Focus Ahead
for Better Health.
McKesson Health Solutions
helps payers and providers simplify
and automate reimbursement
to engage each other and consumers
in the transition to value-based care.

McKesson Health Solutions:
Simplify, Automate, and Engage

Payers and providers face rapid, system-wide change as the healthcare
industry moves from volume-based to value-based reimbursement
(VBR) and the consumer becomes more engaged. Every healthcare
organization must support a complex, ever-changing mix of fee-forservice (FFS) and VBR models, all while learning to engage each other
and consumers differently than ever before.
In this disruptive era, the right technology is crucial to helping maintain
a long-term competitive advantage. That’s why McKesson Health
Solutions works closely with our payer and provider customers to help
automate and transform complex financial and clinical processes
to help simplify reimbursement. And it’s why we continue to invest
in our technology to support VBR transformation. Simplifying the
reimbursement process is fundamental to helping our clients support
transparency, engage their audiences differently, and continue to drive
down costs and improve quality.
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Value-Based Reimbursement

“Whether you are a patient, a provider, a business, a health plan, or a
taxpayer, it is in our common interest to build a healthcare system that
delivers better care, spends healthcare dollars more wisely, and results
in healthier people. Today’s announcement [to tie 50% of payments to
quality or value by 2018] is about improving the quality of care we receive
when we are sick, while at the same time spending our healthcare
dollars more wisely.”
—U.S. Health & Human Services Secretary Sylvia Burwell, Jan. 26, 2015i

Regulatory change, market pressures, and the availability of new technologies are
accelerating the adoption of VBR models. McKesson Health Solutions helps payers
and providers navigate the transition from FFS to VBR by embracing, adapting, and
scaling a complex mix of evolving payment models.
MHS helps payers transform network management and reengineer FFS
processes to meet evolving VBR models and needs. We automate, transform, and
simplify complex payment scenarios, providing consistency, accuracy, and speed
that makes it possible to implement and scale more efficient and effective models.
MHS helps providers make appropriateness of care decisions that are in line with
clinical evidence and value as well as streamline the revenue cycle management
process to help increase claims accuracy and decrease denials that can happen
with increased payment model complexity.
MHS facilitates payer/provider engagement by enabling payers and
providers to connect and automate decisions about patient eligibility and benefits,
medical necessity, and payment processes.
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Operational Efficiency/
Cost Management

Of the $2.7 trillion the country spends annually on healthcare, $400
billion goes to claims processing, payments, billing, revenue cycle
management, and bad debt—in part, because half of all payer-provider
transactions involve outdated manual methods, such as phone calls
and mailings.
—McKinsey2
VBR can help reduce costs and improve quality of care in the long-term. But
payers and providers need to cut costs now, without adversely affecting care, to
help strengthen their financial health in a fast-changing and highly competitive
market. McKesson Health Solutions simplifies, automates, and connects healthcare
processes and workflows to help reduce costs, eliminate waste, and support
financial health system-wide.
MHS helps payers reduce administrative costs by streamlining complex payment
and network management processes, and reduce medical costs by automating
complex decisions and facilitating consistent use of the right evidence-based
medical and payment policies.
MHS helps providers lower administrative costs by automating utilization
practices and revenue cycle management processes, and supports cost
management by improving revenue capture with end-to-end revenue cycle
management that enables providers to reduce denials and boost patient collection.
MHS facilitates payer-provider engagement by creating more collaborative
workflows to help speed consensus around evidence-based appropriateness of
care decisions, quickly determine coverage status, and keep in sync with complex,
evolving coverage, management, and reform policies by automating the application
of clinical criteria to efficiently support quality and help improve outcomes.
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Consumer Engagement

40% of consumers now say healthcare costs strain their budget.3
It’s easy to see why. They now pay almost 25% of medical bills and 37%
of cost-sharing for employee benefit premiums. Out-of-pocket expenses
at the point of care are 18%, with ER copays up 50% and specialty
pharma copays up 94% since 2009. The deductibles now average
between $1,000 and $2,000.4
The Affordable Care Act and other regulatory and consumer technology changes
have spawned a growing individual market where the role of the patient is evolving
from a passive to proactive consumer. As of March 2015, over 16.4 million people
have gained health insurance since the ACA became law.5 Many of these policies
have high deductibles, which shift more of the financial and decision-making
responsibilities to the patient.
Payers and providers must evolve their services and align their business processes
to remain relevant and prosper. They need to engage patients transparently with
timely, accurate information that supports making informed healthcare and financial
decisions. And, they need to make it easy for patients to connect with their financial
information and payment services anywhere, anytime. As the number of covered
lives increases, payers and providers must be able to help consumers answer these
three questions with confidence:
1 Is this the right care?
2 Where can I get this care?
3 How much will it cost?
MHS helps payers rapidly design and deploy provider networks that address new
population risk profiles and appeal to discerning consumers and then provide
consumers with the information they need to make the right provider selection,
and MHS enables the claims simulation necessary for price transparency.
MHS helps providers create productive payment interactions with patients
throughout the care cycle and engage with patients about how care choices
impact financial obligations.
MHS facilitates payer-provider engagement by by providing intelligent
automation to help speed pre-authorizations and help them be more assured that
they are providing the appropriate care based on medical evidence.
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Enhancing Care Quality & Value

“The bad news is that an estimated $700 billion is wasted annually.
That’s one-third of the nation’s healthcare bill. The good news is that
by attacking waste, healthcare costs can be reduced without adversely
affecting the quality of care or access to care. [We need] to identify areas
in the healthcare system that can generate game-changing savings.”
—Robert Kelley, vice president of healthcare analytics at Thomson Reuters6
In an increasingly value-based world, McKesson’s InterQual® Criteria provide a
common clinical language that aligns payers and providers in decisions about
appropriateness of care to help optimize utilization, reduce administrative costs,
support better outcomes, and enhance the patient experience. InterQual Criteria
products help make it easier to automate the application of evidence-based
standards in an effort to help improve consistency and simplify care management.
MHS helps payers promote better outcomes by helping to ensure recommended
care is appropriate based on the latest medical evidence and then that the claim is
paid correctly based on the medical and payment policies in place.
MHS helps providers deliver appropriate care with evidence-based clinical
decision support criteria and by streamlining the registration process to include
whether or not an authorization is required and obtained.
MHS facilitates payer-provider engagement by deploying common
evidence-based clinical criteria that align payers and providers in decisions
about appropriateness of care to optimize utilization, reduce administrative costs,
support better outcomes, and help optimize the patient experience.
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Connect with us:
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