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Dr Brian Ruff experience relevant to this talk

 Wits MBBCh graduate 1983: student politics SRC / MRC; NAMDA U :
e Early work 1984 - 88: SHO NHS in London; MO Alexandra Clinic )
* Specialisation: Internal Medicine 89 - 92 / Rheumatology 95

* Transitional arrangement 93/4 PWV Task Team / Gauteng; 95/6 Hospital Strategy Project — rationalize post
apartheid service - “Levels of Care”

* UCT HEU 96 — post grad diploma healthcare finance, economics

* Gauteng Health Department 96 — 98 Technical Task Team -— Case Mix need clear

* Treasury x 2 months

* Clinical Risk Management Discovery Health 1999 — 2015: : Case Mix tools (DRGs/Episode Grouper) — system

performance analysis & alternative reimbursement contracts; Hospital Rating Index; Health Economic model; Care
Coordination project with sub acute hospitals.

* PPO Serve since 2015: Multi Disciplinary Teams (MDTs) contract case mix risk adjusted capitation + VBC fee -
leverage rare medical skills with Care Coordination to navigate the system - match case mix to LOC:

2019 to present: stronger PHC reduces avoidable admissions — GEMS contract

O&G, midwives - CS rate reduced to 20% (closed 2021)
GP Practices screen working poor for HIV, initiate and manage Rx (closed 2022)



Convergence to UHC — how do we achieve this? Q

O

Issue:

* public sector: very poorly managed (mostly) - low productivity, poor quality

e private sector: hugely wasteful, inefficient - monopoly companies serve shareholders
before patients (both demand & supply side) — very high % healthcare resources for small
/ shrinking % population

e cannot ignore our profound income inequality
* but recognise unequal healthcare access perpetuates inequality

Solution: reform the value from both towards convergence — blur the d|fferences whlle
economic parity improves. g



Balanced vs. Skewed access system

Adult Child Maternity
Care Care Care Total AR
77% 20% 3% 100% N7
- Case Mix Total
FEIEIIRTIRTEC Visit Mix Index  PLPM PLPM  PLPM  PLPM
Central tertiary hospital | 10% 2.4 314 82 12
Regional hospital 20% 1.3 340 88 13 | Planned
Local hospital 30% 1 393 102 15 | Match
PHC 40% 0.5 262 68 10
TOTAL 100% 1 1,309 340 51 1,700

PLPM = per life per month cost

- Match demand and supply: is critical to achieve value when planning and managing
the healthcare system i.e. —that the patient’s problem is manged at the right time
“and at the appropriate level and cost

Data for illustrative purposes only




Horizontal Silos In Public Sector

Child Maternity
Care Care
20% 3%

Total
100%

Facility type

Visit Mix

Case Mix
Index

PLPM

PLPM

Total
PLPM

Central tertiary hospital 10% 2.4 314 82 12

Regional hospital 20% 1.3 340 88 13 | Planned
Local hospital 30% 1 393 102 15 Match
PHC 40% 0.5 262 68 10

TOTAL 100% | 1.00 1,309 340 51 1,700
Central tertiary hospital 10% 1.5(} 314 82 12

Regional hospital 20% 1.15 340 88 13 | Blocked
Local hospital 30% 1.00 393 102 15 match
PHC 40% 0.8 262 68 10

TOTAL 100% ‘ 1.00 1,309 340 51 1,700

Budgets, management follow Levels of Care (LoC) - not patients =

« Well resourced tertiary hospitals: spend linked to service & low CMI under used, = poor Value

+ Sick, high case mix patients stuck at PHC level = poor Quality

T — ; ;
S—— Data for illustrative purposes only



Skewed access in the SA Private sector....... oo

Adult Child Maternity o
Care Care Care Total
77% 20% 3% 100%
o Case Mix Total
FEEN R T Visit Mix Index  PLPM PLPM PLPM  PLPM
Central tertiary hospital 10% 2.4 314 82 12
Regional hospital 20% 1.3 340 88 13 | Planned
Local hospital 30% 1 393 102 15 | Match
PHC 40% 0.5 262 68 10
TOTAL 100% 1 1,309 340 51 1,700
Central tertiary hospital 2.4 942 102 15
Regional hospital 1.3 511 102 15 | Skewed
Local hospital 1 393 102 15 match
PHC 0.5 65 34 5
TOTAL 100% 1 1,911 340 51 2,302 T
135% \// 70N
Unplanned hospicentric system: excess beds, FFS =overservicing + lone clinician \// / /// BN
Wrong case mix match & spend follows patient => misallocation of resources = huge waste, poof,ig Iue;/’/
= current Administrator / Scheme model is failing AR /
Data for iIIustrativg{}f”éﬁ@?)ses only



System management philosophy:
Budget Control vs. Strategic Purchasing

Control: compliance with form: Value Based Care contracts:
staff structures, fixed budget, responds to incentives;
rigid protocols & SOPs discretionary guidelines to achieve
gross outcomes

adverse events only

for similarly complex patients with IT

but no accountability
systems

for control, not for
clinical support nor performance

.
measure population ‘disease burden

index’ / hospital DRG
, hot patient

management T . : .
=> drives iterative efficacy/ efficiency



Private Sector issues %
\

The NHI road to UHC - Purchaser vs. Provider split (WHO):

Health Market Inquiry lesson: need high functional Purchaser vs. Provider system -
competent purchasers vs. competitive suppliers.

The current private sector has neither — static, increasing costs:

Purchasers - Monopsony Administrators:

For profit TPAs control ‘not for profit’ medical schemes — committed to FFS
system => fragments care, overservicing, waste

TPA MCO licenses: award themselves scheme care services contracts — perverse
vertical contracts x2 profits; kills innovation

CoMS ineffective re Schemes not purchasing effectively

Will NHI be more effective as a purchaser?



Private Sector issues %

Providers: Hospicentric system

Monopoly Hospitals

* 3 groups 94% bed days + region domination => no competition, little
Innovation

e Rich hospital PMBs 70 — 80% total scheme spend hospital campus

Neglected marginalized PHC system

e Poorly funded (GPs 4,5% - no OH PMBs); FFS funded 1 — 2 person GP
Practices lack scale for efficacy; cannot compete with specialists for limited
OH funds; Allieds absent in townships

No regulation for provider supply levels nor performance review'

Can the NHI effectively commission system reengineering?



The PPO Serve ‘Value Care Team’ Solution — A\ o
GEMS Population Medicine benefit: PN

The VCT is a Multi Disciplinary Team - integrates & strengthens Primary Health Care
service to do proactive patient care - to reach out beyond the clinic between visits to
optimise care and support patient needs:

a local cluster of GP practices at 0,0 T h e Vd I ue
- working with a Physician, and with... -—j C
are Team

d Manages

a group of

to support the
practice patients

held regularly to review cases;
update Rx policies & adopt joint VBC Team

rojects
R(P) - Coach = the ‘Practice Transformation Coach’

- Care Coordinators are Nurses or Clinical Associates

.”11.



Functional Case Mix Model: O')
Match patient severity cohorts with intensity of services o

. . . Value Based Outcomes
Sickest patients are given . . .
* Hospital admissions

most attention Bed days

* Complex patients’
interventions

ntion
V o
plan compliance

i + Level 1

* Screenings &
-+ Vaccinations

determines team Team Fee

monthly global fee

Active patient list risk profiles analyzed

No fee-for-service bills

1. Population 2. Cohort Planning 3. Action 4. Measure

Link patient need with service provision

H
{

Fd

1
1
i

Focus is on stronger PHC role & funding, diminish hospital dep

Ly

i
SN



The Multidisciplinary Team Delivery Model

...~ The Value g NN
-0 1----+ PRACTICE TRANSFORMATION COACH SO
J Care Team ;
SUPPORT TEAM OF CARE COORDINATORS ) |
- ® and ALLIED PROFERSSIONALS \o—AF

“~* MULTI DISCIPLINARY TEAMWORK

m Characteristics

Collaborating  * Shared support, improvement focus
Team * Local system influence

LOCAL
CHANNELS

Intelligent Proactive Care Plans per patient
Care System & risk group
Reports Outcome focus tasks

SCHEME VBC -+ Risk adjusted monthly global fee
CONTRACT plus significant outcome linked fee

Clinical referral arrangements
Social support network

PRACTICE
& PATIENTS

PPO SERVE’S Value Based Care Population Medicine Programme



Horizontjif],-andVertical System Integration o')

TN, Integration: host partners
T at MDT meetings =>
’ shared patient care

Hospital

Palliative Care | Mental Health
& Hospice Services

Specialist The Value
*J Care Team

Community LTC Nurses & J Social Welfare
Services Facilities Services

Family Medicine Practices Multi-disciplinary
Team

Allied Healthcare Professionals

Social &
Physical
Activity

Food &
Transport

Community Health Workers

Vertical integration: for triage,
referral & collaboration’

’./gems

Governme nt Employees
Medical Scheme




The Value Care Team ICS for GEMS patients: .
Patient Summary page

< C @ icspposerve.co.za/#/patient/overview;id=45894 o Q |© ¥ FE » e

35 Apps M Gmail @ Maps @ Home - First Nation... (D News, sport and op... @ arseblog | Arseblog... 24 News?24 | South Afri.. E_L Business Day The Athletic - All th... » Reading list
~
L N Overview Registered conditions Medication Allowed Medication claimed Measures Results Hospital
Chronic Diagnosis
@ Important notes DRM 2021-flu i
vace Chronic
diti ma .

- Collects new
B Hypertension Yes & & Chronic obstructive pulmonary disease

Asthma Yes 07 Jul 2020 o o

: Broader i i
Dementia Yes Team Ch ronic Disease OTC Procydin for prostate -Parkinson Sx - Carbilevo = no compliance due to nausea (side effect of CI I n I ca I &
. . i i medication)

Other Significant Diagnosis intervention regi stration Updated by milindak@ptanorth °
B Problems with hearing Yes p y h I d t
B Problems with independent Yes S c osoc I a a a

movement - °
B Problems with speech? Yes - S h I I

Problems with sight Yes - CE Gt i . AL a res c I n Ica

Risk Segment: 5 - Significant condition o Serddfsere: 2.5 -High
. *  Use of assistive device o .
i i Episodes: .

) .| Depresson New: Social information -whole

Intestina| Surgery e Last 12 months *  Sightissues

\fso‘specﬁywhatsurgery[HT 1831 Respiratory . Hearing issues faCtOFS score . .

she had any other surgery(s)?) . Livin .

g with Cancer I VI W

o + COPD +  Multiple Surgery
Sacial |ndmatorls Digestive Disorders ° Family history o

Does the patient smoke? false - 0 r a n I Sed

Does the patient drink alcohol? false & Chroniculcer with haemorrhage and or perforation g

Does the patient take false & Diverticular disease of intestine

recreational drugs? * Gastro-oesophageal reflux disease W k fI —
With whom does the patient live?  Spouse HiStOW (time since last treatment) o r ow
Y Endocrin EPG risk segment + label

What isthe patients source of Pension o Lipid Disorders (3 yrs) automatica”y derived p rl O r It I S e d p at I e nts;

What type of home do they live House

e Neoplasm from years of service lines
Keymeasures * Primary malignant neoplasm of skin (3 yrs) Ca re P | a n S ta S kS fO r
MMSE score -sum(30) 10
MMSE Score ~¢alculated(30) 10 t ff
Barthel Score -calculated(100) 90 Key Patient info - S a
Barthal -crim (10M aon
€ 15CP-oveniew-e.pdf A~ Showall X



The Multi-Disciplinary Team meeting
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