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The Triple Aim: Care, Health,
And Cost

The remaining barriers to integrated care are not technical; they are
political.

by Donald M. Berwick, Thomas W. Nolan, and John Whittington

e Improve the experience of care J

~

e Improve the health of the population
J

\

e Reduce per capita costs of healthcare

J




STRONGER Primary Care ...

Health Cost- Responsiveness
outcomes control

Starfield, 1994; Doescher, 1999; Delnoij, 2000; Shi, 2002; Macinko, 2003



“International evidence indicates that
health systems based on effective Primary Care with highly -trained generalist
physicians(Family Doctors)

practicing in the community,

provide both more cost effective and
more clinically effective care than

those with a low primary care orientation.”

Barbara Starfield,
world wide Primary Care advocator

Starfield B. Primary care: balancing health needs, services and technology.
Oxford: Oxford University press,1998.
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Primary Care- Npwtopyikny Opovtida

Primary care is the first level of professional care in
Europe, where people present their health problems
and where the majority of the population’s curative
and preventive health needs are satisfied

Starfield, 1992; Allen et al, 2011

By its nature, primary care can best be provided close to
where people are living and without obstacles to
access.

Primary care is generalist care, focused on the person as
a whole, instead of on only one specific organ or health
problem.



What should primary care contribute?

“The essential role of primary care is to provide
people with first contact care, health
promotion and basic treatment,

as well as to facilitate adequate access to other
health care and related services for those who
need this”,

Starfield B, Shi L, Macinko J. 2005



The key features of a health system

led by Primary Care

a person focus across the lifespan rather than a disease
focus

accessibility with no out-of-pocket payments

distribution of resources according to population needs
rather than demand

availability of a broad range of services including
preventive services

coordination between different levels in the health system



1978: WHO Declaration Alma-Ata

A main social target of
governments, international
organizations and the whole
world community in the coming
decades should be the
attainment by all peoples of the
world by the year 2000 of a
level of health that will permit
them to lead a socially and
economically productive life.

Primary health care is the key
PRIMARY HEALTH CARE to attaining this target as part

USSR-ALMA-ATA 178 of development in the spirit of
social justice.”
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PHAMEU MONITOR FRAMEWORK

Dimensions of the PC structure

Governance of PC Economic conditions PC Workforce
system of PC system development

Dimensions of the PC Process

Access
to PC services

Comprehensiveness of
PC services

Continuity of PC Coordination of PC

Dimensions of PC outcomes

Quality of PC Efficiency of PC




DIMENSIONS IDENTIFIED

PRIMARY CARE STRUCTURE & PROCESS

Dimensions of the PC structure

Governance of PC Economic conditions PC Workforce
system of PC system development

System goals PC expenditures Profile PC workforce
PC coverage
Employment status
Remuneration system

Equity in access policies
Collaboration policies
(de)Centralization

Professional status
Supply and planning
Academic status
Prof. associations

Quality management
Patient advocacy

Total: 12 indicators Total: 11 indicators Total: 16 indicators

Access Comprehensiveness Continuity of PC Coordination of PC
to PC services of PC services

Density PC workforce First contact care Longitudinal continuity Gatekeeping system
Informational continuity
Relational continuity

Income of PC workers

Dimensions of the PC Process

Geographic availability

Access at practice level

Affordability of services
Patient satisfaction

Disease management
Sole GP contacts
Medical procedures

Skill mix
Collaboration of care

Public health integration
Preventive care

Health promotion
Medical equipment

Total: 12 indicators Total: 10 indicators Total: 9 indicators Total: 7 indicators




Primary Care in Greece-

Strong primary care systems
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Primary Care Data availability

- ranking countries -

Indicators at level:

Ranking of countries on data availability for indicators by level of primary care system
(1=No missing values; 2= 2" country with least missing values... 31=31" country with most missing values)
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Structure of PC system 31 1 1131 3 41 2 7 1j1441 4 12 2 1 6 1 151 5 5 4 8 10 9 1 11 1
Process of PC system 9 4 1 181911 1 3 3 5 6 3§J21§1 1416 15 1 17 2 20 1 10 8 1 12 13 7 1 4 4
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Current challenges in health care

e Demographic developments

e More complex care demand (multi-morbidity)

e More demand for home-based care

e Greater diversity of patients (migration)

e Changing health risks (more related to lifestyle)

e Patients have better access to health information
e Rising expenditures

e Diminishing returns on health investments

e Technological developments

e Developments in health human resources

Building primary care in a changing Europe.
European Observatory on Health Systems and Policies, WHO 2015



strategies for PC strengthening

e Personal doctors / (voluntary) gate keeping
e Integration and teamwork (skill mix change)
e [nvolvement of empowered patients

e Evidence-based medicine (guidelines)

e Electronic medical records / medical IT

e Targeted incentives structures

e Accountability / clinical governance

e Better organized primary care out of hours

e Monitoring Primary care reform processes

Building primary care in a changing Europe.
European Observatory on Health Systems and Policies, WHO 2015



Ytoxevovtac otnv evbuvapwon tnc Ny

Increase Reform primary
funding for care payment
primary care methods

Shift care out of Improve access
the hospitals to primary care

Change the skill
mix

Economic crisis, health systems and health in Europe: impact and implications for policy.
WHO Europe/ European Observatory on Health Systems and Policies, 2014



What adaptations are needed?

e More person-centred care (rather than disease-centred)
e Patient empowerment

e More integrated provision of services in health facilities and
In community

e Prevention, health promotion more important

e Pro-active population based approaches

e Re-design of tasks (e.g. delegation within teams)

e More explicit care coordination

e Innovation of care processes (e.g. transmural care chains)
e Better use of information and computer technology

e |Innovation in medical and nursing education

Building primary care in a changing Europe.
European Observatory on Health Systems and Policies, WHO 2015



Governance

* refers to the vision and direction of health policy
* the role of primary care in the health care system

Deliberate explicit policy specifying:
ne division of roles between levels of care

t

the curative and preventive services provided at
the primary care level
t

ne coordination function in the health care
system and

* incentives for providers

Building primary care in a changing Europe.
European Observatory on Health Systems and Policies, WHO 2015
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A Culture of Caring

* an organizational culture that is explicitly
focused on honoring patients—their
autonomy, their values and their role in
achieving health outcomes.

* eschew medical paternalism in favor of
radical patient-centeredness—letting patients
define what matters most to them, and
focusing on that.



Patient empowerment

* anew role for patients, shared decision-making and
patient empowerment are ingredients to make care for
chronically ill people and prevention more effective

* patients should be integrated in health care systems by
using their potential for self-management.

* achallenge is to create higher satisfaction among patients.

e patients move from relatively passive recipients of care to
more active and well-informed care consumers



Out-patient care underfunded

6.3.1. Current health expenditure by function, 2012 (or nearest year)
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Note: Countries are ranked by inpatient care as a share of current health expenditure.
1. Refers to curative-rehabilitative care in inpatient and day care settings.
2. Includes home-care and ancillary services.
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Dramatic decline of outpatient care budget
2009-2014

2009|201 Change %

Total health 23,3 billions € 15,3 billions € -34%
expenditure

Per capita 2,148 € 1,417 € -34%
total health
expenditure

Health 6,6 billions 2,9 billions
expenditure

for outpatient

care

Per capita 611 269
expenditure

for outpatient

care

Source: National School of Public Health www.esdy.gr



Financial incentives

* new payment systems, including incentives for
integrated care and community orientation, should
help new policy aims to be realized

 facilitate primary care to take up an active role in
health promotion and prevention

 The employment status and mode of remuneration
may also influence the attractiveness of primary
care professions



Perspective

What Is Value in Health Care?

Mic hael E. Porter, Ph.D.

N Engl J Med 2010; 363:2477-2481 | December 23, 2010 | DOI: 10.1056/NEJMp 1011024

 Value = Health outcomes achieved

Val Health outcomes that matter to patients
ave = ——707—/7/7/—/—————————————————
Costs of delivering the outcomes

* What matters for the patients rnancialsuccessof g Palent

system participants success

* Unites the interests of all actors of the system

If value improves, patients, payers, providers, and suppliers can all
benefit/ improved sustainability of the system



The Value agenda

* asupply-driven health care system organized around what
physicians do -
a patient-centered system organized around what patients need

* volume and profitability of services provided (physician visits,
hospitalizations, procedures, and tests) 2

patient outcomes achieved
More care and more expensive care is not necessarily better care...
e Restructuring how health care delivery is organized, measured, and

reimbursed.

M. Porter, T. Lee. The Strategy That Will Fix Health Care. Harvard Business Review. Oct 2013
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Measuring value in health care

Patient Initial
Conditions

’
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Patient Satisfaction ™

with the Care Expenence

N

Michael Porter, 2007

Patient
Compliance

T

FProcesses

Indicators

= Protocols/
Guidelines

1t

Structure

= E.q., Staff certification,
facilities

- E.g., Hemoglobin

Alc levels of
patients with
diabetes




Access to primary care

providing access to services for all who need them, irrespective of
personal characteristics, socioeconomic status or health status-
EQUITY

The volume and types of services should be in good proportion
relative to the needs of the population- RESPONSIVE

The remoteness of services in terms of travel distance for patients
determines the geographic accessibility of primary care.

At practice level, resources should be organized in such a way as to
accommodate access (e.g. appointment system, after-hours care
arrangements, home visits).

Any financial barriers- co-payments and cost-sharing- determine
the affordability, and thus the financial accessibility of primary care

Out of hours = out of general practice, home visits- home bound
patients



Unlversal Health Coverage
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UHC improves how health care is financed and delivered —
so it is more accessible, more equitable and more effective.

NOBODY SHOULD GO BANKRUPT WHEN THEY GET SICK!

“UHC is one of the most powerful social equalizers among all policy options.”
Dr. Margaret Chan, WHO Director



5.1.1. Health insurance coverage for a core set of services,
2012 (or nearest year)

I Total public coverage
1 Primary private health coverage

Croatia

Czech REDUD”C
Denmark
Finland
Hungary
Ireland

ltaly

Latvia
Lithuania
Malta

Portugal
Romania
Slovenia
Sweden

United Kingdom
Austria

France

Spain

Germany
MNetherlands
Belgium
LU}(EFT]DDUI'Q
Slovak Republic
Estonia

Poland

Cyprus (2007)
Greece (2013)
Bulgaria (2011)

FYR of Macedaonia
Iceland
Montenegro
Norway

Serbla
Switzerland
Turkey

70 a0 an 100
Percentage of total population

Note: The coverage rate for Luxembourg is underestimated since the
number of European civil servants and their family's members is
unknown.

Source: OECD Health Statistics 2014, http://dx.doi.org/10.1787/health-data-en;
European Observatory Health Systems in Transition (HiT) Series for non-
ATCT ranintriee

Health insurance

coverage
universal

* long-term unemployed

* many self-employed
workers not able to pay their
contributions

.2.500.000
NOT covered




Unmet need

>> waiting time / too far to travel

6.1.1 Unmet need for a medical examination, selected reasons
by income quintile, European countries, 2009

Quintile 1 Quintile 5
Higher income Lower income
B Could not afford to Waiting time HEl Too far to travel

Austria
Belgium
Czech Republic
Denmark
B Estonia
Finland
France

] Hungary
il Iceland
Ireland
Italy
Luxembourg
Netherlands
= Norway
a Poland
1 Portugal
[ Slovak Republic
Slovenia
Spain
| Sweden

Switzerland
. 1 United Kingdom

%

Source: EU-SILC.
Stactink aw==w http//dx doiLorg/10.1787/888932525628



Navigation: “Tom-Tom of the care”

Searching for the appropriate level of care that
Is needed:

* Encouraging informal care/self-care, when
possible

* Providing care when needed

* Referring to medical specialist care when
hecessary



THE ECOLOGY OF MEDICAL CARE

REVISITED

—— 1000 persons

—— 800 report symptoms

327 consider seeking medical care

217 visit a physician’s office
(113 visit a primary care
physician’s office)

7

65 visit a complementary or
alternative medical care provider

21 visit a hospital outpatient clinic
14 receive home health care
__— 13 visit an emergency department
__— 8 are hospitalized
\ <1 is hospitalized in an academic

medical center

Green et al. Results of a Reanalysis of the Monthly Prevalence of lliness in the
Community and the Roles of Various Sources of Health Care. NEJM 2001



development of chains of care

* managed by evidence-based protocols and
guidelines

* Quality assurance through the development of
evidence-based clinical guidelines for GPs.

e Usually such guidelines have been produced by a
combination of stakeholders, including ministries
of health, a college or association of GPs and
medical specialists. Sometimes foreign guidelines
are used and adapted for the national situation
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Data infrastructure

The degree and quality of primary care data
availability shows:

* the potential capacity of a country to evaluate
and monitor the state of primary care

* identify improvement areas, and

* be accountable and transparent on system
performance



Measure Outcomes and Cost for Every Patient

If you cannot measure it...

...you cannot improve it... “In God we trust...

...all others must bring data.”

W. Edward Deming

Métpnon, Avadopd kot ZUyKpLon Twv ANOTEAEOUATWV =
BeAtiwon twv AntoteAeopatwy Kot EAdttwon Kootoug



Building an enabling

Information Technology Platform

e Xpnion tn¢ texvoloyiag nAnpodopiag (IT) e TPOMO OV VAL KLVNTOMOLEL TNV avadOpLnon tov
CUGCTAMOTOG APOXNG UTTNPECLWYV KOL TV LETPNON TWV ANMOTEAECHUATWV

*  Emkevipwvetal otoug acBeveig. To cuotnua akoAouBel Toug aoBeveic otic SLOPOPETIKEG
UTTNPEOLEC, SOMEC KL XpOVOUC EVOG TTARPOUG KUKAOU dpovTidag

*  Xpnotipomnolet kowvouU¢ Kwdikeg mAnpodoplwv. OL TAnpodopiec prnopouv va avalntnBboulv,
avtaAAaxBouv, eppnveutouV amo OAa Ta PEPN TOU CUCTAMATOG.

* Evowpatwvel kaBe eidoug mAnpodopia yia tov acBevn (ELKOVEG, EpyaoTnPLAKA AMOTEAECUATA,
TLOPATIOUTIEG KOl KOO A0 otolxeio mou BonBa otnv mpooAndn KLaG CUVOALKAG ELKOVAC YLO TOV
aoBevn).

* O watptkog pakeAog eival MPOOTIEAACLIUOG OE OTOLOV CUMUETEXEL 0T Ppovtida Tou aoBevouc.
. Evowpatwvel el8LIKA Eel8IKEVpEVA TPATUTIA YL KAOE voonua.

*  AweukoAUvel tnv e€aywyn dedopévwy. Ta dedopéva elval amapaitnta yla T LETPNON TWV
QIOTEAECUATWY UYELQC, TOU KOOTOUC TToU akoAouBel Tov acBeviy, Tov EAeyX0 TwV TApaAyOVIWY
Klvéuvou .

M. Porter, 2011



Avopac pe 2tedaviaia Nooo

NapdpsTpog fAponyolysvn TiEn Hpepounvia Twn Napapérpou Hyep. MéTpnong | "Opia Tdv
HAia
[———— '

Olikr) XoAnoTepoAn 145 11/6/2015 145 ma/dL

LDL XoAnorepdhin 70 11/6/2015 70 ma/dL

ZuaToAhikn ApTnpakn Micon 130 11/6/2015 130 mmHg

TpivAukepidia NnoTeiag 140 11/6/2015 140 ma/dL
AoBsvric uno aywyn . 11/6/2015 .
Acikrrnc KapBiaysiakot Kivauvou 2 11/6/2015 - 2
Tepaviaia Nooog v 11/6/2015 v
Ayyioko yke@aAKO sneigodio ==, 11/6/2015 t—
Tnuavrikol BaBpol oTEvon TOV KapQTIDV . 11/6/2015 -
MepipepiKn apTnpIakn vooog . 11/6/2015 -
Aighsinouoa X@AOTNTa . 11/6/2015 .
Ave(puopa KoWwaknc aopTnic e 11/6/2015 -
AwapATne Tunou 2 — 11/6/2015 =
AaBriTng Tunou 1 (o= dropa ave Tev 40 sTav) = 11/6/2015 —
ATOpO UE XpOVia VEQPKI VOO0 P onsipapatikn dinénon (GFR) <60 mL/min/1,73m2 = 11/6/2015 —
AoBevic pe Meveriég Auohmdaipieg - 11/6/2015 -

Auoavetia OTIC ZTATIVEC 11/6/2015 Epgavion yaoTpev

@A Appev
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European Heart Journal (2011) 32, 1769-1818 ESC/EAS GUIDELINES

EUROFEAN doi:10.1093/eurheartj/ehr158
SOCIETY OF
CARDIOLOGY

ESC/EAS Guidelines for the management
of dyslipidaemias

The Task Force for the management of dyslipidaemias of the
European Society of Cardiology (ESC) and the European
Atherosclerosis Society (EAS)

1. Very high risk
subjects with any of the following:

o Documented CVD by invasive or non-invasive testing (such as
coronary angiography, nuclear imaging, stress echocardiography,
carotid plague on ultrasound), previous myocardial infarction
(M), ACS, coronary revascularization [percutanecus coronary
intervention (PCI), coronary artery bypass graft (CABG)] and
other arterial revascularization procedures, ischaemic stroke,
PALD.

» Patients with type 2 diabetes, patients with type 1 diabetes with
target organ damage (such as microalbuminuria).

» Patients with moderate to severe CKD [glomerular filtration
rate (GFR) <60 mL/min/173 m?).

® A calculated 10 year risk SCORE = 10%.




Continuity of care

e Continuity of care consists of relationship continuity and
management continuity (Hill & Freeman, 2011)

* Relationship continuity implies that patients benefit from
having a long-term relationship with a primary care
provider that goes beyond specific episodes of iliness or
disease.

* personal or family continuity, where the continuity of care
between a single provider or a family is stressed

* The quality of the longitudinal relationship between
primary care providers and patients, in terms of
accommodation of patients’ needs and preferences, such
as communication and respect for patients, determine
relationship continuity.



Management continuity

* coordination and teamwork between
caregivers and across organizational
boundaries.

e an organized collection of each patient’s
medical information readily available to any
health care provider caring for the patient.
This can be reached through medical record-
keeping, clinical support and referral systems



List of patients

Continuity of primary care is facilitated in primary care by GPs having a list
of patients for whose medical care they are responsible, either personally
or as a group

For coordination is essential: Accountability and responsibility for a
defined practice population

patients visiting their usual primary care provider for their common
health problems rather than attending multiple primary care providers or
medical specialists

potentially a trade-off between choice and continuity

The average population size served by GPs in EU is 1687

Average list size in Turkey (3687), Malta (2500), the Netherlands (2322)
and the Slovakia (2163); and the smallest in Luxembourg (500), Belgium
(718), France (800), Italy (1094) and Norway (1219)



Coordination of primary care

Primary care physicians can have an important role in
coordinating the health care of their patients,
including:

e coordination within primary care
e coordination of input from medical specialists

* and coordination with public health to address
broader public health issues

* Lack of coordination of specialist care can lead to
unnecessary costs, duplication of services and higher
risk of medical errors.



Referral system- gatekeeping

One method of achieving coordinated care is for access to a specialist to be available
only by referral from the patient’s GP, the so-called “gatekeeper” function.
The role of providing first-contact care is more developed in countries with a
gatekeeping system

* 1. No gatekeeping system in place.
Patients have direct access to most physicians

(Austria, Belgium, Cyprus, Germany, Luxembourg, Switzerland, Turkey)

* 2. No formal gatekeeping system in place, but there are incentives.
Direct access to most physicians is possible if costs of the visit are paid privately
(Czech Republic, Denmark, Finland, France, Iceland, Ireland, Malta, Slovakia)

* 3. Partial gatekeeping system in place.
Patients need a referral for only a selection of physicians

(Hungary, Latvia, Poland, Sweden)

* 4. Full gatekeeping system in place.
A referral is normally required to access most specialist physicians

(Bulgaria, Estonia, Italy, Lithuania, Netherlands, Norway, Portugal, Romania,
Slovenia, Spain, United Kingdom).



Gatekeeping

" In Greece too many people get health
care they do not need,

while in the same time they do not get the
health care they need.

Gatekeeping is necessary to help people
get the care they need.

Ask those who are against gatekeeping,
how they gonna ensure that people will get
the care they need..."




A major role of primary care is to assure that specialty

care is more appropriate and, therefore, more effective

We know that:

1. Inappropriate referrals to specialists lead to greater frequency of
tests and more false positive results than appropriate referrals to
specialists.

2. Inappropriate referrals to specialists lead to poorer outcomes
than appropriate referrals.

3. The socially advantaged have higher rates of visits to specialists
than the socially disadvantaged.

4. The more the subspecialist training of primary care MDs, the
more the referrals.

Sources: Starfield et al, Health Aff 2005; W5:97-107. van Doorslaer et al, Health Econ 2004; 13:629-47. Starfield B,
Gervas J. Comprehensiveness v special interests: Family medicine should encourage its clinicians to subspecialize:
Negative. In: Kennealy T, Buetow S, ed. Ideological Debates in Family Medicine. Nova Publishing, 2007



What constitutes a high quality referral or transition?

Safe Planned and managed to prevent
harm to patients from medical or
administrative errors.

Effective Based on scientific knowledge, and
executed well to maximize their
benefit.

Timely Patients receive needed transitions

and consultative services without
unnecessary delays

Patient-centered Responsive to patient and family
needs and preferences.

Efficient Limited to necessary referrals, and
avoids duplication of services.

Equitable The availability and quality of
transitions and referrals should not
vary by the personal characteristics of
patients.

improving
~ chronic
Ed Wagner, Mac Coll Institute for Healthcare Innovation lliness care



Integration and coordination

 The lack of multidisciplinary collaboration and teamwork
is not only identified as a gap in health policy but also as a
weakness in the process of service delivery.

 The problem is not new, but it is becoming more urgent in
the light of growing complexity of care.

* Breaking down barriers between medical professions and
between levels of care could start in medical education and
be facilitated by specific incentives.

* Cooperation and coordination between primary and
secondary care might benefit from the creation of
multidisciplinary professional education programmes,
teamwork and multidisciplinary practices.



Zuvepyaoia- ALaoUvdeon- ZUVTOVLGUOG

Onadec Yyeiog

Coordination -- we do NOT know how to play as
a team

“We don't have a health care delivery system in this country. We
have an expensive plethora of uncoordinated, unlinked, micro
systems, each performing in ways that too often create sub-optimal
performance, both for the overall health care infrastructure and for
individual patients."” George Halvorson, from “Healthcare Reform Now”

- _



Awocuvdeon MDY pe E€sbikevpevn Opovrida

The ideal combination of primary and specialty care will vary by patients’
subgroup/ medical condition/ individual patients across time.

* Ajoint team, organized around meeting the needs of patients.
Shared goal of improving outcomes and efficiency for their common patient.

* Systematic efforts to share protocols, define handoffs, and build personal
relationships.

* Access to the same clinical information system, consistent outcomes data
routinely collected and shared.

* Bundled payment systems that reimburse primary care and specialty clinicians as
a group for a given patient increases the likelihood that they will collaborate.

Porter et al. Redesigning Primary Care: A Strategic Vision To Improve Value By Organizing
Around Patients' Needs . Health Affairs, 32, no.3 (2013):516-525



Yuvepyaola pe e6LKoUC N

EAAHNIKH NMNEYMONOAOTIKH ETAIPEIA

European COPD Coalition
Mrs. Catherine Hartmann
Secretary General

Rond-Paint Schuman, 68
1040 Brussels - Belgium

Ap. Npwr: 470

ABrva, 18 Maptiou 2016

4. Tehwa, n drayeipion twy Nveupovonabewy ano [evuoud latpoug otnv EMada, dev eival
povo emwodaine kat mbavwe emwkivbuvn yue tov acBevr, kaBwg de dwaBétouv tnv

kataMnAn exknaibevon kal epmelpia, alld elval pn oMOTEAECUATIKN QMO OLKOVOMLKNG
TMAEUPAC YLQ TO CUCTNHC, TNV KOWWVIR KaL TN ¥Wpa, n onoic SIEMETAL Ao OKOVOLKA Kal
avBpwmiotikn kplon. H dwayeiplon amd pn KATOPTIOUEVOUC Kl MU EKTOLOEUHMEVOUC
NaBoAoyouc, pnopei va anoteAéoel eAAuth ) unep foAwr) diayvwaon, eAAutn | uepPoAwn
Bepaneia kol olyoupa va obnynoel oe alolwon Twv CUUMTWHATWY Kol TNC TOLOTNTAG
{wng, auvgnon Ttou aplBpou nuepwv eMayyeEARATIKNC amouciag, ubnAoTepeg TLUEG
EMUTAOKWYVY KL EL0QYWYWYV OE VOOOKOMELR, eE0bwv Kal BvnoyotnTac.



The Mrs Smith test...

Many people with mental, physical and/or
medical conditions are at risk of long hospital
stays and/or commitment to long-term care in a
nursing home.

Mrs Smith is a fictitious women in her 80s with a
range of long-term health and social care
problems for which she needs care and support.

Mrs Smith encounters daily difficulties and
frustrations in navigating the health and social
care system.

Problems include her many separate
assessments, having to repeat her story to many
people, delays in care due to the poor
transmission of information, and bewilderment at
the sheer complexity of the system.

TheKingsFund)  csinatcnanes nuffieldtrust

evidence for better health care



From a fragmented set of health and
social care services ...

TheKingsFund)  legsmatcnanee nuffieldirust

evidence for better health care



... to a co-ordinated service that
meets her needs

TheKingsFund)  lessitcnanee nuffieldirust

evidence for better health care



>TPpEPAWOELC ...

H npooBacn otov Latpo tng MDY moAAEg popeg dev eival dwpeav (novo 200
Swpeav eMLOKEYPELC TO pAvVA)

0 cupBeBANUEVOC LaTPOC pe Tov EONYY amolnulwvetal Katd paén yo va
avilypadel kaBes punva tnv idta cuvtayn...

O Latpoc Ba anolnuiwbel pe akplPwc tov Lo tpomo eite €xel 200/ 200
puBulopevouc dtapntikoug aoBevelg, eite 200/200 appLOULOTOUG...

O aoBevnic amodaoilel o idlog moLov €LOLKO MPETEL vaL ETILOKEDTEL yLaL TO
POPANUa vyeiag tou, pe tov EONYY va mAnNpwVeL TIG ETILAOYEC TOU, TTOU TIOAAEG
dopec eival AavBaopEvec...

AcBeveic rou xpeltalovtal e€slbikevpevn ppovtida aviipetwnilouvv epnodla otnv
npooBaon (avapovn, out of pocket)- meploxeg NG xwpag xwpic Kavevay
ocupPBePANUEVO ELOLKO

Ta epnodia otnv pocfacn otnv NAOY, aAAd kal oTnv eEELOIKEVUEVN
s&wvocomuaakn dpovtidba odnyolv oto cbouvousvo NG avtiotpodng
UTTOKATAOTAONG- EMLBAPUVON TWV VOCOKOUELWV



Apecec OLOPOWTLKEC KIVNOELC TPOC apon oTPEPAWOEWV

AcBsevrg pe mapansuntko ano Ol
~, cupperoxn 5€ otov Wwtn wtpd sdwotntag (IE)
e nov Swatnpet ocvpPaon pe tov EONYY
(emutAéov ouppstoxn 10 € ané EONYY).
dit oto % napamnounwv anod Ol.

MNpocPaocn otov
OwoysveLaKO
MNnatpo (Ol)
e punSevixry
OUMLLETOXN

[

EA=hBepn npooPaon o IE

NEAY pe undsvikr) cuppstoxn

Yt oAoug.

A‘)En HEVOG XPOVOG QVALHLOVIG
nouoia maparopng anoé Ol

Mn&evikr) cuppETOX HOVO
TOL TIPOYULOTIKG ETIELYOVTO TIEPLOTATIKA. 1)
pe mapanspntkd ano Ol n IE.
Ynohoutot 20€ cuppstoxn



Determinants of health and

health expenditure mismatch

Determinants EXxpenditures

Access to Care
10%

Access to Care
38%

Healthy Behavior
50%

Healthy Behavior
4%
Other
8%

US health care costs are widely out of
alignment with the actual determinants of
health.

50% of health status is determined by
diet, exercise, smoking, stress and safety
or lifestyle choices and available options
and only 10% by access to health care.

Yet 88% of Americans’ health dollars are
spent on access to care and treatment
and only 4% on lifestyle option and
choices.

This mismatch results in higher and higher
costs for less and less health benefit.

New England Healthcare Institute, 2005



THE HEALTH ISSUE

is the key for the success of
Value Based Care.

Providers must focus on improving
individual and population health,
reducing the number of avoidable
emergency room visits, hospitalizations
and readmissions and significantly

It's All About Prevention. improving the patients outcomes at an

The first step toward containing
healthcare costs is to avoid getting

sick. Here's what i takes earlier point across their patient
population.




#1 in overweight children

2.2.1. Overweight (including obesity) among children, 2010 (or latest year)
Mesured (children at various ages) Seli-reported (children at age 15)

Bl Boys Girls B Boys Girls

Greece
Italy
NewZealand
Slovenia
United States
Mexico
Hungary
Portugal
Chile
spain
Ganada
Korea
Israel
Finland
Ghina
0ECD
Japan
Luxembourg
United Kingdom
Australia
Ireland
India
Izeland
Germany
Switzerland
Austria
Russian Federation
Metherlands
BeIPIum
Poland
Denmark
Sweden
Estonia
Gzech Rep.
France
Slovak Rep.
Brazil
Norway
Turkey
South Africa
Indonesia

A
MWH‘

50 40 a0 20 20 30 40
% of children % of 15-year-olds

—
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o
=
—
o

Note: Measured data for United Kingdom refer to England.
Source: International Association for the Study of Obesity, 2013; Bés et al. (2004) for Luxembourg; and KNHANES for Korea (measured data). Currie et al.
(2012) (self-repeorted data).

Statiink Zm=rs hitp://dx.dolorg/10.1787/8388932916477



2.1.1. Daily smoking rates among adults, 2012 and change 2002-12 (or nearest years)

2012 (or nearest year)

17.0
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20.5
20.5

21.8

21.9
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| 31.0
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% of population aged 15 years and over
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Sweden
Denmark
Finland
Luxembourg
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United Kingdom
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Slovak Republic
Slovenia
Belgium
Romania
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Germany
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EU28
Czech Republic
Austria
Poland
Spain
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France
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Estonia
Hungary
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Iceland
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Serbia
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Decline 2002-12 (or nearest year)

-60

-25
-39
-27
-35
-33
=27
-12
-15
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-10
-8
12 7777777
-5
-14
-25
-7
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-12
-35
-45
-23
-26
L 1
-40 -20 0

% change over the period

Source: OECD Health Statistics 2014, htip://dx.doi.org/10.1787/health-data-en completed with Eurostat Database (EHIS) and WHO Europe Health for All

Database.



Poor performance in cancer screening

4.7.1. Mammography screening in women aged 50-69,

4.8.1. Colorectal cancer screening in people aged 50-74, 2002 to 2012 (or nearest year)

2008 (or nearest year)
1 2002 Bl 2012
German
g o2 Finland! "
1
Gzech Republic Denmam:2 616
Austria 800
1
France r\letherlémds2 801
Spain 771
1
Slovak Republic United H:Ingrmm2 765
Portugal 736
Latvia Belgium? 72.7
B Ireland’ P
8 TR
EU1d 777777272271 12.1 Luxesr?;%%i 719
B 69.8
Cyprus? 504
Bulgaria ;
EU25 & LAIS SIS 227 51.7
1
Belgium Po:;ilgz
Germany’
rungary Franci‘
Czech Republic!
by Estonia’
Greece?
Greece A— e
Latvia®
paln Malta?
Poland Bulgaria®
Slovak Republic!
2
Malta Romania
Morway!
Romania e
Switzerland®
Turkey!
Turkey 0 25 50 75 100
: L Women screened (%)
’ 20 10 60 1. Programme.
% of people screened 9. Survey.

Source: OECD Health Statistics 2014, http ://dx.doi.org/10.1787/health-data-en

Note: Data based on surveys in all countries. ] =V !
completed with Eurostat Statistics Database for non-OECD countries.

Source: Eurostat Statistics Database (based on EHIS).



Health impact of chronic diseases

Projected main causes Projected main causes
of death, worldwide, of global burden of disease
all ages, 2005 (DALYs), worldwide,all ages, 2005

Communicable diseases, .
maternal and perinatal Communicable diseases, Cardiovascular

conditions, and nutritional matemal and perinatal diseases
deficiencies Cardiovascular conditions, and nufritional 10%
30% diseases deficiencies Cancer
30% 3% 5%
Chronic
respiratory
diseases
4%
Diabetes
1%
Injuries
9%
Cancer
13%
Other chronic diseases Other
9% . . L chronic diseases
Diabetes Chronic Injuries 28, 3
20, respiratory 13%

diseases
7%

@ World Health
Preventing Chronic diseases. A vital investment. WHO 2005 {7 Organization



Number of chronic disorders by age-group

100

[ odisorders
90+ [ 1disorder
1 2 disorders
80 - [ 3 disorders
= 4 disorders
5 disorders
[ 6 disorders
B 7 disorders
Bl =8 disorders
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Age group (years)

Barnett K et al. Lancet 2012



Prevalence of multimorbidity

by age and socioeconomic status

On socioeconomic status scale, 1=most affluent and 10=most deprived.

90— Socioeconomic

80

70
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Patients with multimorbididty (%)
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Age group (years)
Barnett K et al. Lancet 2012



Xpovia Noonpato & Qtwyela

From poverty to
chronic diseases o (Dal'JAOC K(JKKOC

Material deprivation
and psychosocial stress

* OLdtwyol eival tepLocOTEPO
Constrained choices gVaAwTol

and higher levels of
risk behaviour

* Auénuévo kivouvo £€kBeonc

Increased risk of disease , ,
O€ TIAPAYOVTEC KlvOUVOU

Disease onset

Reduced access to care * EAattw IléVl'] T(péﬁ BaU N O€

UTTNPECLEC UYELOC
Reduced opportunity to
prevent complications

7@\ World Health
# Organization

Preventing Chronic diseases. A vital investment. WHO 2005



H napepPaon npemeL va Eekva amo tTnv

gvbountpla (wn

A life course approach to chronic diseases

Fetal - Infancy . Adolescence . Adult life
life

and chilhood

Development of chronic diseases
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Heart disease
Stroke
Cancer

Unhealthy diet
Physical inactivity
Tobacco use

Raised blood pressure
Raised blood glucose

Globalization Abnormal blood lipids
Overweight/obesity Chronic respiratory

diseases

Urbanization
Population ageing

Age Diabetes
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¥ Organization Preventing Chronic diseases. A vital investment. WHO 2005



Chronic Diseases can be

prevented and controlled

Heart disease death rates among men
aged 30 years and over, 1950-2002
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Preventing Chronic diseases. A vital investment. WHO 2005 {t# Organization



Chronic Diseases

major public health issues that contribute the most to the global NCD burden

the chronic disease epidemics take decades to become fully established — they
have their origins at young ages

share behavioural risk factors: tobacco use, unhealthy diet and physical inactivity
given their long duration, there are many opportunities for prevention

they require a long-term and systematic approach to treatment

Evidence-based interventions are available

240 % of people with chronic conditions have 2 1 such condition argues strongly
for more sophisticated mechanisms to communicate and coordinate care

People with NCDs or at risk of developing NCDs require:

long-term care that is proactive, patient centred, community based and
sustainable.

Such care can be delivered equitably only through health systems based on PHC.



Reduce the burden of infectious diseases
and prevent premature deaths




The Economic Value of Vaccination:

Why Prevention is Wealth

a substantial preventive measure that improves health and allows
individuals to contribute to economic growth by better physical, cognitive,
and educational performance

significant savings by avoiding the health costs associated with treating
diseases

reducing societal burden through the prevention of indirect costs of
disease, such as absenteeism from work, productivity losses, and working
days lost for parents and caregivers.

confer indirect protection through a herd effect to unvaccinated
individuals and groups. Vaccination of a fraction of a population reduces
the number of those susceptible to infection within the population. This
benefit is increasingly important given today’s globalisation and nomadic
cross-border population movements



Estimated human and economic burden in

Europe of some new preventable diseases

Annual burden before vaccine introduction Cost per case
Rotavirus gastroenteritis In Europe in children <5 years (3) Societal perspective (including direct medical, direct

- 3.6 million episodes non-medical, and indirect costs) in 2004-2005 in

- 87,000 hospital admissions Belgium, France, Germany, Italy, Spain, Sweden, and
- 700,000 GP consultations UK (5)

- 231 deaths - From €166 to €473 in the primary care setting

- From €334 to €770 in the emergency department
setting

- From €1,525 to €2,101 in the hospital setting
- Mean number of work days lost by parents:

2.3-7.5 days
Meningitis C In the UK: 955 cases in 1998 (7) In the UK: £8,413 per case (8)
Invasive pneumococcal In the UK: In the UK:
diseases (meningitis and - More than 5,000 cases of IPD are diagnosed Meningitis: 2,274 £ per case (11)
pneumonia) each year in England in all age groups (12)  Post-meningitis sequelae: £3,335/year
- From July 2005 to June 2006, 797 cases of
invasive pneumococcal disease in children
<5 years (10)
Extemnal genital warts In Europe: 600,000 new cases (14) In France: €483 per case (payer perspective)
HPV-related cancers In Europe: (48) In the UK:
- Between 267,000 and 510,000 cervical From £12,700 (penile cancer) to £16,400 (cervical
precancerous lesions cancer) per case (payer perspective) (13)

35,000 cervical cancers

6,400 anal cancers

- 3,400 vulvar and vaginal cancers
- 1,300 penile cancers

11,000 head and neck cancers

Journal of Market Access & Health Policy 2015, 3: 29204 - http://dx.doi.org/10.3402/jmahp.v3.29204



Health effects translate into positive economic outcomes

for healthcare systems and to society as a whole

the most cost-effective public health intervention
after clean water
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Centers for Disease Control and Prevennon (CDC) - immunizanons and Respiratory Disease Facisheet. Retrieved from hetpy/fwww.cde gov/fmo/topic/budgeti20imformation/facisheets/IRD_Factsheer.pot



Portuguese experience

capitation formulas, performance links &
payment modalities

Alexandre Lourenco
9th October 2014
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National Audit Office, 2010

Contracting environment, process and interactions

General
Principles

.....
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Health Care Professional Remuneration

Warranty of minimum earnings

Minimum number of adjusted patients

HEFOHW
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Health Care Professional Remuneration

Capitation

.....
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Demographic Characteristics
Age

Gender

Clinical profile

Diagnostics <
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Demographic Characteristics

67 years old Individual risk

Man

Clinical profile

Diabetes type 2

| Hi{gh blood pressure*
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Health Care Professional Remuneration

Minimum number of adjusted patients
1550 patients* or 1917 adjusted

. atients
Capitation P

* It is in discussion a minimum number of 1900 patients or 2350
adjusted patients.

Increased number of adjusted patients
equivalent to increased earnings

Age Adjusted patient

0-6 1,5
65-74 2,0
>74 2,5

NEFoHW

alexandre.lourenco®icloud.com
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Health Care Professional Remuneration

Only for MD - Home care

€/per visit
Maximum of 20 visits/month

Fee for service

HEFOHW
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Health Care Professional Remuneration

P4P to the all unit
Set of 22 contracted indicators select from a
national set of more than 100 indicators

Number Level Type Wheitgh
2 National Access 7,5%
7 National Clinical Performance 26,0%
2 National Efficiency 24,0%
1 National Perceived quality 5,0%
4 Regional Any 15,0%
2 Sector Any 7,5%
2 Local Any 15,0%

Targets defined by national heath objectives, good practices,
resources available and historical data

NEFoHW
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National set of indicators select for the period

2014-2016

Utilization rate of medical consultations in the last 3 years

Rate nursing home visits per 1,000 patients

Proportion of pregnant women with adequate follow-up

Proportion of women in reproductive age with appropriate monitoring in family planning

Proportion of Infants within the first year of life with adequate follow-up

Proportion of seniors without prescription anxiolytics, sedatives and hypnotics

Proportion of patients with more than 13 years old characterized with smoking habits in the last three years

Proportion of hypertensive patients older than 65 years old with controlled blood pressure

Proportion of controlled diabetics

Proportion of patients satisfied

Pharmaceuticals expediture per user

Ancillary exams expenditure per user

alexandre.lourenco®icloud.com
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Health Care Professional Remuneration

Supplement Coordination

Supplement Training (interns)

Other components

HEFOHW
alexandre.lourenco®icloud.com
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Health Care Professional Remuneration

Activities outside the basket of services:

e.g. Smoke cessation

Other activities

HEFOHW
alexandre.lourenco®icloud.com
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From Non-System
to System

Swenson, Stephen MD, et al. Cottage Industry to Postindustrial Care —
The Revolution in Healthcare Delivery. NEJM, January 20, 2010




“Knowing is not enough; we must apply.

Willing is not enough; we must do”.
-- Goethe



