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New ACG Features Present 
Opportunities for Management

Coordination markers
Pharmacy adherence metrics
Hospitalization modelHospitalization model
Unexpectedly high pharmacy use markers
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Presentation Goals
 Introduce the new features of V9.0

 Highlight potential management applications of Highlight potential management applications of 
some of these new features

 Point to sessions where you can learn morey
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What Do We Mean By y
Coordination?

“Th t t t hi h ti t’ i i l“The extent to which a patient’s principal‐care 
physician is aware of all treatments a patient 
is receiving and communicates with otheris receiving and communicates with other 
providers.”

Tarlov, AR, et al.  JAMA.  262(7):925‐940, 1989
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JHU Researchers Developed Four p
Coordination Markers

 A majority source of care  (and percent of A majority source of care  (and percent of 
outpatient visits provided)

 A count of the number of unique providersA count of the number of unique providers

 A count of the number of specialty types (not 
the same as number of specialists seen)p )

 A marker for the ABSENCE of a generalist
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Mean Y1 & Y2 Expenditure in High 
RUB by Poor Coordination
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% of > 10K Spenders and % Hospitalized in High 
RUB b  L  C di ti
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What Is Pharmacy Adherence?y

The extent to which patients takeThe extent to which patients take 
medications as prescribed by their 
health care providershealth care providers.

“Drug’s don’t work in patients who don’t take them.”g p

C. Everett Koop, M.D.
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Features of ACG Approach to Adherence
 Limit to 17 Conditions Where Chronic 

Administration of Medications Is Warranted

 Rollup Medications Into Therapeutically Equivalent 
Classes (44 Disease-Drug Class Pairs)

 Tailor Gaps Methodology to Reflect Different 
Treatment Patterns Associated with Each Disease

 Address Situations Where Adherence Might Be 
Distorted

 Provide Four Complementary Metrics
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Four Adherence Markers Were Developed

 Number of gaps: Count of occurrences where time interval between end of supply 
of one prescription and onset of next prescription is more than 15 days.

 Medication Possession Ratio (MPR):Total dispensing days (excluding final 
prescription) divided by the total prescribing days (days between the first and last 
prescription)

 Continuous Single‐Interval Measure of Medication Availability (CSA): Ratio of 
days supply to days until the next prescription averaged across all prescriptions.

 Untreated. No evidence that receiving treatment with any designated class of 
pharmaceutical: one or no prescriptions in any associated regimen or a gap of 120 
days or moredays or more.
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Gaps in Adherence Have Immediate Cost Implications for 
Some ConditionsSome Conditions

Subsequent Year Total Costs for Ischemic Heart Disease, RUBs 4&5,  by Number of Gaps

5+

1

2-4

0

1

Source: PharMetrics a unit of IMS Watertown MA 11 857 persons with IHD
$0 $8,000 $16,000 $24,000 $32,000

Copyright 2010, Johns 
Hopkins University

12 6/8/2010

Source: PharMetrics, a unit of IMS, Watertown, MA, 11,857 persons with IHD 
from a large national commercially insured population for 2005



Added New Predictive Models for 
Hospitalization

 Acute care hospitalizationp
 excluding childbirth and injury

 2 prediction periods: 6 and 12 monthsp ed ct o pe ods 6 a d o t s

 Intensive care hospitalization (ICU/CCU) 
E t i  l th f t  ( ) Extensive length of stay (12+ days cumulative)

 Injury-related acute care hospitalization
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Multi-faceted Addition to ACG Toolkit

 Five hospital risk scores 

 Two time horizons  6 d 12 th Two time horizons: 6 and 12 months

 Based on ACG predictive modeling framework

U  i  h it li ti  d H D Uses previous hospitalizations and HosDom

 Uses new data inputs: procedures / place of 
r i  / r  t r dservice / revenue center codes

 Counts of previous hospitalization, emergency room, 
outpatient visits in patient file are optionaloutpatient visits in patient file are optional

 Prior cost and pharmacy inputs are optional
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Models 
Category Time
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Outcome
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High Pharmacy Utilization Modelg y

High Pharmacy Utilization Focuses onHigh Pharmacy Utilization Focuses on 
the Discontinuity Between Morbidity 
and Pharmacy Use and Asks: “Can weand Pharmacy Use and Asks:  “Can we 
identify (predict) individuals likely to use 
more drugs than anticipated based justmore drugs than anticipated based just 
on their morbidity profile?”
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Modeling Who Will Be Outliersg
 Use Dx-PM to identify those who have unusually 

large pharmacy expenditures

 Use traditional ACG Predictive Modeling tools to 
predict these unexpected high users
 Age/gender

 A measure of overall morbidity

I di id l di  k Individual disease markers

 Pharmacy utilization markers

 Prior use (when available) Prior use (when available)
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Very Little Overlap In Identified Cases

Actual High Cost Year2

N=2524

Predicted High Risk in 
Year2 
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N=2411

Predicted High Risk in Year2 
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N=2524
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Why Does This Information Matter?
High Likelihood Suggests Potential Issues With High Likelihood Suggests Potential Issues With …

 Inappropriate Care: Physicians who prescribed 
expensive medications

 Uncoordinated Care: Potentially replicated 
prescriptions

 Drug Abuse: Patients shopping different providers 
ffor prescriptions

 Data Problems: Need to be ruled out
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Using Markers As A Basis for Intervention

ID AGE SEX
TOTAL 
COST RX COST

ACG 
CODE

Pr HIGH 
TOTAL 
COST

Pr HIGH 
RX 
COST

5626AAAAAAYYTHLM 96F $1,811 $3384920 0.62 0.15
5626AAAAAAYYTXVD 83F $4,331 $9205060 0.62 0.03
5626AAAAAAYYXBQL 96F $3,018 $9205070 0.69 0.11
5626AAAAAAYZAIPJ 96F $4 831 $9205070 0 65 0 075626AAAAAAYZAIPJ 96F $4,831 $9205070 0.65 0.07
5626AAAAAAYZNCFU 82M $2,237 $05070 0.65 0
6416AAAAAAEUSCHT 56F $3,480 $1694100 0.69 0.03
6416AAAAAAFALAQQ 64M $6,505 $04420 0.62 0.026416AAAAAAFALAQQ 64M $6,505 $04420 0.62 0.02
6416AAAAAAFBNNFP 51F $9,203 $8725060 0.65 0.19
6416AAAAAAHXGCJT 76F $9,327 $2,9155060 0.62 0.64
6416AAAAAAFFURBA 62F $3,681 $1,6724100 0.62 0.27
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TO LEARN MORE
 Coordination: Concurrent Session 4B: Improving Equity and Efficiency in Health 

Care Delivery 9:45 AM‐11:00 AM Wednesday Executive Board Room

 Pharmacy Adherence: Concurrent Session 3A: Leveraging the Power of y g g
Pharmacy Data for Risk Prediction and Care Management Delivery 3:00 
PM‐4:30 PM Salon D/E

 Unexpected High Pharmacy: Concurrent Session 1A: Leveraging the Power of 
Pharmacy Data for Risk Prediction and Care Management 3:00 PM‐4:30 PM 
Salon D/E

 Hospitalization Models: Concurrent Session IVA: Advanced Analytic 
Techniques: Making the Most of ACG Predictive Modeling Wednesday 9:45 Techniques: Making the Most of ACG Predictive Modeling Wednesday 9:45 
AM‐11:00 AM Salon D/E
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What to Expect in the Coming Months

 International Release That Substantially Expands 
Codesets That Can Be Used

 Creation of a Single Summary Score for 
Coordination

 Addition of the Disease-Drug Class Layer to the 
Adherence Module

 And Much More

6/8/2010 Copyright 2010, Johns Hopkins University 23


