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The MMA

* Professional association

* 10,000" members — physicians and physicians-in-
training.

* Dedicated to advancing the practice of medicine,
the medical profession, and patient health.

v’ Current health care spending is unsustainable...



Minnesota Physicians

e 21,000 licensed
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Sources: Minnesota Board of Medical Practice, Licensure Statistics as of November 5, 2013. Actively practicing count and group distribution
size from MMA Physician Database.



Minnesota Spending on Physician Services,
2011
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Source: Minnesota Department of Health. Minnesota Health Care Spending and Projections, 2011. Minnesota Department of Health, Health Economics Program,
Dec. 2013.



Contributors to health care spending
growth, 1960-2007

% attributable to
average annual growth in spending

Technology 27% to 48%

Income growth (per capita GDP) 29% to 43%

Insurance coverage changes 11%
Demographics 7%
Medical price inflation 5% to 19%

Source: Smith S, Newhouse JP, Freeland MS. Income, Insurance, and Technology: Why Does Health Spending Outpace Economic Growth? Health Affairs,
28, no.5 (2009):1276-1284.



Costs vs. Spending

* Cost: Production cost - input prices of staff,
equipment, supplies, space, etc.
— Can be a matter of perspective

— Variety of pressures — market, regulatory,
measurement, compliance

* Spending (personal health): Price x Quantity

— Prices can be imposed or negotiated






The Dilemma

* Payment often drives how care is delivered

 Dominance of fee-for-service
— Face-to-face
— Acute illness-focused
— Challenge for preventive care

— Difficult for complex,
chronic conditions

* Better options?
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A Fundamental Shift Occurring

* New models expect physicians to balance
needs of individual patient AND population

* National survey of physicians (2012)

— 36% reported that practicing physicians have
“major responsibility” for reducing costs

— Nearly 80% agreed that they should be solely
devoted to individual patients’ best interests, even
if expensive

* Training, professional and ethical obligations,
culture

Source: Tilburt JC, Wynia MK, Sheeler RD, et al. Views of US Physicians About Controlling Health Care Costs. JAMA. 2013;310(4):380-389.
doi:10.1001/jama.2013.8278.



Physician Roles in Controlling Costs
% Agreeing with Strategy

Limit use of unnecessary tests 89%

79%

Adhere to guidelines re: marginally benefical care

Limiting access to expensive treatments with little _ 519
net benfit ‘
Expanding access to quality and safety data _ 51%

0% 20% 40% 60% 80% 100%

Source: Tilburt JC, Wynia MK, Sheeler RD, et al. Views of US Physicians About Controlling Health Care Costs. JAMA. 2013;310(4):380-389.
do0i:10.1001/jama.2013.8278.



Physician Responses

* Address costs of production

— Greater administrative efficiencies

» Shared administrative services (purchasing, data
collection, HR)

* Credentialing— MMA, MHA, MCHP
* Paper to electronic — progress incomplete

— Team-based care

* Leverage non-physician providers



Physician Responses

* Test new payment and delivery models

— Health care homes

* Patient-based partnership focused on improving the
health and quality of life for individuals, especially
those with chronic and complex conditions.

* Tradition of primary care

* Payment add-on to support practice investments
needed.

e 322 certified statewide

Source: Health care home certifications as of January 10, 2014. Minnesota Health Reform Update.



Physician Responses

* Innovate and experiment
— Pay for performance

— Medicare ACOs (shared savings arrangements)
* 3 MN Pioneer ACOs
* 4 MN Shared Savings program ACOs

— Total cost of care contracts
e Commercial

— Medicaid ACO-type arrangements
* Health care delivery system (HCDS)



Physician Responses

 Address unnecessary care

— Component of wasteful spending

v Choosing Wisely® Minnesota project

— Promote physician-patient conversations
e Care thatis supported by evidence

* Truly necessary
* Not duplicative
* Free from harm
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Challenges

Experiment/test
Sensitivity
— Rural and underserved communities

Impact of consolidation
Diversity of practice
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