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Mission

Bridges to Excellence is a program designed to create significant leaps in the quality of care
by recognizing and rewarding health care providers who demonstrate that they have imple-
mented comprehensive solutions in the management of patients and deliver safe, timely,
effective, efficient, equitable and patient-centered care.

• A multi-stake approach to creating incentives for quality
º Employers, health plans, consumers, physicians, and group practices

• Guided by three principles, its purpose is to create programs that will realign everyone’s
incentives around higher quality. 
º Reengineering care processes to reduce mistakes will require investments, for which pur-
chasers should create incentives;
º Significant reductions in defects (misuse, underuse, overuse) will reduce the waste and
inefficiencies in the health care system today;
º Increased accountability and quality improvements will be encourages by the release of
comparative provider performance data, delivered to consumers in a compelling way.

• Focus
º Diabetes care, office practices, cardiac care
º Roll-out in selected markets
º Program costs paid by participating employers



overview

6

www.bridgestoexcellence.org

What is Bridges to Excellence and will it work in my region? 

Bridges to Excellence (BTE) is an initiative that is designed to re-align incentives in the
market between providers, purchasers and patients around better outcomes and processes
of care.  Participating in BTE means that, as a purchaser, you recognize that:

• The market is not delivering optimal care, 
• That patient, provider and purchaser interests can be at odds, 
• That purchasers have little way of knowing how effectively and efficiently their health
care dollars are being used
• That there is little or no accountability at the individual provider level for the quality of
care delivered,
• And that, as a purchaser, you have not yet created a robust business case for better
quality of care by recognizing and differentially paying providers that can demonstrate bet-
ter outcomes.

Changing the delivery system so that it better meets the six aims defined by the Institute
of Medicine in its 2001 report: Crossing the Quality Chasm - safe, timely, equitable, effi-
cient, effective, patient-centered - requires a concerted effort by public and private pur-
chasers to remove any barriers to the adoption of better   systems of care, and create
stronger incentives for quality enhancements.

Today, the lack of appropriate incentives has contributed to create a delivery system that,
on average, produces many errors (errors of underuse, misuse, overuse) as depicted in the
chart below.
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The Quality Imperative

Poor quality costs purchasers millions every year
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Condensed Pitch

This presentation is used to communicate to other employers the mission of Bridges to
Excellence objectives and program components.
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Measure Focus Primary Impact Estimated Impact

Disease Management
• Reduced variation in overall
costs of care
• Increased compliance with
guidelines, better control of
patients with chronic conditions

5% of Total Gross Spend

ACPOE
• Reduced outpatient
medication errors
• Reduced lab and radiology
overuse

3% of Total Gross Spend

EHR
• Reduced adverse drug events
• Increased compliance with
care guidelines

5% of Total Gross Spend

Amb. Care Sensitive Hosp
• Reduced hospitalizations for
patients at higher risk of being
hospitalized 

2% of Total Gross Spend

Care Coordination
• Reduction in duplicative
testing 
• Reduction in hospitalizations

5% of Total Gross Spend

• Increased compliance with
care guidelines
• Reduced variation in practice
patterns and resource use
• Reduced hospitalization and
ER visits 
• Reduced severity of disease
complications

6.4% of Gross Spend on
Diabetes

10% of Gross Spend on
Ischemic Vasc. Diseases

Primary Source of Savings
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Program Rational & ROI

These programs were developed using a few key guiding principles:
• The performance measures used had to meet important criteria defined by
providers - measurable, actionable, standardized, fair, difficult but achievable,
assessed by an independent third party
• Meeting the performance measures would indicate clear demonstrable better 
performance in effectiveness and efficiency
• There was an actuarial analysis that would support that better performance would reduce
costs of care by increasing the quality of care.

As a result, each BTE program has an expected per patient savings estimate associated
to every patient that goes to a physician that meets the performance measure. That
sets up the mechanism to share that savings with the provider in a fair and equitable
way, creating a business case for more and more providers to compete for quality.
But for that business case to be compelling, the patient are the key ingredient: lots of
patients, which means many participating employers-purchasers in the program. Both
as participants in the consumer – focused programs, and as covered lives  to increase
the rewards when measures. 

In focus groups and other independent research, bonuses of at least $1000 are needed
before a physician will pay attention to a program. And if significant change or allocation
of internal resources is needed to achieve the quality goals, then the bar is raised to
between 5% and 10% of a physician's income - or some
where between $5,000 and $10,000.

What this Means Practically

• Employer with 10,000 covered lives:
º All members counted under POL
º Only members with diabetes (about 3%) counted in DCL - 300
º Only members with CVD (about 5%) counted in CCL - 500

• Maximum bonus exposure:
º POL: 10,000 * $55 = $550,000
º DCL: 300 * $100 = $30,000
º CCL: 500 * $100 = $50,000 (still to be finalized)
º Total bonus exposure if ALL physicians met ALL performance measures:
$630,000

• Administrative expenses and consumer rewards:
º Medstat admin expenses: $5 pmpy = $50,000
º DCL rewards expenses: $75 pppy = $22,500
º CCL rewards expenses: $75 pppy = $37,500
º Total if ALL patients got rewards: 
$110,000
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• A review of the business case
Several strategies have been employed to reduce health care costs and improve quality
of care. Various studies have documented the promise of care coordination, disease
management, and use of information technology (electronic medical records (EMRs),
electronic analysis of claims and clinical data) in achieving both objectives of reducing
health care costs and improving quality of care. The question is, at this stage of the
health care evolution, how does an employer calculate a return on investment and make
the choice between new approaches, like incentive-based quality initiatives, and the
strategies tried in the past? In answering that question and assessing the potential of all
strategies to have a system wide effect, three important issues emerge: ability to 
generalize outcomes, simultaneous implementation of two or more strategies and the
long-term consequences of interventions.

º Generalizing Outcomes - While disease management has shown significant benefits
in some instances, it is unclear if disease management programs such as those run by
health plans have any clear return on the up-front investment. Given the complexity of
healthcare itself and the wide variability in the capabilities of institutions and providers, it
is unlikely that one "optimal" approach to implementing a strategy exists.  
º Simultaneous Implementation - Most studies do not break down savings into 
individual components (with the notable exception of CITL's report ACPOE10), so it is
not possible to clearly identify areas of overlapping cost savings or the effect one 
strategy may have on another. Since most initiatives attempt to alleviate such basic
problems as lack of 
coordination of care and the reliance on patient initiated care  delivery, it is likely that
there is a significant degree of overlap. It can also be expected that there would be 
significant synergies between the various initiatives. For example, the use of EMRs is
likely to make care coordination and disease management  programs more effective
and efficient. 
º Long Term Effects - Short-term analyses may underestimate the total benefits both
in terms of cost and quality. However, the long-term consequences of implementing new
care models, especially when coupled with incentive systems for quality and cost  control
are also difficult. Such incentives are likely to alter the long-term dynamics of health and
stimulate innovations that lead to more efficient and effective care. It is therefore 
important to consider the "stimulus-effect" when weighing the cost to benefit ratio of 
certain interventions.

It becomes clear that within the current infrastructure that among the three strategies - Care
Coordination, Disease Management and IT, no one solution has emerged as the optimal efficient
and effective model. Add to that the fact that Care Coordination and Disease Management have
limitations because there are no incentives without capitation, the lack of financial and non-
financial implementation capacity, and that there are no current IT standards to which incentives
can be attached. Creating an incentive system based on linking outcomes and process 
improvements to lower costs and improve quality is the best approach that payers can take in
this stage of the continuing evolution of the health care system. Moreover, since 80% of 
healthcare costs and a similarly overwhelming majority of quality of care depends on the decision
of individual providers¹, it is important that the incentive system be centered on the provider.
Given the challenge of  measuring quality and the current limitations of capitation, an 
intermediate approach such as Bridges To Excellence (BTE) can be a powerful tool for payers. By
linking financial incentives to measurable outcomes and processes that have been proven to
improve quality and/or reduce costs, it becomes an impetus for providers to take advantage of
new care delivery models that reduce costs and improve quality and leaves the decision on how
to go about doing this to them. Currently, BTE has a limited number of outcome and process
measures, but with rapid progress in quality research, the increased use of EMRs and the 
development of electronic algorithms to evaluate quality through data mining (e.g. ActiveHealth),
it will be possible to expand BTE to incorporate more measures.

¹ Eisenberg, J. Doctors' Decisions and Cost of Medical Care.  Health Administration Press.  Ann Arbor, MI. 1986
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Most care delivered is outside accepted guidelines
• Smoking cessation counseling given at most 50% of the time for patients with
heart condition
• 25% of diabetics receive a glycosylated hemoglobin test every 12 months
• Cox II inhibitors prescribed to 70% of patients needing prescription-strength
NSAIDs

Errors of omission and commission abound
• Close to 4% of all hospitalizations are the result of adverse drug events
• Adverse drug events occur in close to 5% of all outpatient visits
• Medication errors have increased overall from 2/1000 medication order in 1987 to
4/1000 medication orders in 1995

Economic analysis estimate that between 20% – 30% of all costs of care are due
to waste and inefficiencies... and costs are growing at 10% to 15% with little or no
accountability for effectiveness or efficiency

The IOM suggests that redesigning systems of care within practiced and adopting
better systems to support the physician will improve quality. 
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10,000
3%
3%

300

250

50%
50%

($80)
($25)
($35)

($50)
($9)

($80)
($25)
($35)

Factors
Number of self/fully-insured
employees/dependents
Multiplied by diabetes prevalence rate
Multiplied by cardiac prevalence rate
Estimated number of covered diabetic
employees/dependents
Estimated number of covered cardiac
employees/dependents

Assumptions
% of patients that go to certified docs
% of patients that qualify for rewards

Variable Program costs:
physician reward
reimbursement of certification
Patient incentive

Program “fixed admin” costs
Consumer Engagement Tool

Subtotal

Variable Program costs:
physician reward
reimbursement of certification

Program “fixed admin” costs
Consumer Engagement Tool

Subtotal

Variable Program costs:
physician reward
reimbursement of certification
Patient incentive

Program “fixed admin” costs
Consumer Engagement Tool

Subtotal

General Program Administration Fees

Total Cost

Total Savings
Diabetes Savings (Hewitt = $350 PP)
Cardiac Savings (Hewitt, Towers = $250 PP)
POL Savings (Hewitt, Bates = $110 PP)

Net Return On Investment

DCL

POL

CCL

($40)
($13)
($18)

($48.00)
($35,400)

($25.00)
($5.00)

($1.00)
($305,000)

($40)
($13)
($18)

($60.00)
($32,500)

($5.00)
($45,000)

($417,900)

$675,625
$78,750
$46,875

$550,000

$257,725

Bridges to Excellence Pro Forma savings per patient
Per Patient
Per Year

Flat
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• Project Strategy
• Critical To Quality

• Overall Results 
• Project Issues 

• Design
• Metrics

• Results 
• Issues

Executive
Committee

Working Group

Purpose:
• Set policy, strategy, projects for BTE
• Review overall  
performances measures
• Discuss/resolve overarching
program issues

Responsibility:
• Approves projects initiatives
• Evaluates project results /measures 

Composition: 
• One rep. from each 
participant group

Meeting Frequency:
• Monthly: 3rd Tuesday of the month

Purpose:
• Monitor Critical to Process for
overall projects/program

Responsibility:
• Agree on project design/metrics for
each project, communicate to 
regional committees

Composition:
• One rep. from each 
participant group

Meeting Frequency:
• Monthly (minimum): 2nd Tuesday
of the month

Purpose:
• Monitor CTP’s, regional 
project metrics

Responsibility:
• Manage/improve region project
performance which drives overall
project results

Composition:
• GE business & ops reps, plans,
purchasers, provider reps for 
regional project

Meeting Frequency:
• Monthly (minimum): 2nd Tuesday
of the month

Operating Structure

Regional
Implementation

Team

BTE Program Structure & Organization
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Program Management
• Jon Conklin - Medstat

Program Partners
• NCQA
• Michael Pine & Associates

Program Evaluation
• Jon Conklin
• Judy Hibbard
• Tom Lee
• Greg Pawlson

BTE Executive Committee
• Mercer — Arnie Milstein 
• UPS — Dale Whitney
• GE — Francois de Brantes
• Verizon — Jeff Hanson
• UHC — Reed Tuckson
• Humana — Tom Granatir
• PCHI — Tom Lee

BTE Evaluation Team
• Montefiore — David Bernard
• GE — Francois de Brantes
• NCQA — Greg Pawlson
• GE — Jessica DiLorenzo
• Lahey — Joe Healy
• Medstat — Jon Conklin (Coord.)
• Consultant — Judy Hibbard
• Univ. of Penn — Rob Burns 
• PCHI — Tom Lee

BTE Working Group
• Medstat — Audrey Weiss
• GE — Jacquie Timpanaro
• GE — Jessica DiLorenzo (Coord.)
• WebMD — Jessica Gard
• Medstat — Jon Conklin 
• GE — Kelly Conroy 
• NCQA — Linda Shelton
• MPA — Michael Pine
• NCQA — Tina Bridgeport

Implementation Committees

POL Working Group
• GE — Jessica DiLorenzo
• Lahey — Karen Moyer
• Medstat — Jon Conklin
• Medstat — Audrey Weiss
• NCQA — Linda Shelton

DCL Working Group
• GE — Jessica DiLorenzo
• Medstat — Jon Conklin
• NCQA — Lisa Joyner 

CCL Working Group
• GE — Jessica DiLorenzo
• Medstat — John Conklin
• Medstat — Audrey Weiss
• MPA — Michael Pine
• NCQA — Lisa Joyner

20

Organization Structure
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Current BTE Regions and Partners

Employers

Cincinnati Children’s Hospital Medical Center

City of Cincinnati

Ford Motor Company

General Electric Company

Humana

Procter and Gambel

UPS

Health Plans

Aetna

Anthem Blue Cross and Blue Shield of Kentucky

Anthem Blue Cross and Blue Shield of Ohio

Blue Cross and Blue Shield of Illinois

Blue Cross and Blue Shield of Alabama

Humana

Tufts Health Plan

UnitedHealthcare

Employers

General Electric Company

Golub

Hannaford Bros. Co.

Verizon Communicatinos

Health Plans

Anthem

Blue Cross and Blue Shield of Alabama

Capital District Physicians Health Network

MVP

UnitedHealthcare

Employers

General Electric Company

Raytheon Company

Verizon Communicatinos

Health Plans

Blue Cross and Blue Shield of Alabama

Blue Cross and Blue Shield of Massachusetts

Harard Pilgrim Health Care

Tufts Health Plan

UnitedHealthcare

Cincinnati and Louisville

Boston

Capital Region


