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Welcome 

 
 

Today’s presentation will begin shortly.  
 

In order to hear the audio for this presentation, please turn up your speakers.   

If you would rather use a toll free dial in number and access code, click on the 
“Info” tab above this presentation in the upper-left hand corner of your screen.  

All lines have been placed on mute. If you’d like to ask a question, please use 
the Q&A window on the right   

A copy of this presentation is available on Time Well Spent. Access the URL for 
your state:  

 CA: http://timewellspent-ca.anthem.com 

 NY: http://timewellspent.empireblue.com 

 GA: http://timewellspent.bcbsga.com/ 

 All other states: http://timewellspent.anthem.com/ 

 

 

http://timewellspent-ca.anthem.com/
http://timewellspent-ca.anthem.com/
http://timewellspent-ca.anthem.com/
http://timewellspent-ca.anthem.com/
http://timewellspent-ca.anthem.com/
http://timewellspent.empireblue.com/
http://timewellspent.bcbsga.com/
http://timewellspent.bcbsga.com/
http://timewellspent.anthem.com/
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Agenda 

 Total Population Health / Total Well-Being  

 Engagement 

 Primary Nurse Model 

 New Technology and Data Analytics 

 Q&A (15 minutes) 
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Anthem engages members along the wellness continuum… from the very 
healthy to those needing immediate support. 
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Our care management strategy 

Healthy At risk Critically Ill Chronically Ill 

Wellness  
programs  

Health risk 
management  

Case 
management 

Disease  
management 

Life management  Behavior change More informed health decisions 

Presenter
Presentation Notes
Today we will focus on what innovations we have to help those who fall in to the red section to the right – the chronically and critically ill
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The Total Well-Being Approach 

It’s an approach that’s 
geographically based 

And targets high 
costs of care 

That centers 
on members 

Our Total Well-Being health care strategy increases connections, is 
focused on shortening the distance between members and care—
and delivers outstanding results. 

By creating opportunities for our team-centered approach to help 
members get the most from local resources, we’re ensuring right care, 
the right provider, and the right resource—at the right price. 
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Presenter
Presentation Notes
Wherever members live, one thing is the same—they want the best life possible. They need easier access to the best health care, and ways to ease the process of getting that care. They need people and programs in their corner, helping them understand what’s available, and how to take advantage of it. And both members and employers need to have savings to show at the end of the day—without sacrificing quality. Anthem’s care management strategy is part of our overall commitment to getting people closer—physically, financially, and philosophically - to care that treats the whole person.  
 
Anthem’s local clinical strategy is working to change the focus of healthcare, putting it squarely upon members—we’re making them the center of our approach. With the creation of value-driven, member-centric programs, we’re creating quality, measurable results. We put an emphasis on Total Well-Being, and treating members holistically.  This is a new approach to centering care on members both philosophically and geographically.   Engagement strategies, value-based programs, and payment innovations that are working together to provide the best possible care—with an eye toward cost-saving.  
 
The goal of Anthem’s local strategy is to provide the right care, the right provider, and the right resource—at the right price.  To measure up to each of these objectives, we knew we needed a powerful approach that would address health care challenges on all levels. Our local strategy works to create big-picture results without losing focus on members’ individual outcomes. It works to shorten the distance between members and care.
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Total Population Health Management 
We’re connecting primary care practices and Anthem 
health management teams for better results. 

Dedicated team of 
case management 
and disease 
management nurses 
along with designated 
utilization 
management and 
behavioral health 
teams work in concert 
with primary care 
physicians for active 
health management 
of your entire 
population. 
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DM and CM 
Primary Nurse 

Teams 

MEMBERS  
AND THEIR  

PRIMARY CARE 
PHYSICIANS 

Medical 
Directors 

Behavioral 
Health Teams 

Specialty Teams 
(transplant, 

 NICU, other) 

Pharmacy 

Live Health  
Online 

Utilization 
Management 

Nurses 

Presenter
Presentation Notes
It takes a team to cover all the bases. That’s why our local clinical strategy hinges on the care team, or “clinical pod” approach. First, it’s geographically based, comprising integrated staff with in-depth knowledge of the local market, facilities, and physician practices in the members’ region. 
 
The nurses and staff who make up these teams take the time to understand the needs of individual members, and to become familiar with the local resources that can speed them toward their health goals. 
 
Some Care Teams are assigned to specific, high-volume facilities within a region, facilitating the development of close relationships with the hospitals’ clinical staff, along with a greater understanding of hospital practices and protocols. 
 
Communicate and share data via integrated technology, contributing to a collaborative approach that furthers coordination of care, cuts down on patient handoffs, and focuses on closing care gaps. 

Feature dedicated UM/CM staff working closely with designated DM nurses, Behavioral Health clinicians, and other health professionals as needed, with this base team providing a holistic approach to care. This team can also help determine when and how members should be transferred to other programs. 

Provide a powerful engagement touch point exactly when and where members are most willing to engage—at the point of hospitalization. When health issues are front and center in their minds, members are ready and willing to work with care teams and participate in their own better health. Care teams are, literally, there when members need them. 
 
The enhanced multidisciplinary model is focused on improving consumer health and keeping runaway costs in check, with an emphasis on technology to target the member experience and enhance care through clinical analytics, provider collaboration, personalization and participation. By working together to enable member continuity and coordination of care, and focusing on evidence-based care plans, this approach is leading to fewer unplanned readmissions, greater medication compliance, and improved follow-up care—all of which, in turn, creates a considerably lower cost of care. With this intensive support model, we’re going beyond just physical health to address emotional, financial, workplace and community well-being. 

The Anthem Total Population Health-management model creates better outcomes by creating stronger connections. This model works to keep members continuously connected to the resources that keep them well—driving lower costs and a healthier member base. 
Anthem’s deep data advantage comes into play, helping identify at-risk individuals earlier, and ensuring that members see the right provider, receive the right care, pay the right cost, and utilize the right resources, we’re keeping up with changing demands—and ensuring better outcomes.
 
This innovative care delivery system connects members to: 
Providers
Clinical and wellness programs
Customer service 
Other health resources
  
And with all of these branches interconnected, working together, we make the most of every opportunity we’re given to lower costs and offer better care. 
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Capable 

• Solutions with access to all  
Anthem claim, service, and  
clinical systems 

• Addressing all types of health  
care issues 

• Staffing and logistics customized  
to meet employer’s specific goals 

Integrated 

• Fully integrated with Anthem  
services 

• Provides customized integration  
and vendor feedback opportunities 

• Addresses all member enquiries 

Flexible 

• Bringing members flexible  
solutions that get the job  
done—wherever they are. 

Mobile apps 

24/7 NurseLine 

Click-to-chat 

Online Parenting  
Resources 

Integrated Care  
Management platform 

Employer reporting 

Member dashboard 

Gaps in Care Analytics 

Engagement 
—the difference between speaking to and talking with.  

We’re invested in creating engagement opportunities at every touch point 
in the health care landscape.  

Presenter
Presentation Notes
Let’s focus for a minute on the engagement piece.

Anthem’s local clinical strategy works to make even technology more personalized, using an engagement strategy that recognizes that true engagement is about two-way communication. Engagement is about connecting members and employers with the information they need, in the ways that they want. 

First, it’s about flexibility. 
Solutions like our mobile app give members the ability to engage with us any time, anywhere with an Internet connection, while our 24/7 NurseLine and click-to-chat web capabilities give them access to real people with real answers, when and where they need them. 

Next, it’s about the ability to connect people to resources. 
We’re invested in cutting-edge ways of getting people the information they need, and in turning the data that results from those interactions into improvements. Advancements like Anthem Health Guide, using speech analytics programs to identify and mitigate health risks, put us on the forefront of communications technology, while the ability to provide specialized, real-time support and answers is realized in our Online Parenting Resources program. Everything we do results in data, and linking that data via our Integrated Care Management Platform gives us best practices for the future, and creating health triggers that inform and drive intervention at the individual patient level. 

Finally, it’s about turning our data into our advantage.  

Engagement isn’t just for members. The personalized experience extends to employers, who can receive customized reports tailored to individual goals. Members, as well, can customize their experience via their wellness dashboard, as well as keeping track of claims in the system. We spoke a bit earlier about the continuous Gaps in Care Analytics we run on members, and the ways they’re translated to alerts used by Care Teams in developing treatment plans. These are some of the ways we’re constantly striving to improve health on the individual and the population level. 

As health care changes, and as communication speeds up, we’re committed to not just keeping up, but to being on the forefront. Our multi-channel communications strategy represents engagement that allows members when, where, and how they talk to us, and that, in turn, increases the likelihood that they’ll do so. By constantly researching and developing new channels of communication, we’re creating unlimited opportunities for connection. 
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Engaging members through nurse 
care support 

Our nurses are the member’s direct 
contact for Care Management Support 

Teamwork 
Working with a trained professional team to help 
members with specific needs  

Care Management 
Enrollment & Referrals into care management programs 

Active Dialogue 
Discussing a medical diagnosis and available treatment 
options 

Communicate 
Working with member on understanding their health 
plan 

Coordinate 
Coordinating benefits before/during/after hospital stay 

Presenter
Presentation Notes
Personal connections are the power behind the Total Population Well-Being approach and engagement. To shorten the distance between people and care, we needed points of contact who could champion resources and act as guides within the health care system. 
 
Our nurses are adept at coordinating long-term care plans for members, making use of extensive knowledge of options within the health care system.  They also help address the clinical, financial, and emotional needs of patients, while encouraging the healthful behaviors that will mitigate their primary conditions. 
 
This nurses act as a single point of contact for members, providing personalized care to drive improved outcomes and measurable value. 
 
The Nurse will support members throughout the episode of care, providing a familiar face and trustworthy guidance through inpatient events, condition management, and even providing resources and follow-ups post-discharge. 
 
The same nurse, providing the same level of care, addressing the member’s health holistically and supporting them throughout the health episode—although the results are measurable, the friendly, reliable single point of contact provided is priceless. 

Eliminates program silos and delivers personalized care with every member contact to drive improved outcomes and measurable value�
Allows for holistic management of members across programs  (Condition Care and Complex Care)
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Case management: Our goals 

The goals of the case management program are: 
 
• Support the most critically ill members  

• Seek to identify, reach and engage members: 

• On a predictive basis before significant health 
care use 

• During significant health care events 

• Coach and educate members to optimize care and 
contain costs 

Presenter
Presentation Notes
Case Management is telephonic nurse coaching for high-risk/high-cost members prior to a major medial event, or following hospitalization. 
 
Its goal is to stabilize and optimize a member’s health prior to or following a major illness or injury.
 
Its target audience is members who trigger key indicators, like a multiple-day hospitalization, claims costs, diagnoses, and even certain types of cancer.

Creating patient advocates within the health care system is more than a feel-good measure. The planning, coordination, and data transparency championed by Primary Care Nurses and backed by the Care Team approach are not just about giving members a single point of contact—they’re also about using the personal touch to push costs down. 
 
Anthem’s Case Management:  
interventions helped to reduce ER visits within 30 days post discharge by 10%. The ER can easily cost $1600 per visit. 1 
interventions helped to reduce emergent readmissions within 30 days by 8.8%. Readmission to a hospital can cost over $22,000 per case on average. 1
interventions helped improve follow up office visits post discharge by 3% 1
interventions helped improve Rx compliance post discharge by 8.3% 1
average savings (paid $) per engaged member per year in CM is around $1,100 for Anthem National business 1
 
1 Impact on Savings through Case Management - Eliza Post-discharge Calls, Anthem Actuarial, 2012
 
Touchpoints include telephonic outreach (live and automated), two-way video, introduction letters and member-condition information as needed by mail.
 
Results/ROI of the program:  90% of our members report being very satisfied following the conclusion of their care.1 Also, automated telephonic calls to members can reduce readmissions by 8-13% and boost prescription refill rates by 12%.2
 
Things to know:
We’ll help with follow-up appointments, home health care needs, caregiver resources and maximizing benefits.
Program includes efforts to proactively reduce readmissions, for designated conditions.
This program uses our proprietary method of predicting which members may be at risk for significant medical use or expense.
 
1 – Internal company satisfaction study, 2011
2 – Internal company member survey, 2011
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Member 

Integrated Health 
Management 

Employer 
Anthem Clinical 
Programs 

Provider 

Integrated Clinical Platform (ACMS) and Provider Integrated Analytics & Communication Channels 

Clinical 
Liaison 

Enabling Data Analytics 

Engaging  
Integrated health 
management across all 
consumer touch points. 
 
Partnering  
Provider collaboration 
and innovative delivery 
driving increased value. 
 
Actionable Insights  
Technology, data and 
analytics make smart 
health care decisions 
easier.  
 

Population 
Monitoring 

Identify care and 
cost opportunities 

Stratify  Engagement and 
Interventions 

Data and cost 
transparency 

Measure 
Outcomes 

Total Population Health Solution 
Integrated Ecosystem 

Presenter
Presentation Notes
Remove this slide?
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Giving Care Teams more points of data,  
and a “big picture” view of member health  
Using analytics to identify, and close, gaps in care 

Gaps in Care Analytics are run on 100% of 
our members. These opportunities are run 
continually and: 
 
• Are completely accessible to nurses 

who use them to develop a better 
picture of members’ health and develop 
health coaching plans.  

 
• Are displayed in our care management 

system, helping staff provide timely, 
personalized communication to both 
members and providers, and improving 
health outcomes.  11 

Presenter
Presentation Notes
We’ve spoken a lot about opportunities to promote better health. One of the greatest values to the Care Team model is its ability to identify these opportunities using data analytics.
 
In order to ensure that these opportunities to improve health are being identified, Anthem will continually run Gaps in Care analytics on 100% of the members in the care management system. 
 
When an opportunity to close a gap in care is identified, it will appear as an alert in the care management platform, allowing nurses to use them during health coaching sessions, allowing them to work directly, in real time, with members and their physicians, to create and implement solutions. 
 
This approach allows nurses to: 
Prioritize health needs and provide timely, personalized communication to members and providers.
Close gaps in care, leading to improved health outcomes 
Overall, contribute to lower health costs.
 
Each member contributes data points, collected by Care Team members. And this data, in turn, contributes to our overall dashboard view. This big-picture view allows us to determine trends, implement best practices, and provide enhancements, improving our programs and cost of care across the board. 
 
Metrics are contributed by all of the programs delivered by Care Teams—Utilization Management, Case Management, Behavioral Health, and Disease Management.  
This overall view, including the expertise of each discipline involved, allows us to see trends and to react by quickly and efficiently implementing new initiatives and changes in response. 
 
Via the well-being approach, we’re tracking more metrics than ever before. 
More points of data make it easier see the big picture—and to draw conclusions that lead to better care and lower costs. 
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Re-admission predictive modeling helps to reduce chances of readmission 
▪ Proprietary model uses diagnosis, utilization history, clinical indicators and 

other data  
to predict readmission likelihood 

▪ An extension of our existing predictive modelling successes. 
▪ Proactive pre/post-admission outreach to members designated as high 

readmission risk 
▪ Lowers chances of readmission; lowers costs and supports at-risk members 

12 

Data Analytics: Re-admission 
predictive modeling 

Presenter
Presentation Notes
In addition to our gap in care analytics, we also conduct re-admission predictive modeling
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Interactive telephonic outreach to members 
▪ Reaches more members in a timely and efficient manner 
▪ Offers live transfer to a nurse for any reason during normal business hours 

(next day otherwise) 
▪ Helps offer additional support during member important transitions 
▪ Four types of calls – pre-admission, post-discharge, post-graduation, high-

cost 
Video chat 

▪ Provides case managers the ability to better connect with members 
▪ Members truly appreciate the face-to-face interaction 
▪ Available in most markets 

13 

New technology in case 
management 

Presenter
Presentation Notes
In addition to our strong data analytics capabilities, we also provide some other innovative resources for you and your employees.
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Q&A 

 
 

• Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Indiana: Anthem Insurance Companies, Inc. In 
Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. 
RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky 
Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire:  Anthem Health Plans of New Hampshire, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc. 
trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWi), which underwrites or 
administers the PPO and indemnity policies; Compcare Health Services Insurance Corporation (Compcare), which underwrites or administers the HMO policies; and Compcare and BCBSWi collectively, which underwrite or administer the POS policies. Independent 
licensees of the Blue Cross and Blue Shield Association. ®ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association. 

• Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ®ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross 
Association. 

• Blue Cross and Blue Shield of Georgia, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.  

• Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.  

Visit Time Well Spent to access the presentation, health communication 
resources, event recordings, and to sign up for future webinar events: 
 

 CA: http://timewellspent-ca.anthem.com 
   NY: http://timewellspent.empireblue.com 
   GA: http://timewellspent.bcbsga.com/ 
   All other states: http://timewellspent.anthem.com/ 
 

 

http://timewellspent-ca.anthem.com/
http://timewellspent-ca.anthem.com/
http://timewellspent-ca.anthem.com/
http://timewellspent.empireblue.com/
http://timewellspent.empireblue.com/
http://timewellspent.bcbsga.com/
http://timewellspent.bcbsga.com/
http://timewellspent.anthem.com/


15 15 

Upcoming Wellness on the Run  
webinars 

 
 
 

 
 

• Aug 20:   A Better State of Health Care  
Our Enhanced Personal Health Care payment innovation 
model 

• Sept 24:   Stress Less  
Strategies to help employees with work-life balance 

 
Register on Time Well Spent! 

 

Access past event recordings 
in the Webinar Archive  
 
Like “Wellness on a Dime” 
which gives ideas on how to 
do wellness on a small 
budget.  
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