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Conclusion

« Members with closed blood

Background Methodology Study Design/ Population Selection

Hypertension Care Gap Closure Is a

Interrupted time series models with fixed effect

. . . . Stepped-Wedge Cluster Randomized Trial: Compliance Status,
strategy that aims to bridge the gap were conducted to quantify the savings for care neluded HEDIS-cantured eligible members for Stepped-Wedge Distribution pressure care gaps showed
between a Blue Cross and Blue Shield of gap closure. P J 100% medical savings.
Louisiana (BCBSLA) member’s current care gap measures who had blood pressure ”l” ”” |
readings between February 2020 and August 00% * Members who continuously

hypertension treatment and the possible
optimal outcomes.

*  Among its initiatives, the BCBSLA Quality
Blue program, a value-based insurance
design model, focuses on helping to close
care gaps of several conditions.
Hypertension is crucial among these.

Y=a+blxx+b2+xmon+b3xx+mon+)ci*fi+e maintained closed blood

pressure care gaps for a
longer time showed higher
medical savings.

» Cumulative savings for the
first year of closed blood
pressure care gaps are
estimated to be $244 per
member, with a reduction of
23 per 1,000 inpatient
admissions and 48 per 1,000
emergency department Visits.

Y — medical cost

* a— constant

* b, c — parameters

* X —dummy variable indicates the status of
compliance (x=1 for compliance)

* mon — relative month sequence (mon=0 for the
first month of compliance, -1 for the first month
before compliance, 1 for the first month after
compliance, etc.)

» f — other factors (risk, participation in Care
Management programs)

* Fixed effect: Person-level fixed effect (factors
that are consistent within person level, such as
gender, index age, comorbidity, marketing

region, etc.) will be controlled by defining

person identity as fixed effect.

 Although closing the blood pressure gap In
hypertension care Is a well-established
practice, few studies explore the
relationship between healthcare cost and
blood pressure care gap closure.

« Had any of the following claims during the study
period: hospice, rare condition, maternity,
transplant, nursing home, dialysis, HIV

« Had medical costs greater than $150,000 in any
month within the study period 0%

20%

10%

« Compliance definition for this study: Blood
pressure lower than 140/90 mmHg.
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2022 (31 months) with first measure recorded Non-Compliant
as “‘non-compliance” and last measure recorded | 8%
as “compliance’ (< 140/90 mmHg). (n=24,097) |
l 0]
Excluded those who: 60%
» Had less than 25 eligible months during the .
study period °

Compliant

« After compliance, failed to maintain compliance |

* Did not have BCBSLA as the primary medical
Insurance or were out-of-state members 30%
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* This study seeks to quantify the financial
Impact of blood pressure care gap closure
on hypertensive members’ healthcare cost.

Study population: 6,026

Results

Figure 1. Raw Plot of Medical Cost vs. Month Sequence Table 1. Coefficient Estimations from Interrupted Time Series Models Figure 2. Medical Cost Savings Estimation
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. e Compliance Risk healthy omitted omitted omitted
Quality Blue participation 3.47 0.825 -0.00012 0.889 0.00139 0.425
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Month Sequence & (constant) 140.57 0.067 0.00088 0.607 0.00572 0.107
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* Plots show monthly average medical cost vs. relative month * Interrupted Time Series models were run on medical cost, hospital

seguence using simple linear regression without controlling admissions (IP) and emergency department (ED) visits.  Savings were calculated as areas between the extended
confounding factors. (0 Is the first month of compliance.) « BCBSLA observed a savings of $244 per member (statistically significant) non-compliance line and the compliance line.
* Medical cost trend increased when members’ blood for the first year of gap closure. * Per member savings in the first and second compliance
pressure readings recorded non-compliance. * In the first year after blood pressure is controlled under 140/90 mmHg, the years were estimated to be $244 and $1,960, respectively.
» After members’ blood pressure readings became compliant, reduction in IP was estimated to be 23 per 1,000 members; the reduction In

the Increasing trend of medical cost started to slow down. ED visits was estimated to be 48 per 1,000 member (statistically significant). @ L[] u | S | a N a
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