends to serve,

which varies for different segments of high-need
patients, all successful care models should foster
effectiveness across three domains: health and
well-being, care utilization, and costs. Care mod-
els that have been shown to be successful share
a number of common attributes, which can be
organized in an analytic framework with the fol-



Using this analytic framework, the planning
committee identifred fourteen successful care
models for high-need patients and cross-refer

Table 1| Clinical Group Features

Clinical Group

Features

Children with complex needs

Non-elderly disabled

Multiple chronic

Major complex chronic
Frail elderly
Advancing illness

Have sustained severe impairment in at least four categories together
with enteral/parenteral feeding or sustained severe impairment in at
least two categories and requiring ventilation or continuous positive
airway pressurea tinuous positive airway pressure (a)

Under 65 years and with end-stage renal disease or
disability based on receiving Supplemental Security Income(b, c)

Only one complex condition and/or between one and fwe noncomplex
conditions (b, ¢)

Two or more complex conditions or at least six noncomplex conditions
Over 65 years and with two or more frailty indicators (d)
Other terminal iliness, or end of life

a: Categories for children with complex needs are: learning and mental functions, communication, motor

skills, self-care, hearing, vision

b: Complex conditions, as defmed in Joynt et al., 2016, are listed in Table 2-1 of the publication.

c: Noncomplex conditions, as defmed in Joynt et al., 2016, are listed in Table 2-1 of the publication.

d: Frailty indicators, as defmed in Joynt et al., 2016, are gait abnormality, malnutrition, failure to thrive,
cachexia, debility, diffrculty walking, history of fall, muscle wasting, muscle weakness, decubitus ulcer,
senility, or durable medical equipment use.

Box 1

Care Attributes of Successful Care Models

¢ Assessment. Multidimensional (medical, functional, and social) patient assessment

¢ Targeting. Targeting those most likely to benefr

¢ Planning. Evidence-based care planning

¢ Alignment. Care match with patient goals and functional needs

¢ Training. Patient and care partner engagement, education, and coaching

¢ Communication. Coordination of care and communication among and between patient and care team

¢ Monitoring. Patient monitoring

¢ Linking. Facilitation of transitions

Sources: Anderson et al., 2015; Bodenheimer and Berry-Millett, 2009; Boult and Wieland, 2010; Brown et
al., 2012; McCarthy et al., 2015; Nelson, 2012.




¢ Teamwork.




Finally, reliable monitoring and continuous im-
provement of effective models of care for high-
need patients depends on high-quality data and
analytics that can be used to match high-need
individuals with specifrc interventions (Bates et
al., 2014; Bradley et al., 2016; Dale et al., 2016;
Rajkumar et al., 2015). High-quality data are also
required for quality measurement to determine
the impact that care models are having on care
coordination, utilization, and cost. Currently,
there are many disparate systems that cannot
easily share information, making it diffrcult to as-
sess the requirements of high-need individuals
and whether they are getting appropriate care.
Coordinated federal, state, and local government
initiatives must identify barriers that currently in-
hibit data g among the clinicians and organi-
zations treating high-need populations and work
to minimize those barriers while respecting pa-



Refming the starter taxonomy based on
V real-world use and experience to facilitate
the matching of individual need and func-
tional capacity to specifrc care programs;
Integrating and coordinating the delivery of
V medical, social, and behavioral services in a
way that reduces the burdens on patients
and caregivers;
Developing approaches for spreading and
V scaling successful programs and for train-
ing the workforce capable of making these
models successful;
Promoting payment reform efforts that fur-
V ther incentivize the adoption of successful
care models and the integration of medical
and social services;
Establishing a small set of proven quality
V measures appropriate for assessing out-
comes, including return on investment, and
continuously improving programs for high-
need individuals; and
Creating road maps and tools to help orga-
V nizations adopt models of care suitable for
their particular patient populations.

)

While each stakeholder sector individually may
impact a patient’s life, a community, or even a
regional health delivery system, one of the most
expensive and challenging populations for the
current health care system will remain under-
served until there is a unifred effort rather than
small, incremental steps to improve care for the
nation’s high-need patients and to reduce the
cost of delivering that care.
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