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Odd couple?
Not really
Payers and providers march in lockstep 
to improve patient care and lower costs
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Payers and providers are collaborating in 

new ways to meet the so-called Triple Aim – im-

proved health outcomes, lower medical costs 

and increased patient satisfaction. For example, 

in January, Cigna expanded its collaborative ac-

countable care program with 10 new initiatives 

with physician groups in nine states. That same 

month, Aetna and Texas Health Resources an-

nounced an accountable care agreement in the 

Dallas-Fort Worth Metroplex.

Here’s the rationale: Providers tend to have 

episodic data on their patients. They know what 

happened to a patient when he or she came in for 

an office visit, for a hospital stay, or for some kind 

of post-hospital rehabilitation.

But payers have a longer-range view of that per-

son. They know about most – or all – of the patient’s 

office visits, whether they are with primary care phy-

sicians or specialists. They know about medications, 

prescription refill habits, mental health issues, hos-

pital admissions, home medical equipment, etc. If 

they can harness all that data and put it in the hands 

of someone who can actively work with patients to 

help them stay healthy, that’s a winning formula. 

In many cases, insurers are forming ventures with 

providers, such as accountable care organizations, 

to provide cost-effective, high-quality care to a 

given population. In other cases, 

payers are outright acquiring 

providers. Conversely, hospitals 

and IDNs are starting or beefing 

up their own insurance arms.

“By teaming up with payers 

we can take a more comprehen-

sive view of a patient’s health-

care,” says Karim Kaissi, corpo-

rate director of ACO operations, 

Texas Health Resources, Arlington, Texas. “Payers 

have a tremendous amount of data about patients’ 

health. By setting up an [accountable care orga-

nization], where providers and payers can share 

data, we can identity patients who are at higher 

risk in the future and send that data to physicians. 

The physicians can then better manage care and 

provide early intervention where appropriate to 

keep patients healthy and provide appropriate 

treatment at an earlier point. It is also an oppor-

tunity to align with the payers (and employers) to-

ward shared goals of improved quality outcomes, 

better patient experience, and reduced cost.”

Healthcare reform
“What we’re seeing is the general trend of con-

solidation along all areas of the continuum of 

healthcare,” says Steven Berkowitz, MD, manag-

ing director, Navigant Healthcare. “We’re seeing 

hospitals continue to acquire physician practices, 

and insurance companies are doing the same.

“We might have seen a slight slowdown last 

year, when there were uncertainties” about the 

constitutionality of healthcare reform, he says. 

“Now that we’re past that point and we’ve had 

the re-election, we’ll see a lot more effort directed 

to implementation of healthcare reform.”

Everybody’s talking about improving health 

outcomes, keeping people healthy and out of 

hospitals, lowering costs and expanding access to 

care. It is a tall order, and doctors and providers are 

concluding they need insurers to help them fulfill 

it. Insurers, meanwhile, don’t need convincing.
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customer models

Consolidation brings with it profound changes 

for providers.

“One of the things that physicians will now 

have to deal with is going from simply delivering 

healthcare, to being part of an organization that 

is financing, managing and delivering health-

care,” says Berkowitz. “It’s a real shift. The same is 

true for the hospitals. 

“Historically, hospitals have delivered care and 

done a very good job doing it. But now, as they 

partner with insurance vehicles and with physi-

cian groups, the entire enterprise – the whole 

system – will move into financing, managing and 

delivering care. Some healthcare systems have 

formed insurance companies, others are partner-

ing with insurers. That’s an industrywide trend. 

But there are unique solutions in all markets, so 

there’s no one way to do it.”

Medical groups need to carefully assess their 

own needs and those of their community to see 

which option will work best for them, says Berkow-

itz. They need to consider the financial relationship 

they will have with the payer, as well as its organi-

zational culture. So, medical group A might want 

to join forces with an insurance company, while 

group B might want to join the local hospital sys-

tem, and group C might want to buy a hospital.  

“To me, the really interesting thing is, this opens up 

the whole industry to innovative solutions.”

Regardless of how the relationship between 

provider and payer is structured, however, the 

medical group can expect its performance to be 

scrutinized by its new owner as well as the pub-

lic at large, as outcomes data becomes publicly 

available, he says.

Cigna and ‘collaborative 
accountable care’
Health insurer Cigna is no stranger to healthcare 

provision, having operated its Cigna Medical 

Group in Arizona since 1982, 

when Connecticut General (CG) 

merged with INA to form Cigna. 

The Bloomfield, Conn.-based 

company recently expanded its 

“collaborative accountable care” 

program through 10 new ini-

tiatives with physician groups 

in nine states, including the 

company’s first collaborative 

accountable care organization, or CAC, in Florida, 

Indiana, Louisiana and South Carolina. With the 

addition of these initiatives, Cigna now has 52 such 

programs in 22 states covering nearly 510,000 cus-

tomers. It intends to have 100 initiatives for 1 mil-

lion customers in place by the end of 2014. 

Collaborative accountable care is Cigna’s ap-

proach to accomplishing the same population 

health goals as accountable care organizations, 

or ACOs, according to the company. Its emphasis 

is on managing the health of high-risk individuals, 

including people with chronic health conditions, 

such as diabetes or heart disease. The programs 

are designed to help close gaps in care, such as 

Collaborative accountable care is 
Cigna’s approach to accomplishing 
the same population health goals 
as accountable care organizations, 
or ACOs, according to the company.

PAYERS AND PROVIDERS
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missed health screenings or prescription refills, 

and to reduce unnecessary use of hospital emer-

gency rooms, increase the number of preventive 

health visits and improve follow-up care for peo-

ple transitioning from the hospital to home.

“The program is based on the concept of 

‘aligned patients,’” says Mark Slitt, Cigna spokes-

man. “These are individuals who are enrolled in a 

Cigna health plan and get their medical care from 

the physician practice that participates in a CAC 

with Cigna.  

“We share patient-specific and practice-spe-

cific data with the physician practice,” he contin-

ues. “There’s a care coordinator, usually a nurse,  

employed by the practice, who uses that informa-

tion to outreach to patients and coordinate care, 

follow up with people who may have missed an 

important test or screening, didn’t refill a pre-

scription, or who may be at risk for readmission 

after being discharged from the hospital. 

“Care coordinators also work closely with Cigna 

case managers and refer patients to Cigna’s pro-

grams for chronic condition  management or for 

help with stress management, weight loss, and 

quitting tobacco. It’s a much more collaborative re-

lationship than a traditional one, and the practices 

are rewarded through higher payments if they 

meet targets for quality and cost improvements.”

PAYERS AND PROVIDERS

Texas Health Resources
The accountable care agreement between Aetna and Texas Health Resources, which includes 25 acute-
care and short-stay hospitals, features a payment model that will reward physicians for meeting quality, 
efficiency and patient satisfaction measures, including:

•  The percentage of 
Aetna members who 
get recommended 
preventive care and 
screenings.

•  Better management 
of patients with 
chronic conditions, 
such as diabetes.

•  Reductions in 
avoidable hospital 
readmissions.

•  Reductions in 
emergency room 
visits by improving 
primary care  
access hours.

It’s not the first time that Texas Health Resourc-

es has entered into a collaborative relationship 

with a payer, says Kaissi.

“The ACO models in which we participate 

encompass both inpatient and outpatient care 

for their populations, which are defined by the 

payer,” he says. “In the Pioneer PLUS ACO with 

North Texas Specialty Physicians, we provide 

both inpatient and outpatient care for Medi-

care patients. For the [Blue Cross Blue Shield] 

Texas and Aetna ACOs, we provide inpatient 

and outpatient care for the payers’ insured 

populations. The idea is to work together to 

manage a population across the continuum of 

care, as opposed to a focus on one episode of 

care, with the intent to improve and maintain 

long-term health and well-being.

“A good example is treatment for diabetes, 

an important underlying health factor for many 

patients,” he says. “When a patient is discharged 

from the hospital, whether or not the acute care 

episode involved diabetes, knowing through 

health records that the patient has diabetes will 

help the care team in its post-acute care.”
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Independent Health
Last fall, Independent Health, Buffalo, N.Y., and 168 

primary care doctors rolled out a new program, 

The Primary Connection, which they hope will 

change the way basic medical care is provided to 

more than 80,000 patients in the region. The Pri-

mary Connection was developed to build off the 

previous success of Independent Health’s Patient-

Centered Medical Home pilot program and to de-

sign a more idealized healthcare delivery system, 

according to the payer.

Together, Independent Health 

and the doctors hope to improve 

communication among special-

ists and hospitals; use nurses to 

help coordinate services; share 

nutritionists, social workers and 

other personnel; measure the 

cost and outcomes of care; base 

some pay on meeting quality tar-

gets; and reimburse primary care 

doctors for work that often goes 

uncompensated, such as responding to calls and e-

mails. Doctors’ practices must be certified as a medical 

home by the National Committee for Quality Assur-

ance, and they must have an electronic medical re-

cord system. Independent Health is making plans to 

sell a health insurance plan linked to the new group.

“The entire delivery system is undergoing very 

dramatic change, at a pace we’ve never seen before, 

in just about every community,” says Thomas Foels, 

M.D., chief medical officer of Independent Health. 

“Where it hasn’t started, it will soon.” Physicians, 

hospitals and payers are all being asked to deliver 

higher quality, greater affordability and new service 

attributes for a defined population. “No one of these 

entities can do that by themselves.”

Although health plans can’t provide clinical 

care, they can bring other competencies, such 

as case management, disease management and 

utilization management, says Foels. They have a 

historical perspective on patients, and they have 

the ability to monitor people who aren’t receiving 

medical services at the moment. 

Primary care practices – even those designated 

as medical homes – cannot carry the full weight 

of improving the quality of care while reducing 

costs. They need to collaborate 

with specialists and hospitals, as 

well as payers. The Independent 

Health program is intended to 

encourage that collaboration 

through what Foels calls an “up-

side shared savings opportunity.” 

Collaborating with specialists 

to eliminate avoidable hospital 

stays or diagnostic procedures 

isn’t quick or easy, he says. “In the 

old world, there was no recogni-

tion of the time and effort spent on those activities,” 

he says. “Now, in a shared service model, that saved 

expense can come back to [the physician].”

In many ways, the Independent Health pro-

gram is designed to eliminate – or at least re-

duce – fee-for-service, says Foels. “It is an anchor 

around everyone’s neck.” The program does re-

tain some fee-for-service aspects, particularly for 

those activities – such as preventive services – it 

wants to encourage. But much of the physicians’ 

compensation comes from risk-adjusted monthly 

payments, somewhat like a budget. “If they want 

to provide visit-based care, they can,” he says. “But 

if certain segments of their [patient population] 

can benefit from telephonic care, that’s great.”

PAYERS AND PROVIDERS

In many ways, 
the Independent 
Health program 

is designed to 
eliminate – or at 

least reduce – 
fee-for-service, 

says Foels. 
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As a facilitator, the health plan can design re-

imbursement plans, assist physician groups with 

hospital-alternative programs, provide hospital-

ists for inpatient stays, and provide data to physi-

cians to help them identify opportunities to de-

liver lower-cost, higher-quality care, says Foels. 

And the health plan can wrap insurance products 

around high-performing networks. 

The time is right for creative, collaborative pro-

grams, he says. “The affordability crisis is very ap-

parent and acute. Maybe five years ago, physi-

cians and even hospitals could be dismissive of it; 

I don’t think health plans ever were. Today, there’s 

a greater realization on the community and federal 

level – brought about by the recession, which was a 

big wakeup call – that we compete as a nation in a 

world economy, and one thing weighing down [U.S. 

companies] is a healthcare system that provides 

moderate quality for an extraordinarily high price.”

Challenges
Making new relationships between providers and 

payers deliver on the Triple Aim requires foresight 

and hard work.

Financing, managing and delivering health-

care are three separate areas of expertise, says 

Berkowitz. “The most important thing is to truly 

work as a system and to use all [participants’]  

expertise in the right way.” In those instances 

where providers and insurers have tried but failed 

to create integrated systems that coordinate care 

along the entire continuum, the failure often 

stems from the execution, not the concept itself. 

The proof lies in the success of such organizations 

as Kaiser Permanente, he says. “They’ve been suc-

cessful for many, many years. It’s all in the ability 

to execute given a very complex set of situations.

“Insurance companies and medical groups 

working together can do a better job of manag-

ing cost and improving outcomes than either 

of the two working singularly in the system,” he 

says. “It’s a function of all parties 

working together, as opposed 

to each party for themselves.”

Suppliers should understand 

that the emphasis among provid-

ers for the next few years will be 

cost control, he continues. Pro-

viders have to reduce costs, yet 

at the same time demonstrate 

value in a competitive, transparent environment.

“The big winner is the patient,” says Berkowitz. 

“In the past, the patient didn’t know a hospital’s 

infection rate. They assumed it was good. Now 

our data is public, and consumers are making a 

choice based on their definition of value. Trans-

parency will incentivize organizations to do the 

right thing for the patient.”

But some question whether the patient will in fact 

be able and willing to step up and take advantage of 

this new reality. Says Kaissi, “The major challenge is 

engaging patients in taking personal responsibility 

for their own health, be it changing habits or com-

plying with medical advice. This is the least control-

lable factor from a provider perspective.” JHC

PAYERS AND PROVIDERS

“ The most important thing is to 
truly work as a system and to use 
all [participants’] expertise in the 
right way.”

– Steven Berkowitz, MD, managing director, Navigant Healthcare
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ANAE to Host Supply Chain Leader Panel at 
AHRMM Conference in July
The Association of National Account Executives 
(ANAE) will host a 90-minute panel on July 29, 
2013 in San Diego, California at 10:00 am in the 
Aqua 308 room at the Hilton San Diego Bayfront 
hotel. This event will give ANAE members and 
non-members the opportunity to hear from three 
supply chain leaders as they discuss the challeng-
es of managing supply chain in an era of reform.
 
Topics to be discussed include:

• GPO Contracting
• Self-Contracting
• Regional Aggregation
• Distribution Strategy (Self vs. Prime Vendor)
•  Contracting for better outcomes,  

not just lower costs
• Characteristics of best in class suppliers

 
Panelists: 
- Cecile Hozouri
Senior Director, Supply Chain Management
Scripps Health (San Diego, CA)
- Ken Haworth, CMRP
Director, System Supply Chain
Sharp Healthcare (San Diego, CA)
- Brent Petty, CMRP
System Vice President, Supply Chain
Wellmont Health System (Kingsport, TN)
 
For more information and to register, visit  www.
nationalaccountexecutives.com/members/
events/anae-supply-chain-leaders-panel

Lewistown Hospital signs merger agreement 
with Geisinger Health
Lewistown Hospital (Lewistown, PA) reached a 
final merger agreement with Geisinger Health 

System (Danville, PA) following months of nego-
tiations. The agreement guarantees that Geising-
er will keep Lewistown Hospital open, keep the 
school of nursing open, provide employee and 
physician security, accept popular insurance, and 
develop capital gain. Geisinger Health System’s 
board and Lewistown Hospital Corporate Mem-
bers will vote on the merger, which will then be 
submitted to the Attorney General and FTC. The 
companies plan to finalize the merger on Septem-
ber 30, 2013.

Four major IDNs form Data Alliance 
Collaborative with IBM, Premier
Premier Inc (Charlotte, NC) announced that four 
major IDNs and IBM Corp (Armonk, NY) have 
joined in a new Premier data analytics venture 
called the Premier Data Alliance Collaborative 
(Charlotte, NC). Carolinas HealthCare System 
(Charlotte, NC), Catholic Health Partners (Cincin-
nati, OH), Fairview Health Services (Minneapolis, 
MN), and Texas Health Resources (Arlington, TX) 
each already have in operation their own data 
warehouses based on IBM’s data model and tech-
nology, set up with consultation from Premier. 
They will initially deploy analytics on their own 
data sets, seeking to target medication noncom-
pliance and preventable hospital readmissions 
in order to reduce costs and improve quality of 
care. Later the IDNs will collaborate with each 
other and Premier experts on benchmarking us-
ing larger, shared and normalized data sets. The 
IDNs have EHR systems from Cerner Corp (Kan-
sas City, MO) and Epic Systems Corp (Verona, 
WI), and ambulatory EHRs from Allscripts Health-
care Solutions (Libertyville, IL), athenahealth 
Inc (Waltham, MA), eClinical Works (Westbor-
ough, MA), and NextGen Healthcare Information  
Systems (Horsham, PA).

http://www.uslifeline.com
www.nationalaccountexecutives.com/members/events/anae-supply-chain-leaders-panel
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By Robert T. yokl

VAluE ANAlYSIS

It doesn’t seem to enter into 

value analysis team leaders’ 

mindset that for a VA team to 

reach its full potential, its ac-

tivities need to be measured, 

managed and controlled.  

As author Douglas 

W. Hubbard sug-

gests, measurement 

shouldn’t be taken 

lightly, “If a measure-

ment matters at all, 

it is because it must 

have some conceiv-

able effect on decision and 

behavior. If we can’t identify a 

decision that could be affected 

by a propose measurement 

and how it could change those 

decisions, then the measure-

ment simply has no value.” 

Peak Performance
Ignoring measurement is holding back most VA program’s success

Value analysis programs’ organizational structures range 

from very informal to highly organized, which can and will affect 

their performance. Yet, one success factor that is missing from even 

the most mature value analysis programs, we find, is measurement.  

If you try to use a paper-based 
system or even spreadsheets 
to collect and report on this 
information, this data will 
become unmanageable  
and eventually unusable.
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VAluE ANAlYSIS

These are the top five measurements that we 

advise our clients’ value analysis teams to de-

velop, measure, monitor and control. We have 

found that it is best to have an electronic dash-

board to collect and then display all of your 

VA reports, measurements, and project activi-

ties for easy access and review. If you try to use 

a paper-based system or even spreadsheets  

to collect and report on this information, this 

data will become unmanageable and eventu-

ally unusable. So if you think your value analy-

sis program needs a shot in the arm to reach its 

peak performance, measuring your value anal-

ysis team’s performance is the first place you 

should start to reinvent what you have been 

doing for years. JHC

Following this line of thinking, in our value analysis training/coaching/facilitation practice we have 
found the following measurements to be central to making decisions, changing behavior and cre-
ating value for any and all value analysis programs:

Year-to-Date Savings: 
It’s not unusual for us to ask a 
value analysis team leader for 
his or her year-to-day VA savings 
report, only to be told they don’t 
have one. Or, if one is available, 
it is so cryptic that no one can 
decipher what really has been 
saved. So construct this report 
so anyone can understand your 
savings successes. 

Year-to-Date  
Savings Rejections: 
Rarely do we see rejected 
savings (i.e. department or 
managers don’t buy into a 
savings opportunity) reported 
on a savings report. This is 
important since you can revisit 
these savings opportunities 
at a later date or share this 
information with your value 
analysis steering committee 
for re-evaluation.

Savings-per-Project Manager: 
This will give you an indication 
of who your superstars are and 
who needs more coaching or 
meatier projects. This is a critical 
metric to make sure all of your 
project managers are pulling 
their weight and understand 
your value analysis process. 

Project Timelines/Completion: 
All of your VA projects should 
have a start and end date. No 
project should be left open 
ended. A general rule of thumb 
is that 93 percent of your proj-
ects should have a timeline of 
no more than 90 days. If a VA 
project requires more than 90 
days, then it should be reviewed 
and approved by your value 
analysis steering committee for 
an additional 90 days. 

Team Leader/Members  
Attendance: 
This is a critical metric since it 
has been our observation that a 
higher attendance rate for your 
VA meetings has a direct corre-
lation to your VA team’s perfor-
mance. A good benchmark for 
this metric is 80 percent atten-
dance at all meetings. If your VA 
team falls below this marker, I 
can assure you that your perfor-
mance is lagging too. 
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