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Motivation

Common perception: that ©HP/Vedicaid
peneficiaries use: the ED a lot

5 For “nenurgent™ conaitiens?

Presumpiion| that these: visits add
supstantially, torthe cost off ©FHP/Vedicaid
COVErage



Motivation

Policy responses have: fiecused on curtailing ED
use

a E.g., ‘tnage” fee under consideration in Oregen (OAR
410-125-0196)

Wiould have paidhespitals $42 fier visits not classified as
“Urgent™

Scuttied i December 2006

s Eederal Deficit Reduction Act allews co-payments fior
EDIviSIts fier Medicaid enrollees

Do these policies make sense?



Goals off Study

IFhis stuidy seeks 1o quantif/ petential

savings firem reducedrEDruse by Medicaid
enrellees

Specifically: werguaniify absoeliite and

pPercentage: of tetall EDrexpenditures; for
OFHP enrellees




Related research

A iUy of researchiin the last 5y years; on
EDUtilizatien
Key findings

x EDIuUse: s nighest amoengl individuals with poeo);
nealh

s Freguent use: Is usually: temjporany.



Methods

Retrespective aata firon 2002
s DMAPRClaims & enroliment
n Fee-for-service/MCO encounter data

Include all ©HP enroliees Whe Were: not
eligiple for Medicare (“dual eligieliess)

PHCIAG for managead care “enceunter data”
pPased! onl fiee-fer-service (EES) average
expenditures for each DRG/CPT



Methods

We focused on any ED visit that dees not result in
nospltal admissien

E@K each ofi these EDRIvisits; defined “ED spending” sum
0)]

1, Payment te hospitalifor ED: use
2. Payment te emergency. physician

3, Payment to any ether phaysician or Sservice that eccurs en the
same day. as EDIvisii

(mestly: diagnestic/ancillany services)
s “Generous” estimation off ED’ expense

Compare EDrspending te total spending

= “total” includes eutpatient, inpatient, and pharmaceutical
spending



Statistical approach

Mainremphasis on simple’ univarate estinates
a Analysis by eligibility: categony.
Children/CHIP
RPregnant Women
TANE
OHP' Standard
OHP Other

s FES/VICO
» Urban/rural

Beotstrapping for 95% Cl
Multvariate analyses alse conducted



Results



Study: Population

566,316 OHP enrollees

AVErage age

x adults; 29.2 years
s chillarenr 8.4 years
EthnRicity

s Caucasian (78.3%), Hispanic (14.4%)),
Afrcan-American; (2.5%:)), and Asian (1.6%)



Enrollment Characteristics

Eligibility: categories (PERCS)
a Children (45%)

s OHP Standand (83%)

x TANE (1020)

a Pregnantwomen (4%)

. OHP “Other” (8%)

MCO enrellment: 57%

Enrolled 8.4 moenthsi 6 average
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Moenthly ED Expenditures Per OHP Enrollee

ED as % oei lotal
ExXpenditures

$11.54 6.80%6
(11.42-11.65)| (6.7-6.9)

ED ExXpenditures

Overall




Moenthly ED Expenditures by PERC

: ED as 9% of Total
Category ED Expenditures Expenditures
_ $6.30 9.3%
Children
(6.18-6.39) CRECED)
Pregnani $11.06 TIL
\Women (10.58-11.50) (3.5-3.8)
$17.94 9.0%
TANF
(17.52-18.38) (8.8-9.2)
$16.26 7.6%
Standard
(15.96-16.50) (74-7.8)
$12.20 4.8%
Other
(11.87-12.54) (4.7-5.0)




Moenthly ED Expenditures Per OHP Enrollee

0)
Average ED ED el Y0 (0]
Categony, Jietal
Costs .
EXPENdItUrES
Managed-Care $11.66 6.8%
Organization | (11.50-11.79) (6.7-6.9)
Eee-Eor- $11.36 6.80%
Service (11.16-11.56) (6.7-7.0)
$11.40 6. 7%
Rural
(11.27-11.57) (6.6-6.8)
$11.69 7.0%
Urban
(11.49-11.89) (6.8-7.1)




Multivarate analyses

\/arianle Children Adults

No[< -$0.07" $0.28"
Rural (v. Urbban) $1.05" -$1.50"
=emale -$0.51" $1.07"
=ES -$0.58" $0.07

Non-white $0.32 -$1.69"
OFP TANE - $3. 14"
OFP Pregnant - $0.07

OHP’ Standard - $0. 79"




Other key findings

Appreximately: 35%) oii ED; expenditures
are for anciliany services (lan/x=ray)

n 4496401 hespital/ED fiacility,

n 219 fer EmErgency. physician

Only: 22% of enreliees; use the ED i a
gIVen year

Approximately’ 50% oii ED Spending can
pe attrbuted tor < 4% of the population



Limitations

|gneKes CestS of Inpatient: admissions

x Other studies suggest that reducing EDr use
also  reduces inpatient admissions

Nordual=eligikles
Unalle ter determminge Iif pauents had PCR

2002 data



Implicatiens



Wihat savings are possible from
feducing ED: use?

OUF stuay: stiggests; EDr iseracceunts fio)
appreximately: 7% ofi ©HP/Vedicaid
SpPEending

Eairly: stable: acress PERCS/EES V.
MCO/Urlsanivs. Rural

IHOW mUch: canlwe: reduce ED spending?



Estimates ofi ED responsiveness to
CO-pPayments

Rand' Health lnsurance: Experment,
1970s: 149

x O'Grady et al., 1985, NEJ/

Kalser Permanente; 1998%: 15%
s Selpy et al., 1996, NEJWV/

Kalser Permanente, 2000: up te) 28%
s Hsui et al., 2006, fHealtli Serv: Res



These results are firom; privately
IAsured population

On the one hand, OHRP/NVedicaid enreliees might
e /more responsive 1o EDI Co-payments

x Lewerincome, more price-sensitive

Oni the ether, they might: be: /255 respoensive
m Sicker

a |.ess ablity to fence: “collection™ of ED. co-payment
x EMTALA — this Is very hard to do



Savings frem reducing ED: use
through co-payments

OptimIstic SCenano: ce-payments for EDrweuld
enly reduce total spending by 2%

a1 IL.e., 25% reductioni X 7% efi totall spending

These savings might be offset

= [ patients delay care and are admitted for more
expensive: treatment

NG evidence of this on the private: side
Seme evidence this happened with OHP’ Standard 1n 2003

n |f patients Use primary. care settingl instead
n [ they reguire mere administrative everhead



Collecting| ED co-payments

HewW! dOes this Work?

= lin certain Institttions; patients Undergo the EMTALA=
reguired medical sereeningl examination at tiage

s FOr those Who are: determineal to have a non-
emergent condition, they: are presented with two
OpPLIeASE

I Insured, there standaral co-pay: I applicanie pror te heing
seen

I not, they are requested 1o pay: upfrent a fixed ameunt
PHIOK t0 PEING| SEEN

Long-ternm eutecomes: off this methed have net
peen published 1 a nen-HVOrpopulation



There are other Implications; of
Medicaldl co-payments

ACL as “de facte” rate reduction
x ENVIFALLA = can't: tura away: patients
EDraleady sukject te) vananle payment
POlICIES N SEMIE CASES

“vomiting: -> denial

“vomiting Withrdehydratien™ -= payment
EIDIacts as: safety net
a [How sustainable (i not rermpursead?



IS there a petter Way/?

Note: that a small grotpr el enrellees; are
iesponsible for the majority off ED
expenditures

Sliggests; a stiieng role for case
Management

Improve guality, IewWel costs



Fhank you...

..andl guestions?
Dan Handel

(503) 494-9587
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