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eValue8 Employer Report:

Executive Summary

Heart disease is one of the leading causes of death and
disability in the working age population. Almost 40% of
the working age population between the ages of 40 to 69
has some type of cardiovascular disease (CVD), including
coronary artery disease or high blood pressure. The risk of
CVD increases with age. CVD costs the United States $400
billion annually. Employers who provide health insurance
pay for the cost of heart disease two ways: medical costs
and lost productivity. This report shows how employers
have used eValue8, a national standardized Request for
Information (RFI), to assess the performance of local health
plans. The business coalition members of the National
Business Coalition on Health (NBCH) use eValue8 to assess
performance and drive improvement. eValue8 encourages
plans to adopt innovative and evidence based practices on
preventing and managing cardiovascular disease.

eValue8 Results
In 2008, 151 PPO and HMO health plans responded to
eValue8, and 103 of these plans had their scores verified by
a local business coalition. Of these 103 health plans:
Prevention and Identification of CVD: 100% of health
plans offer a personal health assessment (PHA, formerly
called HRA). Almost all plans offer at least a web based
PHA and many offer a web based tool plus other options
such as a telephonic or personalized PHA. Over half of
the plans are capable of offering incentives for patients to
complete health risk assessments, including cash payments
(43%), discounts on health and wellness services (41%), and
co-pay or deductible reductions (44%).
Disease Management: Virtually all health plans offer
disease management programs; these programs use phone
calls to educate members about CVD (97%), assess patient
readiness to change (95%), develop a care plan (97%), and
support the member in managing their condition (97%).
Eighty-six percent of plans consider a patient who is eligible
for the program to be enrolled, meaning that the plan can
contact the patient with health improvement services.
Pharmacy Management: For individuals with chronic
diseases, about 40% of plans have the capability to reduce
co-pays and deductibles on essential medications to

encourage adherence to treatment. For patients on CVD
medications, 85% of plans are capable of alerting the patient
when a medication needs to be refilled, 76% can notify the
physician, and 52% can notify the pharmacist to intervene.
Plan Performance Improvement: Health plans typically
measure their own performance using CVD HEDIS
indicators developed by the National Committee for
Quality Assurance (NCQA). HEDIS results show that
87% of practitioners in the plans practice evidence based
medicine by prescribing beta blocker medications to patients
after a heart attack; “persistence” of essential medication use
is now 73%, showing that plans need to continue working
with patients and providers to improve adherence to
recommended treatment.
Physician Performance Improvement: To support
physician adoption of evidence based practices, 85% of plans
offer member specific reports to physicians to show them
which patients are in need of services. Fifty-two percent
of plans offer comparative reports to help physicians see
how they are doing compared to their peers. In addition
to performance feedback, 40% of plans use incentives to
encourage physicians to obtain external validation through
the NCQA Physician Recognition Program. Thirty-seven
percent of plans list NCQA Recognition in the directory
of physicians to let patients know which physicians have
achieved recognition. Fourteen percent of health plans have
a “search” feature to allow patients to search specifically for
Recognized physicians.
Through eValue8, many employers are examining what their
health benefit plans are doing to identify individuals at risk
and to engage them in reducing risk. Health plans have
adopted many innovations to work more effectively with
patients and providers on evidence based approaches to
stop smoking, reduce cholesterol, control hypertension, and
engage in other healthy behaviors. In the future, employers
expect that plans will continue to improve capabilities to
prevent disease by adopting best practices to influence
member behavior change. Employers expect to see an
evolution of measurement, incentive and reward systems
for physicians and patients and in different settings such as
communities, worksites, and practitioner offices.
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The Landscape

for

Employers

Introduction
The American Heart Association reports that 80 million
Americans have some form of heart disease – high blood
pressure, coronary heart disease, stroke or heart failure1.
Risk factors for heart disease begin in the working age
population. Employers, who pay the costs of heart disease
both in terms of medical costs and lost productivity,
increasingly recognize the need to prevent heart disease
and intervene early to prevent complications for those who
have it. Employers look to health plans to deliver the best
practices in health care and to support employers’ efforts
to bring innovative programs to employees. eValue8, a
national Request for Information (RFI), is one tool used
by employers to assess health plan performance and
to set expectations for high performance in delivery of
cardiovascular disease prevention and treatment services.
Health plans have adopted many innovations to reach
members and their network physicians about ways to
improve prevention and treatment of cardiovascular
disease. High performing health plans use tools such as
performance measurement, feedback, and incentives and
rewards to engage physicians and members in prevention
and better management of heart disease. This report
examines some important and successful strategies used
by health plans. Yet there is still room for improvement
- millions of working age people are at high risk for heart
disease or have a diagnosed condition. Ongoing efforts
are needed to educate, engage and motivate members and
providers to take action on heart disease.
The goal of the report is to show employers – the organizations
most often purchasing health care for the nation’s workers –
that they can leverage buying power to select the highest
performing health plans and providers. According to
Laurel Pickering, executive director, New York Business
Group on Health, “Employers in our market use eValue8
to track progress on priority areas in health care. We use
site visits with health plans to have focused discussions
about plan performance using the data from eValue8. The
data and the site visits give us the opportunity to talk about
collaborative health plan projects. These are areas where we
would like the plans to work together to improve health care
2 • Progress Report to The Nation’s Employers

outcomes.” Employers are encouraged to use information
from this report to engage in discussions with members
and negotiations with plans about effective approaches to
reducing the toll of heart disease.
NBCH is a national organization representing local
community coalitions that represent local employers
and support them in purchasing value based health care
programs. In this national snapshot, NBCH uses eValue8
data and examples from 103 health plans to illustrate
innovative and effective strategies to prevent and mitigate
the effects of cardiovascular disease. eValue8 was created
to assist NBCH member coalitions and the employermembers of coalitions to assess health plan performance.
eValue8 is also used proactively to encourage plans to
adopt innovative or evidenced based programs.
NBCH has an ongoing focus on improving prevention and
care of chronic disease. NBCH encourages employers to
maximize the value of health plan services to help their
employees while improving care and controlling costs.

The 2008 eValue8 RFI
eValue8 is an NBCH tool for member coalitions to access
standardized information on health plan performance.
“eValue8 gives employers an opportunity to gain strategic
information about their health plans, both in terms of the
employer’s priorities and relative to what other plans are

About the National Business
Coalition on Health
NBCH is a national, non-profit, membership organization
of nearly 60 business and health coalitions, representing
over 7,000 employers and 25 million employees and
their dependents across the United States. NBCH and
its members are dedicated to value-based purchasing
of health care services through the collective action of
public and private purchasers. Visit www.nbch.org for
additional information.

offering,” said Bruce Sherman, MD, director, Health &
Productivity Initiatives for the Employers Health Purchasing
Corporation of Ohio. “Employers are empowered to use the
information in eValue8 to help them focus their purchasing
strategy on quality, rather than buying the least expensive
health plan option out there. It helps employers put value
into the equation rather than just thinking about costs.”
Health coalitions offer eValue8 to assist their employer
members in assessing health plan benefit offerings and
programming. eValue8 examines how health plans deploy
evidence based approaches and innovative strategies to
promote health and manage disease in the covered population.
Through coalitions, employers have access to health planspecific performance and operational information.
The eValue8 RFI survey tool is updated annually to examine
health plan activities that address national or employer
priorities. In 2008, eValue8 asked for information in
seven modules, each of which has implications for better
cardiovascular care:
•Plan Profile (Operations and Organization). Plans
report on how they organize services and on their
accreditation status by an external organization. Plans
report on health information technology systems to
manage and report information that improves quality.
Plans also discuss their programs to remove barriers to
care and introduce incentives for health maintenance
activities. Programming to reduce disparities in
health care for racial or ethnic minority populations is
also covered. Plans report on oversight programs for
contracting and claims management processes. For
people with heart disease, these issues are important
because health plans need effective information
systems to identify individuals with cardiac risk factors
or cardiovascular disease and need to have technology
that is flexible enough to administer plan designs that
reduce barriers, align incentives, and track behaviors
that maintain and improve health. Plans may also
need to do additional outreach to offset disparities
among racial and ethnic minority populations.

• Consumer Engagement and Support. Plans report
on their programs to support members in choosing
the best doctors, hospitals, and treatment alternatives
as well as decision support services to assist consumers
in comparing costs of selecting certain medications
or services. Plans also report on their programs to

offer personal health records that enable consumers
to keep their own health information in a portable,
electronic format. Lifestyle management and change
is critical for individuals with heart disease or risk
factors for heart disease. It is important that health
plans understand how to help patients change their
behavior to stay well or to manage their condition
most effectively.

• Provider Measurement. Plans report what they do to
track, benchmark, and provide performance feedback
to physicians and hospitals. Health plans also report
their activities designed to promote and reward
doctors and hospitals for superior performance,
including clinical outcomes. Provider measurement
activities are important for people with heart disease
because it is complex for physicians to care for the
many elements of heart disease. Physicians benefit
from feedback on their performance that will help
them improve care. Reports to the public help
patients choose which doctors are doing best at
taking care of people like them.

• Pharmaceutical Management. Plans report on their
relationships with pharmacy benefit management
firms, how they manage costs through the use of
generic equivalent medications, whether they have
specialty pharmacy programs, and what steps they
have taken to improve safe and appropriate use of
medications. Plans report on their activities to
reduce inappropriate prescribing of antibiotics and
reduce errors in physician prescribing as well as
their activities to promote electronic prescribing
and improve efficiency. Pharmacy programs are
important to people with heart disease because drug
therapy is often part of a treatment plan and can often
be costly or confusing. Patients need help managing
costs, understanding the need for medications, and
learning ways to increase adherence to medication
for optimal results.
• Prevention and Health Promotion. Plans report on
programming and performance in cancer screening,
immunizations, tobacco use, weight management,
worksite health promotion, and risk factor education.
In particular, eValue8 encourages plans to use a
personal health assessment (PHA) tool to identify
members who have or are at risk for chronic disease.
Plans are scored on their programs to support members
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in making health improvements, for example, by
offering reminders, counseling, or internet programs
to support healthy lifestyles. Health promotion is
an important part of reducing risk of heart disease
and preventing complications for members with
CVD. Plans reveal the extent to which they leverage
information to help drive health status. Information
about gaps in care and gaps in adherence can be used
to inform members, doctors, and health coaches.

• Chronic Disease Management. Plans report on
programs used to help members with cardiovascular
disease and diabetes manage their conditions.
Plans are asked to report on what is done to help
people with CVD reduce complications, CVD
care processes and outcomes as measured through
HEDIS data, and other indicators of impact on
health and productivity. Patients with CVD benefit
from coaching, counseling, and support offered
through disease management programs.

• Behavioral Health. Plans report on efforts to increase
effective care for members with depression or alcohol
problems. They are asked how they track patients and
ensure that their care is coordinated between behavioral
health specialists and the patients’ primary physicians.
Plans report performance results in behavioral health
and the support offered to patients and physicians.
Behavioral health programs are important for people
with cardiovascular disease because many people with
chronic illnesses also suffer from stress or depression
related to the disease.

Many employers and employer coalitions view eValue8 as a
tool to engage vendor health plans in discussions about value
and quality improvement. Pam Sawicki, program coordinator
for the South Carolina Business Coalition on Health notes
that eValue8 is a learning tool for both plans and employers;
“eValue8 does a good job in allowing employers to set
expectations for health plans. Employers use it to negotiate
and to make decisions. The biggest value the employers see is
the opportunity to sit down with the health plans in a face to
face meeting and talk with the plans about what is important.
Plans and employers value the transparency. One large plan
in our market always agrees to participate if they are asked.
Employers value that plans are willing to sit down, talk about
the feedback and make changes.”
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Notes about eValue8 Data
Response to the eValue8 Request for Information is
voluntary. Most health plans respond to the Request for
Information because they are asked to by local businesses
and health coalitions. Health coalitions represent local
employers who purchase either self-insured products or
fully insured health benefit programs. When a responding
health plan is located in a community served by a coalition,
the coalition is responsible for “scoring” the responses to
the RFI. After scoring, local coalitions and their employer
members meet with health plan leadership to provide
feedback on performance and future year expectations.
One hundred fifty-one health plans covering more than
100 million people responded to the 2008 eValue8 RFI2.
Of these plans, 103 operate in regions represented by a
local business coalition. Through the coalitions, NBCH
validates the data of this subset of respondents. It is these
103 plans from which data in this report are drawn. During
the scoring process, trained reviewers examine responses to
each question and “validate” the integrity of the response.
This subset of the data is considered “cleaner” for analytic
purposes; the exclusion of the other plan data does not
reflect performance difference in those plans. Fifty-two
percent of the 2008 respondents were health maintenance
organizations (HMO) and the other 48% were provider
preferred organizations (PPO). Most responding health
plans, HMO or PPO, were for-profit organizations (62%).
The data produced here was reported to NBCH in 2008
in response to the 2008 eValue8 RFI. In most instances,
the data reported by plans reflects 2007 program activities.
As noted in many of the tables, responding health plans
generally offer multiple, fully insured and self-insured
products. Many of the questions report on plan capability
to deliver selected services. It is important to recognize,
however, that they are not delivering these services to all
customers. Uptake of program innovations is dependent on
the employer’s selection of benefit services.

eValue8 Expectations

eValue8 Expectations
Responses to the eValue8 Request for Information are “scored” by trained coalition directors and health care consultants. Individual
health plan performance scores are reported to employers and benchmarks are reported in an annual NBCH eValue8 report. Scoring
of plan performance is based on points assigned according to expectations discussed in this table.
eValue8 Expectations:
CVD Identification and Diagnosis
eValue8 expects health plans to employ mechanisms to
identify, recruit, and engage members who may benefit
from CVD care and interventions. eValue8 examines
the effectiveness of member identification programs
by looking to see if the prevalence found in the plans’
membership is approximately what would be expected in
a population for specific age cohorts. Plans are expected
to provide a comprehensive set of prevention and health
promotion services and to provide mechanisms of
support to consumers and practitioners. Health plans are
expected to partner with employers to provide meaningful
information to members and to offer health promotion
activities, some of them worksite based.
eValue8 Expectations: HEDIS Measures
NCQA HEDIS measures reflect clinical goals established
through major evidence-based clinical practice guidelines.
Purchasers place great emphasis on the degree to which plans
perform well in the HEDIS measures available. eValue8
assigns higher scoring credit to plans that have HEDIS
results in the top 10% of plans nationally. Purchasers also
expect plans to evaluate and adjust their member and
practitioner interventions to improve performance. eValue8

About eValue8
eValue8 is the nation’s leading evidence based Request
for Information (RFI) Tool and is a key initiative of NBCH.
eValue8 is used by employers and coalitions to gather
health care data from health plans and health insurers.
Over 100 million Americans, or two-thirds of Americans
covered through employer-sponsored plans, are members
of health plans that respond to the eValue8 RFI. It is
widely used by business health coalitions, their purchaser
members, and national employers to assess and manage
the quality of health care vendors. eValue8 raises the
bar for health care performance and moves the market
to deliver greater value for the purchaser’s health care
dollar. Employers who wish to utilize RFI for information
on health plans in their area can work directly with NBCH
member coalitions. For more information,
visit www.evalue8.org.

asks health plans to go beyond the HEDIS measures by
tracking additional measures that are important to health
plan purchasers, including patient functional status.
eValue8 Expectations:
Provider Performance Measurement
Purchasers expect plans to evaluate the quality of the
provider network, and where feasible, implement steps to
improve the overall quality of the provider network. This
may include activities such as promoting use of electronic
medical records, working with clinical Centers of Excellence,
offering a high performing network, or promoting medical
homes. As evidence increases that physician offices offering
“coordinated care” perform better on quality indicators,
eValue8 questions are evolving to address elements of
coordination. eValue8 is supportive of use of “mid-level”
practitioners to improve practice capacity, but does not
specifically promote reimbursement approaches for midlevel practitioners. eValue8 expects that plans monitor care
provided to members, as well as practitioner compliance
with clinical guidelines. The goal of monitoring is to make
actionable clinical data available to practitioners so that they
can identify which patients need additional services. eValue8
recently added expectations that plans promote individual
physician “recognition” for high performing doctors and
establish methods both to help physicians gain recognition
as well as to help patients identify which physicians provide
the best care.
eValue8 Expectations:
Personal Health Assessment/Health Risk Assessments
Purchasers expect that plans will have a mechanism
for identifying and sorting diabetic members according
to intensity of needs (e.g. predictive model, clinical
criteria). Plans are expected to provide a health risk
assessment (HRA) that is available to all members and is
comprehensive, automated, able to produce multiple reports,
and demonstrates strategies to maximize completion
rates. eValue8 requires information on worksite-based
communications with employees about health and risk
management, use of HRAs, and use of HRA data to
engage patients in disease management, case management,
or education. Efficiency of these processes is addressed in
questions regarding electronic capabilities and reporting.
5

CASE STUDY
eValue8 Expectations: Obesity
The eValue8 RFI tool sets expectations for health plan
performance in prevention, screening, and management
of obesity and obesity risk factors. Obesity management
is important to reduce risk of CVD and improve overall
health. Employers expect plans to educate overweight
members on the health risks of obesity, identify and target
members who can benefit from treatment, and track
successful program efforts. Health plan purchasers also
expect plans to have a robust primary prevention program
that educates members about the risk factors for obesity
and its relationship to other chronic diseases.
eValue8 Expectations: Patient Engagement
Employers expect health plans to provide multiple
interventions designed to engage patients in selfmanagement and preventive health behaviors, including
lifestyle changes. Purchasers expect plans to provide their
members and primary care physicians with information
and other types of support (e.g., counseling, web-based
programs, etc) that facilitate member engagement in
lifestyle modifications to prevent or ameliorate the burden
of preventable disease. Purchasers expect that plans will
educate members about their disease and support them in
their efforts to self-manage and navigate the health care
system. Plans are expected to provide actionable memberspecific reminders or demonstrate that all network
practitioners are tracking compliance.
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eValue8 Expectations: Pharmacy Management
eValue8 expects that health plans involve pharmacy
expert resources in program design and/or interventions.
Plans are also expected to identify individuals with poor
medication compliance through routine monitoring of
refill activity. eValue8 purchasers expect that health plan
formularies—the list of drugs health plans cover—are
readily available to members. Purchasers also expect
health plans to provide comprehensive sets of information
about each covered drug (e.g., purpose, alternatives, side
effects, risks, and contraindications).
eValue8 Expectations: Disease Management
Purchasers expect plans to provide DM programs or other
organized approaches to improve care of members with
chronic conditions, and proactively offer these programs to
all appropriate members. Increasingly, eValue8 expectations
will evolve to encourage plans to not only offer programs,
but to implement strategies (incentives or other) to actively
engage patients and providers and to document the
impact of those programs. Purchasers expect that plans
will employ mechanisms to identify, recruit and retain
members who may benefit from DM interventions. Plans
should have a mechanism for identifying and stratifying
members according to intensity of needs (e.g. predictive
model, clinical criteria). Member support should include
tailored education and interventions. that reflect the
severity of the condition, and should include coordination
of care for members with co-morbid conditions.

Section 2

eValue8 Employer Report:

About Cardiovascular Disease
What is Cardiovascular Disease
(Heart Disease)?
Cardiovascular disease is sometimes thought of as a disease
of the elderly. In reality, it is one of the leading causes of
death and disability in the working age population. As
Figure 1 shows, while the risk of CVD increases with age,
almost 40% of the working age population between the
ages of 40 to 69 has some type of cardiovascular disease.
Many of the risk factors for heart attacks and stroke
emerge in the working age population. Many working
age adults are diagnosed with risk factors including high
blood pressure, high cholesterol, and diabetes mellitus, so
the need for individuals to adopt healthy behaviors that
can prevent cardiovascular disease remains imperative.
Preventive behaviors include exercise, smoking cessation,
and weight control.

Figure 1: Prevalence of CVD in adults age 20 and
older by age and sex
100%

Men

Women

73.3 72.6

79.3

Cardiovascular disease is actually a group of diseases
related to the heart and blood pressure. Some of the
specific conditions included in the term CVD include:
• Hypertension (high blood pressure)
• Hyperlipidemia (high cholesterol)
• Coronary artery disease (CAD)

• Myocardial infarction (also called heart attack or MI)
• Congestive heart failure (CHF)
• Stroke

• Peripheral Artery Disease     

Figure 2: Prevalence of High Blood Pressure in
Adults by Age and Sex
100%

60%

37.9 38.5

40%

20%

15.9
7.8

0
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80%
Percent of Population

Percent of Population

80%

85.9

Often employers think of CVD as being blood pressure and
cholesterol control, and then the expense of caring for people
after a heart attack. They understand that underlying causes
– obesity, lack of activity – are preventable and manageable.
They realize that CVD has an effect on the productivity of
workers. Their response is in wellness and prevention, and
then of course pharmaceutical management.”

76.4
64.7

60%

53.7

40%

69.6

64.1

55.8

36.2 35.9
23.2

20-39

40-59

60-79

80+

Source: NCHS and NHLBI. (NHANES: 2005-2006). These data
include coronary heart disease, heart failure, stroke and hypertension.

John Miller, executive director of the MidAtlantic Business
Group on Health and an eValue8 user commented,
“Absolutely, employers are aware of CVD’s impact on the
health of employees and the expenses they are incurring.

20%

16.5

13.4
6.2

0

30-34

35-44

45-54

55-64

65-74

75+

Prevalence of high blood pressure in Adults by age and sex
(NHANES: 2005-2006). Source: NCHS and NHLBI.
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Cardiovascular conditions are interrelated, and there is an
added impact when the patient has multiple risk factors
and/or related diseases such as diabetes. High cholesterol is
a significant risk factor for heart disease. High cholesterol
can leave deposits on the walls of the blood vessels in the
heart, increasing the risk of heart attacks.
High blood pressure is often one of the first signs of
CVD. If high blood pressure is not controlled, the risk of
heart attack is increased. High blood pressure also causes
damage over time to the veins and arteries elsewhere in
the body, which may lead to peripheral arterial disease or
kidney problems. Figure 2 shows the risk of high blood
pressure by age, and suggests that prevention strategies
should be started early.
Coronary artery disease (CAD) occurs when the blood
vessels of the heart are either partly or completely blocked.
Blockages are caused by narrowing of the vessels due to
cholesterol plaques and or blood clots. People with CAD
often have chest pain, which can also be a warning signal
of heart disease. A blockage of the blood vessels of the
heart is called a myocardial infarction (MI), and a blockage
in the brain is a stroke. A heart that is damaged by a
heart attack is less able to carry out its primary function of
pumping blood. This causes the heart muscle to become
weaker, and may lead to congestive heart failure.
The National Institutes of Health (NIH) reports the
following information about the importance of heart
disease and its risk factors:3,4

• Hypertension:  1 out of 3 people has high blood pressure.  
Uncontrolled, high blood pressure leads to coronary heart
disease, heart failure, stroke, kidney failure, and other
health problems
• Coronary artery disease (CAD) is the leading cause of
death in the United States for both men and women.
Each year, more than half a million Americans die from
CAD.   Certain traits, known as risk factors raise the
chances of developing CAD.   Most are controllable; the
more risk factors an individual has, the greater the chance
of developing CAD.

• Unhealthy blood cholesterol levels. This includes high LDL
cholesterol (sometimes called bad cholesterol) and low HDL
cholesterol (sometimes called good cholesterol).

• High blood pressure. Blood pressure is considered high if it
stays at or above 140/90 mmHg over a period of time.
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• Smoking. This can damage and tighten blood vessels, raise
cholesterol levels, and raise blood pressure. Smoking can
interfere with the body’s ability to effectively transport
oxygen to the body’s tissues.

• Insulin resistance. This condition occurs when the body
can’t use its own insulin properly. Insulin is a hormone that
helps move blood sugar into cells where it’s used.

• Diabetes. This is a disease in which the body’s blood sugar
level is high because the body doesn’t make enough insulin
or doesn’t use its insulin properly. Diabetes significantly
increases the risk of heart disease.

• Overweight or obesity. Overweight is having extra body
weight from muscle, bone, fat, and/or water. Obesity is
having a high amount of extra body fat.

• Metabolic syndrome. Metabolic syndrome is the name for a
group of risk factors linked to overweight and obesity that
raise the chances for heart disease and other health problems,
such as diabetes and stroke.

• Lack of physical activity. Lack of activity can worsen other
risk factors for CAD.
• Age. As individuals age, risk for CAD increases. Genetic
or lifestyle factors cause plaque to build in the arteries. By
the time people are middle-aged or older, enough plaque
has built up to cause signs or symptoms. In men, the risk for
CAD increases after age 45.  In women, the risk for CAD
increases after age 55.

• Family history of early heart disease. Risk increases if a
father or a brother was diagnosed with CAD before 55
years of age, or if a mother or a sister was diagnosed with
CAD before 65 years of age.

Treatment of Heart Disease
The most effective strategy to prevent heart disease is
maintaining a normal weight, exercising, and maintaining a
healthy diet. Some people may not be able to sustain these
healthy behaviors, and some may be diagnosed with CVD
in spite of controlling behavioral risk factors. Treatment
for CVD is aimed at both treating risk factors, and for
individuals who have been diagnosed with the disease,
ensuring that the disease does not worsen or progress.
Every individual of any age can work towards the goals
of cardiovascular risk reduction. People with a diagnosed
heart condition or risk factors should be treated according
to the best known medical evidence. In shorthand, this is
called, “evidence based care.” People with CVD need an

individualized treatment plan that includes appropriate
medications and other interventions as well as regular follow
up visits to ensure that treatment goals are being met.
Many physician societies and national research organizations
have examined research on CVD treatment and have
developed guidelines for treatment. Recommended evidence
based treatment for coronary artery disease may include
lifestyle changes, medicines, and medical procedures.5
Important aspects of care are:
• Smoking cessation
• Weight loss

• Cholesterol control

• Hypertension (high blood pressure) control

• ACE inhibitors and “Beta blocker” medications
for people who have had heart attacks.

Figure 3: Level of Risks

Estimated 10-Year FRate %
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A
B
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D
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50-54
50-54
50-54
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HDL Cholesterol, mg/dL
45-49
45-49
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35-34
Total Cholesterol, mg/dL
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200-239
200-239
Systolic BP mm/Hg, no treat. 120-129
130-139
130-139
130-139
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No
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Diabetes
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No
Yes
Yes
mm Hg = millimeters of mercury. mg/dL = milligrams per deciliter of blood

Estimated 10-Year CVD risk in 50-54-year-old adults according to levels
of various risk factors (Framingham Heart Study).Source: D’Agostino et
al., Circulation. 2008;117:743-753

Chart 1 shows recommended goals for cardiovascular
risk reduction put forward by the American Heart
Association6 based on the American Heart Association
and the American College of Cardiology guidelines:

Chart 1: American Heart Association / American
College of Cardiology Cardiovascular Risk
Reduction Goals
Risk Factor

Goal

Smoking

Quit for good

Less than 140/90 OR Less than
130/80 for those with diabetes or
chronic kidney disease
Less than 100 mg/dL OR Less than
LDL (bad)
70 mg/dL for those at very high risk of
Cholesterol
a heart attack or sudden cardiac death
Triglycerides Less than 150 mg/dL
HDL (good) 40 mg/dL or higher for men and
Cholesterol
50 mg/dL or higher for women
At least 30 minutes of physical activity
Physical
(brisk walking, jogging, cycling, etc.)
Activity
on most (preferably all) days of the
week
Ideal body mass index (BMI) is
18.5–24.9 kg/m
Waist circumference not more than 40
inches for men and not more than 35
Weight
inches for women (Recommendations
are lower for people of Asian descent:
37–39 inches for men and 31–35 inches
for women.)
Blood Sugar Normal fasting blood glucose of less
(glucose)
than 100 mg/dL
For diabetics, a HbA1c (glycosylated
Diabetes
hemoglobin) of less than 7 percent
Blood
Pressure

Patients who are able to reduce their blood pressure to
less than 140/90, stop smoking, change their diet, and
take medication to reach a total cholesterol level of less
than 200 are at a far lower risk of having a heart attack.
Cholesterol can be complex for patients to understand and
for physicians to manage. Chart 2 shows recommended
goals for blood cholesterol. Individuals diagnosed with
high cholesterol or in high risk categories for a heart
attack should be treated both with therapeutic lifestyle
changes, including losing weight, controlling cholesterol
in the diet, and being physically active for 30 minutes each
day as well as taking medications to lower cholesterol.
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Chart 2: National Institutes of Health Cholesterol
High Blood Cholesterol Information

Total Cholesterol Level

Category

200-239 mg/dL

Borderline high

Less than 200 mg/dL

240 mg/dL and above

LDL Cholesterol Level
Less than 100 mg/dL
100-129 mg/dL
130-159 mg/dL
160-189 mg/dL

190 mg/dL and above

Desirable
High

LDL Cholesterol
Category
Optimal

Near optimal/above
optimal
Borderline high
High

Very high

Cholesterol levels are measured in milligrams (mg) of
cholesterol per deciliter (dL) of blood)

HDL (good) cholesterol protects against heart disease,
so for HDL, higher numbers are better. LDL (bad)
cholesterol is the main source of cholesterol buildup and
blockage in the arteries
Source: NIH, NHLBI National Cholesterol Education Program7

Reaching cardiac risk reduction goals may not be easy.
Physicians may need to meet regularly with the patient
and modify medication regimens a number of times until
patients are able to reach their goals. As Figure 3 shows,
cardiac risks are additive: individuals with multiple risk
factors are far more likely to experience a cardiac event
than individuals with few risks. In particular, diabetes
is an important risk factor that may lead to heart disease.
This is one reason health plans and employers often focus
on identifying and engaging members with multiple risks
or with other diseases such as diabetes.
Many employers are promoting cardiovascular risk
reduction by asking health plans to help their employees
with weight loss, dietary improvements, and exercise. The
eValue8 RFI includes a series of questions about how the
health plan works with doctors and patients to carry out
“evidence based care” to prevent and control CVD. These
questions are employers’ ways of communicating with
plans about priorities and seeking information that enables
the employer to offer the most effective benefit strategy.
According to South Carolina’s Pam Sawicki, “Setting
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expectations is really important. Even the plans that don’t
participate are making changes in their programs because
they know what is important to employers. Employers
use the results from risk assessments to identify needs for
services among members and use eValue8 to align their
benefits, for example by using doctor incentives or waiving
member co-pays for essential medications.”

The Quality Gap
Consistent use of essential heart disease medications results
in lower risk adjusted mortality among patients. In spite of
this, researchers repeatedly find inconsistent use of essential
recommended medications and incomplete control of risk
factors8,9. For example, a 2005 study found that when
comparing recommended treatments for patients with
care documented in patient records, only 57% of patients
with hypertension received optimal treatment. Only
42% of patients had controlled blood pressure to less than
140/90.10 A 2002 study that asked patients to report on
their consistent use of recommended medicines found that
patients reported consistently using aspirin 71% of the time;
beta-blockers 46% of the time; lipid-lowering therapy 44%
of the time; aspirin and beta-blockers 36% of the time; and
all 3 medications 21% of the time.11 These medications
are considered to be essential treatments for “secondary
prevention,” (e.g. preventing worsening of heart disease.)
Several factors may explain why patients at risk for or
diagnosed with heart disease do not always get the treatment
they need. Although clinical guidelines from the American
Heart Association / American College of Cardiology
and others are available, effective control of heart disease
requires management of multiple risk factors such as high
blood pressure, cholesterol, and often, diabetes. This
requires regular monitoring and adjustments to medications.
Uncontrolled clinical risk factors may have two sources:
lack of compliance with medications or behavior change
recommendations on the part of the patient, as well as lack
of treatment or treatment “intensification” by physicians
even when the patient’s symptoms have not subsided or
goals have not been met.
Researchers have recommended a combination of counseling
and support to help patients improve adherence.12 Several
studies have found that simplifying dosing regimens
increases adherence to medication, as does the use of
motivation to help patients13.

Research has also demonstrated the need to educate and
motivate physicians on evidence based treatment of CVD
and cardiac risk factors.14,15 Although physicians are getting
better at prescribing the essential medications to prevent and
treat heart disease (lipid lowering medications, medications
to reduce high blood pressure, and medications to help the
heart after a heart attack), there remain gaps in care.
Sometimes, financial access barriers contribute to a quality
gap as well. Studies show that increasing cost sharing for
prescription drugs reduces use of such drugs and may have
the perverse result of increasing use of acute care services
such as hospitalizations16. To address this problem, many
plans and employers are working to remove financial
barriers to essential medications. Employers are also
offering incentives for employees to take risk assessments
and adopt healthier behaviors. By doing what they can
to motivate employees, employers complement the efforts
of physicians and other health care providers and help
improve outcomes.
For employers, the message of this research is that they
need to ask their health plans both to work with physicians
and to engage patients to “close the gap” in controlling
heart disease. There is a role for health plans in closing
this quality gap. Says South Carolina’s Pam Sawicki,
“Employers need to ask plans to identify employees in
need and get them to physicians. Then they should make
sure the physicians know what to do.”

The Economics of CVD From the
Employer Perspective
At an annual cost of $400 billion in 2006, cardiovascular
disease accounts for 34% of mortality and is the most costly
disease in the United States. Researchers estimated $145
billion in lost productivity due to morbidity and mortality of
CVD17. Figure 4 shows some of the costs of heart disease.
In a review of evidence, the Centers for Disease Control
and Prevention (CDC) noted that controlling blood
pressure with medications is one of the most cost-effective
methods of reducing premature cardiovascular morbidity
and mortality. CDC notes that a 12- to 13-point
reduction in blood pressure can reduce the number of
heart attacks by 21%, strokes by 37%, and all deaths from
cardiovascular disease by 25%18. Researchers from CDC
have also calculated that employers can yield a three to

six dollar return on investment for each dollar invested
over a two to five year period for workplace interventions
to improve employee cardiovascular health by investing
in comprehensive worksite health-promotion programs
and by choosing health plans that provide adequate
coverage and support for essential preventive services.
The investments studied by CDC researchers included a
health promotion program, behavior change support to
improve healthy eating and exercise, financial and other
incentives for behavior change, and corporate policies to
increase a healthier lifestyle.19
There are economic implications for allowing gaps
in health care quality. Researchers have found that
hypertension treatment is saving lives and money. They
estimate that treatment of hypertension currently saves
over 86,000 lives per year and has a cost-benefit ratio of
six dollars returned in health and productivity for every
dollar spent in treatment. These same researchers estimate
that improvements in identification and management of
hypertension could yield almost 100,000 in lives saved
annually.20 Closing this cost and quality gap is a key goal
of eValue8.

Figure 4: Direct and Indirect Costs of CVD and
Stroke
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Estimated direct and indirect costs (in billions of dollars) of major
cardiovascular diseases and stroke (United States: 2009). Source: NHLBI.
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SECTION 3
Section

What do Employers want
Health Plans and Why?
Getting Ahead of the Curve
Employers want their health plan suppliers to get in front
of the cost and quality curve for cardiovascular disease.
This means adopting a number of important strategies to
educate employees about their own individual risk factors,
identifying employees with risk factors for cardiovascular
disease, helping them prevent more complicated disease,
and for individuals with advanced illness, helping to ensure
that they have the best evidence based care.
According to Ohio’s Bruce Sherman, “CVD is a huge cost
driver. CVD-associated cost is a core report component that
employers get from their health plans and they recognize as a
major cost driver. The real issue is that once employees have
CVD claims, it’s late in the process of the disease; they’re
beyond risk factor control as a treatment. To be proactive,
we need to start focusing on risk factor reduction before
employees get sick. For employers that have employees
with a long tenure, it is worth the investment to decrease
these risks, and consequently the risk of developing CVD.
Prevention is a much more cost effective strategy compared
to intensive case management and disease management for
people with heart disease.”

Finding Patients: Personal Health
Assessments
A personal health assessment is a paper, telephonic, or webbased survey that asks employees to describe themselves in a
way that helps to identify health risks. eValue8 asks plans to
describe what tools and programs they offer to help patients
understand their own risk. One hundred percent of health
plans offer a PHA. Most PHA tools either produce a score
that the employee can use in discussions with his or her
physician, a set of recommendations for reducing risk, or a
referral to a wellness or disease management program.
Recognizing the importance of getting the employee
involved, many employers are using incentives to encourage
taking a PHA. According to Maryland’s John Miller,
“Employers are very interested in PHAs. The PHAs offered
by the health plans are very good – they identify a lot of
important issues and offer help to patients on what to do to
12 • Progress Report to The Nation’s Employers

from

prevent illness. The issue is getting employees to take the risk
assessments. Uptake is often dismal unless employees have
an incentive to participate. Many employers are providing
incentives for employees to respond to the PHA. They see
the cause and effect of incentive dollars – when they offer
cash to take the risk assessment, employees use it.”
Although the definitive research is not yet in on the
impact of incentives in changing health-related behavior
of employees, plans have widely adopted both financial
and other incentives to engage consumers. Figure 5 shows
that over half of the plans are capable of offering incentives
for patients to complete personal health assessments. Plans
use both financial and non-financial approaches and looked
at together, 76% of plans can offer some type of incentive.
(Whether it is the employer or the plan offering the incentive
depends largely on whether the employer is fully insured or
self-insured. eValue8 asks about the capability to administer
an incentive, which identifies the plans best able to support
an employer’s objectives around PHA use.)

Figure 5: Capability to Provide Incentives for
PHA (HRA) Completion
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Preventing Risk Factors
According to Bruce Sherman, “There are some really high
priority interventions that we need to maximize. Getting
people to stop smoking. Addressing hyperlipidemia, high
blood pressure and diabetes – these are risk factors we can
do the most about. CVD is often the result of unhealthy
behaviors, and we need to proactively address behaviors.
This is more effective than just trying to negotiate with the
most cost effective provider of heart surgery. Employees
themselves can have an impact by making lifestyle changes
and reducing their risk.”
Figure 6 shows the variety of health plan incentives used
to increase patient participation in wellness / health
promotion programs. Strategies range from offering
credits for wellness related services or items (44%), to
reducing premiums for individuals who reduce their
risk (35%). To encourage members to participate in
specific programs, 86% of plans have the capability to
offer incentives to members to participate in a weight
loss program, 61% offer incentives for participation in
wellness / health coaching, and 62% offer incentives for
participation in chronic disease management coaching.

Figure 6: Percent of Plans Capable of Offering
Financial Incentives for Participation in Wellness/
Health Coaching.
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Figure 8: Physician Incentives for Smoking
Cessation Treatments
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Figure 7: Percent of Plans Offering Smoking
Cessation Programs
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Controlling and Reducing Risk Factors
Smoking cessation is one of the most important
interventions needed to prevent heart disease and slow the
progression of the disease. As Figure 7 shows, smoking
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cessation programs are almost universally offered by
health plans. Ninety-three percent of plans offer online
interactive services to support smoking cessation, 85%
have telephone counseling, 59% offer group sessions, and
23% offer individual sessions. In addition, some plans are
also incentivizing physicians to encourage them to identify
and refer patients for smoking cessation treatment. Figure
8 shows that 21% have programs to promote the use of
smoking related CPT codes, which means they encourage
physicians to bill for smoking related counseling or
treatment. Twelve percent offer incentives to doctors
for patient cessation treatment or referrals. Programs
for physicians may complement incentives for members
to participate in smoking cessation programs, since a
message from the physician may help the member better
understand the importance of smoking cessation.
Another high priority risk reduction strategy is weight
control. Figure 9 shows the range of programs offered
to help members reduce weight. Ninety-five percent, or
almost all plans, offer web based information on obesity,
and the majority offer other types of support such as online
support, coaching, group sessions, and access to programs
such as Weight Watchers.

Figure 9: Member Support for Weight
Management

80%

60%

40%

12%

Waive Initial OV
Copay for Monitoring
and Treatment

Waive Initial
RX/Equipment
Copay

Waive OV Copays
for Monitoring
and Treatment

Waive OV Copays
for RX/Equipment
Maintenance

Reduce OV Copay
Amount for Monitoring
and Treatment

69% 69%

2008 eValue8

16%

13%

Reduce Copays
for RX/Equipment
Maintenance

79%

14%

38%

32%

30%

Modify Deductibles
for Monitoring
and Treatment

82%

39%

20%

0

Programs to improve member adherence to medications
are often coupled with member education initiatives to
ensure that members know what benefits are available to
them and take action. As the UnitedHealthcare Taking
Charge of You Program illustrates, plans and employers are
eager for members to engage in behaviors that help them
manage both health and health care costs proactively.
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Figure 10: Plan Strategies to Reduce Barriers to
Cholesterol Treatment
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Health plans are also taking action to encourage patients
with risk factors to use essential medications to control
high blood pressure and cholesterol. Plans are increasingly
using benefit design to promote high value medications
and services. This may come in the form of reduced copays for medications or office visits. As seen in Figures 10
and 11, about 30% of plans reduce co-pays and deductibles
on essential medications.
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Along with making medications more affordable, plans
are using strategies such as sending out medication refill
reminders and offering coaching and counseling through
disease management programs to educate people on their
risks and ways to reduce them. These approaches are
discussed further below.

Figure 11: Plan Strategies to Reduce Barriers to
Hypertension Treatment
100%

• developing a care plan (97%), and

• supporting the member in managing their condition
most effectively (97%).

Figure 12: Elements of Phone-Based Disease
Management Programs
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• educating members about CVD (97%),

IVR Outbound
Call to Assess
Patient Status

In a disease management approach, health plans use data
and information systems to identify individuals who have
been diagnosed with CVD. They then use mailings or
phone calls to reach out to the patients to ask if they want to
participate in personalized programs that offer education
and information about CVD. Figure 12 shows many of the
common techniques used to engage members in effective
management of heart disease through outbound phone
calls to patients. Some common approaches include:

IVR Outbound
Call for General
Reminder

0

Chronic Disease Management
For individuals who have been diagnosed with heart
disease, most health plans offer “disease management”
programs that work directly with patients and physicians
to ensure that patients get the best care for their conditions.
Fifty-four percent of plans have developed their own
disease management programs, while 37% use an outside
vendor. A few plans have both or a jointly managed
disease management program, while only 1% does not
offer disease management

19%

2008 eValue8

An emphasis of disease management programs is to help
members take their essential heart disease medications
as prescribed by their physicians and to ensure that
physicians are prescribing the needed medications. Plans
are increasingly developing claims based systems to identify
when patients have not filled or refilled their medications.
As Figure 13 shows, about 85% of plans have the capability
to send reminders to patients if they do not refill their
essential medications. Seventy-six percent can alert the
patients’ physician if the medication is not refilled. Plans
also review the patients’ medications to ensure that they are
on the right drugs to manage their heart disease. This helps
to ensure that patients do receive the cardiac medications
recommended for their illness and do not receive medications
that may harm them. Eighty percent of plans include a
review of the patients’ medications as part of their disease
management program.

• assessing readiness to change (to help identify
motivation and offer actionable advice) (95%),
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Figure 13: Plan Support for Non-Compliant
Members
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Figure 14: Plan Interactions with Physicians
About CVD Management
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the disease management program, and 62% offer routine
updates on the members participating in the disease
management program. Plans also offer reports on gaps
in care and comparative performance information to
physicians, as is discussed further in the report.
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23%
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Notification of
Member Identification

It is important for disease management programs to be in
touch with physicians to let them know what guidelines
for care are used and to help the doctors deliver the best
possible care for more of their patients. Figure 14 shows
many of the common approaches used by health plans
to engage physicians. Ninety-five percent of plans offer
general communication with plan physicians about the
disease management program, 90% alert the physician
when his/her patient has been identified to be a part of

40%

General Communication
About the Program

Some health plans use “opt in” programs that require the
patient to enroll in disease management, while others offer
“opt out” that considers the patient to be part of the disease
management program unless otherwise noted. Eightysix percent of plans use the opt out method for engaging
patients in disease management – in other words, the plan
assumes the patient wants to participate in education,
coaching, and counseling about CVD care, unless the
patient requests not to do so. In both opt in and opt out
programs, trained disease management staff work directly
with patients to help them adopt healthier lifestyles and
improve compliance with treatment. If the patient is not
taking a medication or undergoing testing recommended
by guidelines, disease management programs provide
written materials for patients to use with their doctors.

44%

40%
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Health plans can seek external approval of their disease
management approach.
Accreditation for disease
management is offered by URAC and the National
Committee for Quality Assurance (NCQA) and is a
separate, higher performance bar than accreditation of
the overall health plan. Fifty-three percent of eValue8
health plans reported that they have achieved disease
management accreditation from NCQA for their disease
management program.

CASE STUDY

UnitedHealthcare Taking Charge of You –
Member Engagement
Taking Charge of You program is member specific wellness
intervention that is designed to target members diagnosed
with chronic clinical conditions that experience higher
per member per month (PMPM) health care costs than
typical members but have not yet reached the threshold
to be included in disease-specific management programs.
The primary goals of the program are to:
1. Reduce patient clinical care gaps (close the gap
between health care knowledge & health care
practice)
2. Improve patient compliance with prescribed
medications
3. Improve patient safety

4. Reduce unnecessary services
5. Reduce health care costs

UnitedHealthcare uses an evidence medicine based
clinical rules engine developed by Symmetry, Inc. and
proprietary algorithms developed internally. The program
uses retrospective analysis of utilization data to generate a
member specific mailer for members. The mailer shows a
claims history and offers suggestions on ways to improve
their health and potentially reduce member out of pocket
expenses. Taking Charge of You has three methods to
communicate with members;
• Member specific mailer called Your Health Guide
which outlines the health improvement suggestions
and money saving opportunities
• Program specific website containing additional
medical information about chronic conditions
• Program specific customer service line where
members can call with questions

The program addresses high risk, need and cost populations
by focusing on members having one or more of 18 clinical
conditions, including CAD. Members identified as
having one of the above clinical conditions and NOT
being compliant with any of the 130 universally accepted
evidence based clinical care guidelines are sent a member
specific mailer containing suggestions on wellness and
cost management.

Currently there are approximately 175,000 members
participating in the program. Each monthly processing
run generates approximately 1,600 mailers sent. Members
have at least one identified money saving opportunity
(savings opportunities consist of analysis of pharmacy
claims history and identifying opportunities to reduce
pharmacy expenses through use of a mail order program or
switching from a non-preferred to a preferred medication.)
Members who receive a mailing are encouraged to discuss
the content of the mailer with their provider and see if the
suggestions provided are right for them. The desired effect
will be for providers to add the suggestions provided in
the mailer to a members current treatment plan.
The program was implemented at the end of Q1 2006.
The 2007 program results showed a slight change (~1%)
increase in overall compliance (across all 18 condition and
130 clinical rules) and a ROI of approximately 5 to 1. ROI
estimates were calculated by measuring the estimated
medical savings (as estimated by various medical studies)
that should be realized by a change in compliance for each
clinical rule and pharmacy savings that were realized by
a change point of purchase (mail vs. retail) and pharmacy
substitution (non-preferred to preferred)
Success of the program will also be measured by employer/
member satisfaction with the overall results. The Taking
Charge of You program is unique in that rather attempting
to create generic information to fit a broad spectrum of the
population, it generates a tailored informational piece for
each member. Communication between the member and
health plan is enhanced and chances are increased that the
information will be read and acted upon by the member.
This will result in potentially better health outcomes
and reduced out-of-pocket expenses for the member and
reduced health expenses for the health plan.
Contact Bernadette Dropsy, Project Manager,
UnitedHealthcare
(714) 226-6895 email: Bernadette.Dropsy@uhc.com
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SECTION 4
Section

Closing the Gap – Improving Health Plan
Physician Performance
Getting the Most Out of Health Care
Services
In addition to offering benefits for CVD prevention and
management, health plans have an important role in
using their contracting and reimbursement leverage to
address gaps in quality. eValue8 examines two strategies
employed by health plans: efforts to increase individual
patient compliance and adherence and efforts to improve
the quality of care delivered by physicians.
MidAtlantic Business Group director, John Miller,
commented, “We have asked for the plans to provide
incentives to providers to do better care. I’m an advocate
of pay for performance. We’ve been delighted that Aetna
and Carefirst in our region had implemented CVD as
part of a pay for performance program called Bridges to
Excellence. The plans have taken on risk for their book
of business – I would like to see the plans continuing to
work with physicians on quality and helping to drive more
acceptance by physicians. Plans need to support physicians
– support them with lab data, give them benchmarks that
they should be meeting. Give them feedback on how
patients are doing using the wealth of data that the plan
has access to. There is a disconnect – plans say they are
doing it, and physicians say they aren’t getting it. We
need to make that connection.”

Closing the Quality Gap –
Plan Performance
Health plans use performance measurement to assess
their own performance on CVD indicators, as well as to
assess how well physicians in their network are doing in
providing care. HEDIS, a performance measurement
approach developed by the National Committee for
Quality Assurance, includes a set of metrics that show how
well the plan is doing on important CVD measurements.
Health plans typically report HEDIS data annually
to NCQA and also report it as part of their eValue8
response. HEDIS averages reported to NBCH may be
slightly different than those reported to NCQA since the
collection of plans and products reporting to eValue8 is
not identical to plans reporting to NCQA.
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and

eValue8 asks plans to report on their CVD performance
measures, which is one way their performance can be
examined over time. New York’s Laurel Pickering states,
“eValue8 has absolutely driven the performance of health
plans in all areas, CVD included. CVD has been a big
part of eValue8 since the beginning. The tool changes
a little from year to year, but we do trending of HEDIS
and other indicators and can see that in our market
the charts have really risen dramatically towards national
benchmarks.”

Figure 15: HEDIS CVD Performance Measures
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Figure 15 shows the HEDIS indicators reported by health
plans in response to the eValue8 RFI. Two of the indicators
shown in Figure 15 illustrate the challenges of successfully
treating CVD. Treatment requires both a physician’s decision
to treat and ongoing adherence by the member. Figure 15
shows that practitioners in the plans practice evidence based
medicine by prescribing beta blocker medications to patients
after a heart attack almost 87% of the time; “persistence”
shows how well members stick to the therapeutic regimen
several months after it is prescribed. Reported average
persistence is only 73%, showing that many patients do not

continue on the medication. Likewise, HEDIS results show
that 81% of patients have a cholesterol test performed, but
only 47% have controlled cholesterol – indicating room for
improvement in medication adherence and behavior change
to help patients achieve their cholesterol goals.
Many employers and plans believe the next step is to use
plan data to evaluate how well physicians are treating
patients according to guidelines. Since physicians typically
deliver services to patients covered by several different health
plans, data is combined to look at a physician’s performance
overall, not just for a single plan’s beneficiaries. According
to Laurel Pickering, “In New York we have a ‘MultiPayer HEDIS Data Project’ to aggregate data from many
participating health plans. We look at all of the health
plans’ data together. CVD is one of the high priority areas
for employers in our market. The measures reflect processes
that come out of evidence based guidelines. By aggregating
plan data we have better data on physician performance on
measures. We have data on 7,000 physicians and the next
step is to realize how to reach the physicians to support them
in improving performance.”

Closing the Quality Gap – Physician
Performance
Health plans need both information on performance and
approaches to working effectively with physicians in their
network. According to John Miller, “Physicians should be
helping patients to manage blood pressure and cholesterol
more effectively. Physicians tend not to add additional
therapy when needed, or titrate existing therapies to get the
results they need. And of course, patients need counseling.
Physicians are not trained in this or really compensated
enough for the time to do it – that’s why a reward is
important to encourage physicians to do it. The plans need
to help make physicians aware of what they need to do and
reward them for it.”

Figure 16: Plan Support to Practitioners to
Support Weight Management
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Eighty-five percent of plans offer member specific reports
to physicians to show them which patients are in need of
services according to best practice treatment guidelines.

To maximize the impact of their programs to help physicians
deliver care, many health plans also encourage physicians
to achieve external “recognition” for their CVD care using
NCQA Physician Recognition Performance standards. As
shown in Figure 16, 40% of plans use incentives to encourage
physicians to obtain external validation through the NCQA
Physician Recognition Program. Once physicians are
recognized as high performers, plans often take action to
alert members. Almost 40% of plans list NCQA Recognized
physicians in the plan directory of physicians to let patients
know which physicians have achieved recognition. Fourteen
percent of health plans have a “search” feature in their
physician directory to allow patients to search specifically
for Recognized physicians.

Periodic Reports on
Members Enrolled in
Support Programs

Health plans typically have the capability to use medical
claims data to assess how often patients with CVD
diagnoses also have medical claims for the evidence based
medications and treatments they need. The Health Alliance
Plan (HAP) of Michigan example provided as a sidebar on
this page shows how one plan integrated a claims analysis
and reminder system – also linked to patient controlled
records – to improve the quality of care offered to people
with CAD.

Fifty-two percent of plans offer comparative reports of
cardiovascular disease performance indicators to help
physicians see how they are doing compared to their peers.
Figure 16 shows that many plans also offer support to
physicians to help them address specific risk factors. For
example 61% of plans have identified a clinical guideline to
help physicians treat obesity, 62% offer a body mass index
calculator to help physicians identify overweight members,
56% offer general education to physicians on health plan
resources for overweight members, and 39% provide reports
on plan members who are enrolled in a weight loss program.
These plan activities help to engage and support physicians
in their work to reduce patient CVD risk factors.
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CASE STUDY

Health Alliance Plan: Provider Engagement in
Chronic Disease Improvement
Health Alliance Plan (HAP) in Michigan has developed a
program to automate the process of proactively identifying
and communicating to physicians which HAP members
are either not up to date with their preventive screenings or
not following the established guidelines for managing their
chronic diseases. HAP has 500,000 members in southeast
Michigan. More than 179,800 HAP members are part of
the chronic care management program. Reminders have
been built for various chronic diseases including asthma,
diabetes, coronary artery disease, congestive heart failure,
hypertension and weight management.
HAP developed an online Member Health Manager
(MHM) application for physicians to enable them to
easily see information from the plan’s Chronic Care
Management databases. The plan provided a similar
application to members – Member Health Reminders
(MHR). This application gives members the ability to
see 60 days ahead of when they were due for preventive
screenings or other services related to a chronic condition,
and directs them to make an appointment with their
Personal Care Physician (PCP).
There were several goals to this program: (1) increase
the number of HAP members being up-to-date with the
established preventive screenings (2) increase the number
of HAP members following established guidelines for
treating chronic diseases (3) collect information about
services that were provided to HAP members but not
currently in our information system.
Provider feedback was incorporated into the program
design and continues to be included when enhancements
are released. Interviews and focus groups were conducted
with several physician offices to get their input on
what they would like to see in this type of application.
Prototype screen shots were also provided to physicians
to get their feedback on the look and feel and usability of
the application. There is also an online survey tool that
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captures physician feedback. The online Member Health
Manager—application is available to all contracted HAP
Personal Care Physicians, OB/GYN specialists and was
most recently expanded to include additional specialists
on May 1, 2009.
The Henry Ford Health System, of which HAP is a
subsidiary, had developed a 2008 ‘Move to Improve’
program incentive for its employees that utilized the
Member Health Reminders online application. Each
employee’s payout was based on confirmed access of MHR
and their completion of the preventive screenings and
chronic care services. All HAP members who are over 18
years of age have access to the MHR application. Policy
holders have access to their dependants who are under 18
years of age. Reminders are personalized for each HAP
member. They are only shown if the member has not
had an indicated service based on their demographics,
preventive services or chronic disease. While a general
preventive service list is provided on the Web site, MHM
and MHR show only those services that a member actually
needs based on our information. Members are informed
about the application in member newsletters, new member
orientation packets and at various member events. Case
managers educate members on its use as well.
HAP has compared the increase of specific HEDIS©
measures for physicians who have used MHM with
those who have not. The results show that physicians
have a higher increase in their measures if they use the
application. This information is published in the physician
report card. As individual physician rates improve, HAP’s
overall HEDIS measures will improve. Improved chronic
care management will result in healthier members and
decreased medical costs.
Contact Marcy Romanowski, RN, Project Manager.
Health Alliance Plan
(313) 664-8151, email: mromano1@hap.org

Section 5

Where Do We Go From Here –
The Role of Employers and Coalitions
Reducing Risk Factors through Plan and
Community Interventions
Bruce Sherman believes that the future of cardiovascular
disease prevention and management lies in creating a
business strategy that targets benefits and provides support
to the employees at greatest risk for heart disease. He
says, “If we look at the progression of claims information
disseminated to employers – they used to get almost no
information from health plans and now there’s a lot –
we’re making progress on integrating health, cost, and
productivity data to better understand risk and costs.
Employers are using that information to create a business
strategy around CVD health risk reduction. The most
savvy employers are using the data that they have to target
coaching and other interventions to the individuals who
most need those services. Data also drives implementation
of incentive strategies and ongoing evaluation to assess
program effectiveness.”
In the future, employer strategies to address CVD may
focus on improving health at the community level and
offering benefits and worksite programs that support
healthier lifestyles and better management of CVD. From
plans, employers may be looking for application of “value”
strategies that encourage investment in healthy behaviors.

Community-based Prevention
Employers have the opportunity to promote better CVD
prevention and care by leveraging their influence both as
health benefits purchasers and as important participants
in the local community. The MidAtlantic Business
Group director, John Miller, thinks the future of health
care improvement is in engaging consumers to take care of
their health. Miller is involved in the NBCH partnership
with the Centers for Disease Control and Prevention
(CDC) to engage the business community in community
based efforts to identify opportunities to promote health.
He says, “The future is in consumer engagement. The
Alliance to Make US Healthiest campaign is a good
example of the potential we have to improve health. People
need to recognize that the problem is not only a health
care payment problem, but a health problem – people need
to take some responsibility for their own health.”

Employers are increasingly partnering with local public
health organizations, community groups, and health
organizations to examine ways to make their communities
healthier. Through partnerships, many communities are
adopting strategies to make the community friendlier to
healthy living. This may include programs to encourage
restaurants to offer healthy meal choices, increasing
exercise options in the community, or adoption of policies
that facilitate health.
For more information visit the Alliance to Make the US
Healthiest at: http://www.healthiestnation.org/index.php

Employer benefit innovations
Employers are at the cutting edge of designing benefits
to add value to purchasing strategies and to reduce long
term cost trends. As this report illustrates, eValue8 offers
employers guidance on high priority, evidence based
strategies to improve cardiovascular care and the metrics
for assessing how well health plans are doing in meeting
evidence based interventions.
Going forward, as health benefits purchasers, employers
can demand specific improvements to increase the delivery
of preventive benefits. The Centers for Disease Control
and Prevention recommends that employers emphasize
benefits that promote prevention, risk identification, and
reducing risks for CAD. CDC says that CVD prevention
benefits include:

• Provide health risk assessments, medical screening, and
effective follow–up education and counseling to help
employees control their blood pressure, blood cholesterol, and
blood sugar levels and quit smoking.

• Negotiate health benefit plan designs that provide coverage
for preventive services and emphasize quality, cost–
effective medical care.

• Provide tobacco cessation counseling or access to counseling
services (e.g., refer employees to quitline service provider).
Provide coverage for FDA–approved medications to help
employees quit using tobacco.

As this report shows, employers can also use benefit design
to promote better health after a diagnosis of CVD. Some
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of the design strategies discussed in this report include
the use of disease or case management with personalized
coaching to support behavior change and the use of
incentives to increase adherence to medication, behavior
change, and other prescribed health interventions.

Employer Worksite Programs – Changing
the Culture of Health
Employers have the capability to promote better heart
health through benefits, but they also have opportunities
throughout the work day to promote a culture of health
among employees. John Miller sees the worksite as
an emerging area of opportunity. “Employers are
implementing walking and physical activity programs,
and a few are looking at their food selection on their work
sites. More employers, though, are interested in the more
generic application of eValue8: overall, how do you engage
employees? And employers think engagement can start at
the work place.”
A number of resources are available to employers both
from health plans as well as from national organizations.
For example, the Centers for Disease Control and
Prevention (CDC) recommends that employers consider
developing programs to improve employee health on the
job and in the community. Some of the recommendations
from CDC include:
• Create opportunities for physical activity and good
nutrition by

* Promote healthy options in cafeterias and vending
machines.

* Provide access to a gym at the workplace.

* Provide walking trails with mile markers on or near the
building property.
* Place signs by elevators that encourage people to use the
stairs.

• Provide shower and locker room facilities and bike racks
to encourage physical activity and alternative forms of
transportation

• Prohibit all tobacco use in indoor areas and near building
entrances and exits. Reduce exposure to secondhand smoke
by establishing smoke–free campus policies.
• Promote office–based team incentives such as gift
certificates and lower insurance premiums for employees
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who participate in health risk assessments, competitions,
and support groups that promote disease prevention
measures (e.g., logging miles walked, quitting smoking,
getting blood pressure checked, getting cholesterol checked).

• Provide a health club membership or reimbursement for a
health club membership for employees.

• Partner with food vendors and cafeteria managers to
provide low–cost, healthy food choices for employees, along
with point–of–purchase nutrition information
• Provide heart–healthy nutrition, weight control,
and tobacco cessation classes through a worksite health
promotion program

South Carolina’s Sawicki sees worksite health care and
health promotion as a growing trend. She says, “The first
step is identifying the people who need care, then employers
realize that getting people before they need care is important.
We’ve seen a big evolution in wellness programming to offer
employees healthier options in the work place. In addition,
a lot of employers are developing on site clinics or hiring
a workplace nurse who can do coaching and wellness
counseling. This is a growing trend – nurses, pharmacists,
even physicians on site. Some of these programs are
coordinated with the plans and some are not, so that’s
something we have to look at as the trend continues.”

The Health Plan Role
Some employers think that health plans could add more
value by using their own data to help employer customers
identify high value approaches to cardiovascular disease
reduction. Says Sherman, “Plans should educate employers
about what is driving their costs and cost trends, and help
them identify approaches that they can use to mitigate
those trends. They should offer programs and strategies
that can favorably impact health related to cardiovascular
risk factors. For examples, they should offer help with
smoke-free workplace policies in states where this is not
state law. If plans want to partner with employers, they
need to go well beyond aggregate claims reporting.”
As the eValue8 data in this report show, plans are also
using recognition and rewards programs to encourage
physicians to adhere to evidence based practices and help
patients identify physicians who are doing so. Many
health plans are using the Bridges to Excellence program
that enrolls high performing physicians and rewards them

for practicing evidence based care. Others are developing
their own incentive systems. This trend towards rewarding
evidence based practice appears well established and will
continue to be moved forward by health plans.

Conclusion
Employers recognize that they bear the health and
productivity costs of cardiovascular disease.
They
also interact with workers during a prime period of
opportunity for risk reduction. Through eValue8, many

employers are examining what their health benefit plans
are doing to identify individuals at risk,and to engage
them in reducing risk. Health plans have adopted many
innovations to work more effectively with patients and
providers on evidence based approaches to quit smoking,
reduce cholesterol, control hypertension, and engage in
other healthy behaviors. Through this strategy, employers
are hoping to prevent the more devastating toll of heart
attacks and stroke, and thus improve the overall health
and productivity of their workforce.
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