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Figure 1. Relationship between PCP density (PCPs per 100000
persons) and age-adjusted life expectancy (in years) among
3104 counties across 3 years (2010, 2015, and 2017).

Primary care density versus life expectancy

ORIGINAL RESEARCH Annals of Internal Medicine

Estimated Effect on Life Expectancy of Alleviating Primary Care
Shortages in the United States

Sanjay Basu, MD, PhD; Russell 5. Phillips, MD; Seth A. Berkowitz, MD, MPH; Bruce E. Landon, MD, MBA; Asaf Bitton, MD, MPH;
and Robert L. Phillips, MD, MSPH
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Health Policy 118 (2014) 56-65
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Health Policy Association of Primary Care Physician Supply With Population

- - Mortality in the United States, 2005-2015

The effect of physician supply on health status: Sanjay Basu, MD, PhD; Seth A. Berkowitz, MD, MPH; Robert L. Phillips, MD, MSPH;
Canadian evidence Asaf Bitton, MD, MPH; Bruce E. Landon, MD, MBA; Russell 5. Phillips, MD

Emmanuelle Piérard*

Figure 1. Changes in Density of Primary Care and Specialist Physicians in 3142 US Counties, 2005-2015

Una mayor oferta de médicos generales
se relaciona con mejores resultados de
salud.

A | Primary care physiclan density | B | Specialty physician density

Una mayor oferta de especialistas
se relaciona con peores resultados de
salud.

Change per 100000 population Change per 100000 population

| Bt [l-5to<0  [H]5to<10 | ESU Il -5t0<0 [l 5to<10
[l 005 [oto<s -0 l-10w<5 [Poto<s E->10

Y
.
"2
(o %, Organizacion % Organizacion
O iter BT

7

2

g
o
‘ o

ananananananananan



Ressarch
Higma. 'y g, it =i, Cpogpar hrisnr gy g Soinar Hegrro e

Continuty in general prachice a< predictor of mariality,
acube hospitalisation, and use of oulmaf=hours care:

3 rasy mry=inred Skeerarnanal ehady noboneoy

=
=3

=
[y ]

2
]
@
A
T
T
o

Use of O0H services Acute hospitalization Mortality

Blyear W2-3years W4-5years WO-10years W11-15years W>15years

T,

- W E T O R .

S OPS 12%//

(== ik -
e e e b 5 TR e i e BT . P e
e = & Organizacion Organizacion
= - il e LB @Pﬁnamerimua {a Mundial de la Salud o
i de la Salud e e Amiricas
ANIVERSARIO Z
Z

e




Declaracion de Astana
Los tres componentes de la APS

Marco operacional para la atencién primaria de la salud: transformar la vision
en accion
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FACTORES IMPULSORES
ENFOQUE DE LA APS DE LA APS RESULTADOS EN LA APS

ON PRIMARY
Declaration of Astana | HEALTH CARE

Factores impulsores
estratégicos

Mejora de la participacion,
la educacion en materia de

salud y la ba
de atencién

Mejora de Ios Cobertura
determinantes de la salud sanitaria

universal

Politica y accion
multisectoriales

Factores impulsores
operacionales
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La Renovacion de la Atencion
Primaria de Salud en las Américas
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Atributos esenciales de las RISS

brds people-centred
ntegrated health services

= Empowering and engaging individuals,
carers and families

+ Empowering and engaging
communities

Prestacion O senvicias e5necal zados en ol hGar mas apmpiado. que se ofiecen de (V,Vr"g"_:‘,’“'l‘ggg: ‘ Service Delivery and Safety

preferencia en entomos extra hospitalarios

Modelo asistencial

| Existencia de mecanismaos de coordinacion asistenclal a'lo largo de todo el continuo de
| los servicios de satud

Atencion ce salud centrada en la percona, b famiia y 2 comunidad, teniendo en cuenta

la3 particularidades cultuales y de g Ly los niiveles de diversidad de fa poblacidn
‘ Un sistema de gobermanza Gnica para toda la red

Coordinating care for individuals @ Strengthening leadership

Coordinating health programmes and management for change

and health providers ® Transforming organizational culture

Coordinating across sectors ® Striving for quality improvement

Coordinating preparedness @® Reorienting the health workforce

and response to health crises ® Supporting regulatory frameworks
® Reforming payment systems

Creating Strengthening governance
an enabling environment and accountability
® Bolstering participatory governance
Enhancing mutual accountability

| Participacidn secial ampria

Accidn intersacional y abordija de ot datarminantas 42 1 salud y 1a aquidad an calud

Ambitos de Abordaje

\ B & ( % umanat cuficientes, comeatentes comprometides y valarados por s red Reorienting
(R the model of care
ol >+ ® Building primary care-based systems

Slstema de informacidn Intagrado que vincula a todos los miembros de 18 red con % Shifling o bulah
desglose de fos ditos por sexo, edad, lugar de residencia, origen dtnico y otras variables an:, é’:,?p;%% SaTl?'e SR
pPeflinentes ® Defining service priorities
® Revaluing promotion, prevention
and public health
® Ensuring comprehensive
life course services
® Innovating and incorporating

Organ

Gestion basada en resultados
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Panorama de la Salud 2023 ; X

Indicadores OCDE ‘

Frederico Guanais

Jefe de division adjunto, Division de la salud, OCDE

* Estado de salud — Costa Rica y Chile por encima,
México y Colombia por debajo del promedio OCDE

EV & gasto en salud comparado al promedio OCDE

CHILE

+ Mejor desempefio que el promedio OCDE en 63% de los
indicadores de estado de salud reportados en PdS 2023

+ Esperanza de vida 22.° de 38 paises OCDE, gasto en salud per
capita 5 .2 mas bajo

COLOMBIA

+ Mejor desempefio en 38% de los indicadores de estado de salud

+ Esperanza de vida 31.° de 38, gasto en salud 2.° mas bajo

COSTARICA

+ Mejor desempefio en 75% de los indicadores de estado de salud

+ Esperanza de vida 23.° de 38, gasto en salud 3.° mas bajo

MEXICO

+ Mejor desempeiio en 36% de los indicadores de estado de salud

v ey + Esperanza de vida 34.° de 38, gasto en salud 1.° mas bajo
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Mortalidad infantil, 2011 y 2021

- (2011

La mortalidad infantil sigue elevada en Lat
comparada con el resto de la OCDE

Muertes por 1 000 nacmientos vivos
Promedios de J afios.
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La esperanza de vida en los 4 paises latinoamericanos

de la OCDE subioé ligeramente en la pandemia




Latinoameérica cuenta con menos personal meédico,
menos camas hospitalarias que el promedio OCDE

Densidad de doctores y enfermeros, paises OCDE, acceso y asociados, 2021
Daciores por cada 1 000 habitanies
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Colombia: poco personal de salud; alta mortalidad
evitable y tratable; bajo gasto de bolsillo

Hay 2,5 médicos por cada El consumo de alcohol
1000 habitantes (promedio ﬁ @ fue inferior al promedio
de laOCDE de 3,7);y 1,6 de la OCDE: 4,1 litros
enfermeras ( pr{:medm dela ‘ ‘ per capita frente a 8,6
OCDE de 9,2)
La mortalidad evitable fue de Colombia gasta $1 640 per
223 por 100 000 (superior al capita en salud, menos que
promedio de la OCDE de 158); el promedio de la OCDE de
con una mortalidad tratable de $ $4 986 (USD PPA), pero
105 por 100 000 (més alta que % gasto de bolsillo es igual ao
el promedio de la OCDE de 79)

promedio OCDE (24%)
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¢,De que hablamos cuando hablamos de Integracion?
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(The modern firm.Roberts 2004)



Redes integradas
Palabras clave

 SHORTELL (1994) e RISS ( OPS 2010)

- Red - Red
- Poblacion — Poblacién en
— Coordinacion territorio

— Rendicion de
cuentas

S. Minué EASP



Full integration

Formally pooling resources,
allowing a new organisation to be
created alongside development of

comprehensive services attuned to the noeds

of specific paticnt groups.

Coordination
Operating through existing organisational units so as to
coordinate different health services, share clinical information
and manage transition of paticnts between different units

(for example chains of care, care networks).

Linkage

[zking place between existing organisational units with

a view to referring patients to the right unit at the right time,
and facilitating communication between professionals involved in order
to promote continuity of care. Responsibilities are clearly aligned to

different groups with no cost shifting.

*Adapted from Leutz, 1999




517 ACO en 50 estados ( 2020)
ACOs by State

Health Affairs blog.



What Can Canada Learn
From Accountable

Care Organizations: A
Comparative Policy Analysis

ALLIE PECKHAM

DAVID RUDOLER
DOMINIKA BHATIA

SARA ALLIN

REHAM ABDELHALIM
GREGORY P. MARCHILDON

“Author affiliations can be found in the bock matter of this article
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MODEL TYPE

RISK AMD SHARED SAVIMGS

HUMBER OF ACOS

NUMBER OF
BEMEFICIARIES

Medicore Shared Savings
Frogrom, M55P
{201 2-ongoing)

[29]

Oime-sided: Share sowvings with the CMS up to

o maximem of 50% (if guolty performance
stondards are met).

Tweo-sidad: Larger share of savings in exchange
for sharing losses with M5 Moximaem 60% (if
guality performance stondards are met).

Ome-zided (2020)- 325

Tweo-sided [2020%: 192

Tatal (2020): 11.2
million
Miaon par A00 (2020}

21,663

Fiomaer ACD Pragram

o
.L:l.n: Fa L -}

[k, 35]

Originally kess financial risk. Mot responsiode to
poy CM5S for amy losses during contract period.

12 lownched (2012)

3 rermaining in 2016

Total (201&): E16,362

Miagn par A00 (J014):
35,504

Advoncad Sovings Model, ASM

(2012-2015)
(30, 31)

Ome-sided: Share sovings onby with the (M5 50%.
Tweo-sidad: Larger share of savings in exchange
fow sharing loses with OME

Lovingsloss rates: 7-3. 9% based on ACO size

[difference between on ACCs benchmark and
octual spending).

3& lownched (2012)

13 rermainineg im 2015

Total {2001 &): 2B8,Z7TE

Mion per A00 (2014):

3T
it

MO Irwestment Modal, AIM

{2015-2020)
[3F, 33]

Purpose of AIM is to enobde smallenrunal &C0s
to transition from one-sided to tewo-sidad risk,
wherein they become ligble for paying CM5 o
percantage of Medicare spending above their
benchmori.

45 lounched (2015)
L4 rermainineg im 2020
4 moved to two-sided

risk by 2019 and 7 of
these remained in 2020

Total {2017): &E7,000

Mion per ACD (2017}
10,822

Mext Generotion ACO, MGACD

{201 6-ongoing)

[36, 37]

Proviciars take on higher kevels of fimoncial sk for

B0-100% lo=s share rate. If spending is below

the benchimark B0-100%: savings share rote.

18 lownched [2016)

41 operoting in 2019

Total {20719): 1,399,358

Mign per ACD (2019):
34,132

Prw=idans eligiola for 5% bonuses starting im 3019,

Tabde 2 Major CM5 ACO Models in the U5




What Can Canada Learn
From Accountable

Care Organizations: A CaraCteriStlcaS de IOS ACO con buenOS reSUItadOS

Comparative Policy Analysis

e Lideradas por grupos de meédicos independientes y no por hospitales

 Fondo global (basado en gasto histérico con ajustes de casuistica en
ocasiones) que tenga en cuenta uso de HCE, estimacion riesgo de
reingreso

e Trabajo en equipo multiprofesional
e Colaboracion intersectorial



ACA Provisions Catalyzing a Shift from Fragmented Care to Coordinated Care.

Summary Imiplications
Patient-Caentered Medical Homes [535{I1|
Community-based, interdisciplinary, interprofessional teams Will drive improved organization of cutpatient care
that swppoet primary care practices
Government to prowide grants or enter into contracts with eligi- Will fund care coordination and a team-based approach
ble entities
Accountable Care Organiz ations (§3022)
Shared-savings program that encompasses primary care, Reguires vertical coordination
spacialist practice, and hos pitals
Care processes to be redesigned for the efficient delivery of high- Most of the savings are likely to come from hospitals
quality servicas
iR are a0
Pilot program Will provide incentives for care-delivery systems to reduce costs

in order to increase margins

Applicable to eight conditions selected by the secretary
of health and human services

An “episode of care™ defined as the pericd from 3 days bafora
admission through 30 days after discharge

Readmissions Reduction Program (§3025)

Reduces pagments for readmissions will motivate hospitals to engage with care coordinators and
organize delivery systarms better

Applicable to three conditions selected by the secretary of health
and human services; to be eepanded in 2015

Secretary to determine what is considered a readmission (e,
minimuwm time beteeen admissions)

Hospital-Acquired Conditions |§3008)

Paymants for care for hospital-acguired conditions to be Will provide hospitals an incentive to standardize protocols
reduced, starting in 2015 and procedures to reduce hospital-acquired conditions

Individual hospitals’ infection data to be made available online




Proposed Measures for ACO Quality-Performance Standards.*

| Aim: improved care

Patient and caregiver
experience

Care coordination —
transitions

Care coordination —
information systems

Patient safety

At-risk population —
diabetes

At-risk population — heart
failure

At-risk population —
coronary artery disease

At-risk population —
hypertension

At-risk population — COPD

At-risk population — frail
elderly

Aim: improved health

Getting timely care, appointments, and information
How well your doctors communicate

Helpful, courteous, respectful office staff

- Patients’ ratings of doctor

Health promotion and education

Shared decision making

Health status or functional status

Risk-standardized, all-condition readmission

30-Day post-discharge physician visit

- Medication reconciliation

Care transitions measure

Management of ambulatory-sensitive conditions: diabetes; chronic obstructive pulmonary disease (COPD);
congestive heart failure (CHF); dehydration; bacterial pneumonia; urinary tract infections (UTIs)

2% of all physicians meeting HITECH meaningful use requirements

.

.

2% of PCPs meeting HITECH meaningful use requirements
2% of PCPs using clinical decision support

2% of PCPs meeting eRx incentive program requirements
Patient registry use

.

Health care—acquired conditions composite (includes foreign object retained after surgery, central-line—
associated bloodstream infections [CLABSI], falls and trauma, catheter associated UTI, and others)
- ABSI bundle use

uenza immunization

- Pneumococcal vaccination

- Mammography screening

- Colorectal cancer screening

- Cholesterol management for patients with cardiovascular conditions
- Adult weight screening and follow-up

- Blood-pressure measurement

- Tobacco-use assessment and intervention

- Depression screening

- Composite and individual measures (glycated hemoglobin, LDL cholesterol <100 mg/dl, blood pressure
<140/90 mm Hg, tobacco nonuse, aspirin use)

Poor glycemic control (glycated hemoglobin >9295)

Blood pressure control in diabetes

Screening rates for microalbuminuria

Dilated eye exam; foot exam

- Left ventricular function assessment

- Left ventricular function testing

- Weight measurement

- Patient education

- Heart failure prescription rates for left ventricular systolic dysfunction (LVSD)

- Angiotensin-converting—enzyme inhibitor or angiotensin-receptor blocker (ACE/ARB) rates for LVSD
- Warfarin therapy for patients with atrial fibrillation

- Coronary artery disease (CAD) composite and individual measures (oral antiplatelet therapy for patients
with CAD; drug therapy for lowering LDL cholesterol; beta-blocker for patients with CAD with prior myo-
cardial infarction; LDL cholesterol <100 mg/dl; ACE/ARB therapy for patients with CAD and diabetes,
LVSD, or all of the above)

Blood-pressure control rates (<140/90 mm Hg)
Hypertension plan of care

- Spirometry evaluation
- Smoking-cessation counseling
- Bronchodilator therapy based on FEV,

- Screening for fall risk
Osteoporosis management in women who had a prior fracture
Monthly INR for beneficiaries on warfarin

* Most measures and standards would be based on rates within the total eligible population. HITECH denotes the Health Information




Figure 1 The focus of population health systems

Integrated care
models

Population health Improving
(systems) population
health requires
Improving health outcomes multiple
across whole populations, interventions
including the distribution of across
health outcomes systems

Populations Co-ordination of care services
for defined groups of people
(eg. older people and those

with complex needs)

Unit of
intervention

Individual care
W ERET=E N E

‘Making every contact
count’

Individuals Care for patients presenting
with illness or for those at
high risk of requiring
care services

Active health promotion

when individuals come
into contact with health
and care services

TheKingsFund) =&

Population
health systems

Going beyond integrated care

Focus of intervention

Care services Health improvement

Hugh Alderwick
Chris Ham
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ANALYSIS

Why we should be concerned about accountable care
organisations in England’s NHS

The govammert and NHS England's plans for 3 major resrganisation of the heatth and adult socal
Cane BySiEm must come under greater scrutiny, argue Allyaon Polleck and Peisr Rodsrick

Alyson M Palock professor of pubic beall, Paler Roderick principal msearch associie
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Accountable care systems and accountable care
organisations in the NHS: progress or route to

privatisation?

Sustanabillty and ransformation parinershipe are svolving Inio these new organisalions, which will
have responsiolity for all MHS and soclal care. Tom Mobary expians what this means

Torn Moberly UK aditor, The BMY

VWhat are accountable care systems and
accountable care organisations?

In an serurtabls caee ovuiam (ACS) scveral bral thoare
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How are they likely to lunction in the
NHS?

In ik English MHS, ACS e bong cxsblivhed o wnew phoss
ie thed r ol Sty mmed

prinarships (5TP). bn Jenc, Somon Sicvens, MHS Eogland s
chicf caprutve, ikl dclopuic wi the BNHS Cond

arad b respoms hie: for delevery of, sl beali asd social cane
weihn a poogpraphicsl ses. Al ST shoubd booome M5 over
the meal Srw year, bai i & expecicd o by seversl yous befone
the AT formuily become AT

How da they relale lo existing NHS
ghrucburesT

The 3012 Hesith wnd Social Care #ct exisblinhed dinmeal
commenmaming groepm | O, wh placnd prooocy cane
franty in Ergland i AHE In 344, Siovem publivhed e Fiwr
Far Foreard Vire, 2 phn in e the NHS n England £75%n
nyrar Siovees argued thet e savengs wioe poosory brhop
chme fhe widering pap betwom Suadbnyg ard Semond for
wervice be HILS, 34 5T iparincrdbipe beiweon OC0n, NHS
Fanb, e kel menoriEl e eemraned u devzbp plam
i implemen the Five Faar Foreard Vine s el eeel. Thess
5T mre capecied o cashve mis AC S to deliver the mvngs
crvagrd

Will Ihey supersade other NHS
ghructures?

An ALK will ulimmicly supersede the 5TF &

formad. I v whas Ekely thet, o v

ooain, they will spbsme the fusction: of wee oiber MHS:
baudies, moch o O, However, mmey of the orpamsatoes
Foundied afier e 301} aci, inchabng (7 s, were cxahiodbed
on u datziory bees. Lepsbiion wosld be neaded for 40% io
replarr orpmbadion: aech m U0 Hewever, with the

Soroncr el o
Chremicr Manchesicr, whick bud vear do

[ Sbr, §7 Sbn) healih end social cone budiged i
devalation of power? These ACSs willl ieisgraic fonding (o

mosecy Bbe| cam

T

['s T 1 Borait negotintoes, there m milicchy in
be parlismcriary ime over the nexl |8 meeibs indeveiop much
egrdabon




The NHS Long Term Plan

HEWE ANA

The rise of primary care networks

Community netaomis centred on groups of general pracicas are one of the major 1ens
MHS's long term pian. Gareth lacobuced jog oW P are developing and what will

E B
extorced wervos would oy b sdded b edwods conirecis
o e o W ETEEETETS

Whal incentives wll thare be lor practioes
1o join?

them oifira mone smhton oege ol arec
ey, damsito, phyeoho sy, sl debio o

How does MHS England plan Lo develop

} primmry e metveris sindy n

b e vy N ] e W T




Figure 1 The focus of population health systems
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e Planificacion conjunta

e Tecnologias de la comunicacion e informacion integradas

e (Gestion del cambio

e Prioridades clinicas compartidas

e Incentivos

e Enfoque poblacional

e Evaluacion y mejora continua

e Desarrollo profesional continuo que apoye el trabajo conjunto
e Implicacion de pacientes y comunidades

e Innovaciéon

S. Minué EASP



¢, Como hacer gque suceda?
( C. Ham)

1. Encontrar una causa comun con los socios, estando dispuestos a
compartir “soberania’.

2. Desarrollar una “narrativa” compartida para explicar por qué la
integracion importa.

3. Desarrollar una vision persuasiva para describir lo que la integracion
puede lograr.

4. Establecer un liderazgo compartido.

5. Generar tiempo y espacio para desarrollar entendimiento mutuo y nuevas
formas de trabajo.

6. Identificar los servicios y grupos de usuarios donde los beneficios
potenciales de las redes integradas sean mayores.

7. Innovar en las modalidades de contratacion y pago, utilizando también al
sector independiente.

8. Reconocer que no existe “un unico camino” para la integracion.

S. Minué EASP
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