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Community Health Choice, Inc. (Community) is a non-profit Health Maintenance 
Organization (HMO) licensed by the Texas Department of Insurance. Through its network of 
more than 11,000 providers and 77 hospitals, Community serves over 400,000 Members in 20 
counties of Southeast Texas with the following programs:

• Medicaid State of Texas Access Reform (STAR) 
   Program for low-income children and pregnant women

• Children’s Health Insurance Program (CHIP) 
   Program for the children of low-income parents, which
   includes CHIP Perinatal benefits for unborn children 
   of pregnant women who do not qualify for Medicaid STAR

• Health Insurance Marketplace 
   Plans for individual health coverage, including plans 
   with subsidized premiums for lower-income families

• Employee Retirement System of Texas (ERS)
   Regional HMO coverage for Employee Retirement 
   System of Texas (ERS)

• Administrator for multiple, collaborative 
   safety-net projects 
   Delivery System Reform Innovation
   Projects (DSRIP), Network Access Improvement 
   Program (NAIP), and others

ABOUT COMMUNITY
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OUR MISSION
At Community, our mission is to improve the health of underserved residents of Southeast Texas by 
opening doors to coordinated, high-quality, affordable health care and health-related social services. 

Our mission is achieved through:

Community 
Collaborating with community-based providers and organizations

Health 
Developing programs to establish promote wellness, prevent and manage health conditions

Choice 
Encouraging personal accountability and educated choices for individual and family health  

SERVICE AREA
 Counties in which Community operates

OUR PROMISE
Community Health Choice is a LOCAL non-profit organization that genuinely CARES for and 
SERVES our community. We are a TRUSTED partner who respects our Members and their families, 
provides access to high-quality healthcare, and makes the process EASY.
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1HEALTH POLICY ON TWO PAGES

HEALTH
INSURANCE

HEALTH
CARE  HEALTH

UNDERSTANDING HEALTH POLICY

•   In health policy discussions, there is often confusion about whether we are discussing 
health, health care services or health insurance.

ACQUIRING GOOD HEALTH

• The overall goal to acquire good health has multiple contributors. 
 Some examples are:

 » Public health

 »  Personal behaviors

 » Socioeconomic factors

• Public health efforts, such as non-smoking laws and wellness programs offered by 
 employers to impact personal behaviors, have the capability to impact health at an 
 individual and community level.

HEALTH INSURANCE

•  Health insurance is essential for everyone since we never know when we may incur large 
medical expenses.

• Current health insurance is a combination of health insurance plus a prepaid plan 
 for routine, low-cost services.

•  One downside of health insurance is that personal accountability is diminished when 
virtually all health care services are covered by insurance. This can lead to wasteful 
spending.

THEY ARE CONNECTED, BUT NOT THE SAME

Health is soundness of 
body and mind, free from 

disease or ailment

Health care is provided 
by doctors, hospitals, 
and other providers 
that contribute to 
improved health

Health insurance is a 
contract in which a 

company indemnifies a 
contract holder (patient) 

for specific, high-cost 
health care services

HEALTH ≠ HEALTH CARE ≠ HEALTH INSURANCE
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Individuals must take charge of their own health – both 
for their sake and for the sake of the healthcare system. 
Healthcare organizations must empower them with the 
knowledge and tools they need to make the right lifestyle 
choices. A healthy population is everybody's responsibility.“ ”-Fred Buckwold, M.D.
Sr. Vice President of Medical Affairs

HEALTH
(Individual and Population, measured by both length and quality of life)

HEALTH CARE SERVICES
•  Access and Quality
•  Doctors
•  Hospitals
•  Pharmacies
•  Ancillary Services

PERSONAL
BEHAVIORS

•  Tobacco Use
•  Diet and Exercise
•  Alcohol/Drug Use
•  Sexual Activity

HEALTH
INSURANCE

85%

PERSONAL
PAYMENT

15%

PUBLIC
HEALTH

•  Water, Sanitation
•  Environment
•  Communicable 

Diseases
•  Immunizations

GOAL

FINANCED
BY

FUNDED
BY

CONTRIBUTORS

SUPPORTED BY MEDICAL EDUCATION AND RESEARCH

INSURANCE COMPANIES

SOCIOECONOMIC
FACTORS

•  Education
•  Employment
•  Income
•  Social Support
•  Family Support
•  Community Safety

• Government
• Employers
• Individuals

• Government
• Private Philanthropy

•  Individuals 
(e.g., Education)

INDIGENT/ 
UNINSURED/        

BAD DEBT
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2HEALTH CARE TRIPLE AIM

•   Many of us were taught that cost, quality, and access created an “iron triangle” where increasing  
quality meant increasing cost or decreasing access was necessary to decrease cost. We no longer  
believe that is true; rather, in most cases, improvements in quality and access can and should  
reduce cost, not increase it. 

•   Our goal should be to improve health outcomes for individuals and populations while improving  
their experience of care and, at the same time, reducing per-capita costs. 

•  We believe these results can be achieved by all stakeholders (doctors, hospitals, health plans,  
    patients, employers, and policy makers) working collaboratively.

We don’t need to lower quality or limit access to 
cut costs. By creating a more efficient healthcare 
system, we can offer better care to more people, all 
while reducing costs.“ ”-Pam Hellstrom, MBA, MT(ASCP)H, CLSSGB
Vice President of Performance Excellence

IMPROVING THE 
HEALTH OF POPULATIONS

REDUCING PER CAPITA 
COSTS OF HEALTH CARE  

FOR POPULATIONS

IMPROVING THE 
INDIVIDUAL 

EXPERIENCE OF CARE

A
ccess

Q
ua

lit
y

Cost
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3HEALTH CARE COST DISTRIBUTION

http://www.theatlantic.com/business/archive/2012/03/10-ways-to-visualize-how-americans-spend-money-on-health-care/254736/

•  In 2010, the U.S. spent $2.6 trillion on health care – an average of $8,600 per person.

•  Health care costs per capita have grown an average 2.4 percentage points faster than the GDP since 1970.

•  The highest-cost 1% utilizes $90,061 per person on health care. These costs are driven by  
     both higher cost of services (e.g., technology) and a greater number of services. 

•  The top 1% of health care utilizers make up 20% of all health care spending.

•  The lowest 50% of spenders accounted for 3% of all national health care spending.

•  The 15 most expensive health conditions account for 44% of total health care expenses.

A change in circumstance can turn someone who spends nearly nothing on healthcare into someone 
who has to spend every dollar they have on healthcare.  Everyone needs insurance to guard against 
these sudden changes in need and having everyone in the risk pool lowers insurance costs for all. “ ”-Richard Lee, C.P.A.

 Senior Vice President of Finance

Percent of Non-Institutionalized Population Ordered by Health Care Spending

Top 5%

Top 1%

Top 10%

Top 30%

Top 50%

Bottom
 50%

45%

10%

9%

3%

19%

14%
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4ACCESS TO CARE IS MULTI-LAYERED

$

•   Health is improved through the receipt of health care services. In order for services to be  
provided, they must be accessible.

•  Access to care is several different things. We need to be clear what we mean when we 
    talk of access.

•  Third-party payer/health plans generally improve access to care when you look at all aspects  

of access (e.g., Medicaid Managed Care in Texas has improved access over traditional  

Fee-for-Service Medicaid).

Geographic access: 
•  proximity 
•  transportation

Availability of 
appointments/wait 
times

Cultural and 
language barriers

Affordability

Medical homes to 
coordinate care

Access to specialists

Specialist referrals

Primary care via emergency 
rooms is not the most 
appropriate, yet, in states like 
Texas, it is the primary access 
point for millions of uninsured

UNDERSTANDING ACCESS TO CARE
What do we mean when we talk of access?
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ACCESS TO CARE IS MULTI-LAYERED

$

WILL THEY SEE ME WITH MY 
COVERAGE OR NO COVERAGE?

ARE THERE 
APPOINTMENT TIMES?

IS THERE A PROVIDER?

IN THE SPECIALTY I NEED?

CAN I AFFORD THE
     COPAYMENTS?

1

2

4

7

9

5

6
3

Start

Finish ARE THE SERVICES I NEED 
COVERED UNDER MY 

INSURANCE?

IS THE LOCATION
ACCESSIBLE? 

8

Navigating the “Access to Care” Maze

DO I HAVE 
TRANSPORTATION?

DOES THE PROVIDER 
SPEAK MY LANGUAGE? 

NAVIGATING THE “ACCESS TO CARE” MAZE
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5CONTROLLING HEALTH CARE COSTS

Utilization Rate (Volume)
x Unit Cost (Price)

= Total Cost

•  Generally, the U.S. either has higher utilization rates or pays a much higher cost per unit than other  
    countries (often both higher price and more volume)

•  Traditionally, Medicare and Medicaid have attempted to control overall costs by simply reducing unit  
    prices paid to providers, with little effort to control utilization

•  Saving money in the U.S. system requires: 

       •  Eliminating services that do not improve outcomes (reducing utilization)

       •   Cutting prices for certain services (e.g., certain surgical procedures, diagnostic testing, medical   

 devices, and prescription drugs)

       •  Substituting lower cost, equally effective services (based on comparative effectiveness research)

•   Ways to control unit costs: discounts, fee schedules, reference pricing, limited provider panels, less  
 intense level of service, and consumerism through improved transparency of cost

•   Ways to control utilization: high deductible health plans with health savings accounts, second opinions,  
 pre-authorizations, concurrent utilization review, disease management programs, and consumerism through  
 improved education and information on options

•   Ways to control unit cost and utilization simultaneously: salaried physicians, bundled payments, capitation,  
 risk-sharing with providers, evidence-based care, integrated delivery systems/accountable care organizations 

GOAL:
IMPROVE OUTCOMES WHILE LIMITING SERVICES THAT ARE 
OVERPRICED AND DON’T IMPROVE OUTCOMES

KEY FORMULA OF MANAGED/COORDINATED CARE
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6COMPARATIVE EFFICIENCY 
IN HEALTH CARE
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WE NEED TO MOVE THE COUNTRY 
FROM POINT A TO POINT B.

Getting from A to B:
•  Eliminate duplicate diagnostic testing or other services
•  Use less costly technologies that produce the same result
• Increase spending on public health measures 
•  Empower patients to become better consumers

The United States can’t continue to embrace 
an inefficient system that costs too much and 
produces sub-optimal outcomes. We need reform 
that gives us better value with less spending.“ ”-Ken Janda
President | CEO of Community Health Choice

Good outcome, 
good efficiency

Good outcome, 
poor efficiency

U.S. performance
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7BENEFITS OF PRIMARY CARE

WHY IS PRIMARY CARE IMPORTANT?
Our healthcare system is a sophisticated one, where different doctors and facilities are 
responsible for different areas of a person’s health. When someone is unable to access 
primary care in this system and relies on facilities devoted to emergency care, the system 
is strained and outcomes suffer.

PRIMARY CARE
is an important part 

of prevention.

PRIMARY CARE 
reduces unnecessary 

specialty care.

PRIMARY CARE
is a foundation of     

quality clinical care.

Using PRIMARY CARE
early and often leads to 
more appropriate care.

PRIMARY CARE
increases access to

services for traditionally 
underserved   
populations.

Through 
PRIMARY CARE, the  

early management 
of health problems 
improves outcomes     
and reduces cost.

The reason to establish a health home and see your 
Primary Care Physician regularly is the same reason you 
change the oil in your car, brush your teeth or lock the 
front door. A little bit of caution and preventive action 
taken now can save you from problems in the future.“ ”-Lisa Fuller, M.D.
Associate Medical Director
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8INTEGRATED COORDINATED CARE

•   Health homes are comprehensive, patient-centered systems of care that facilitate access and coordination of a  
full arrary of behavioral, primary, acute, and long-term services. Health homes will lead to improved patient 
experience, better outcomes, and a healthier population. This model will allow for a movement away from fee-for-
service (volume) to payments based on the value of services.

•  Accountable Care Organizations (ACOs) are a group of doctors, hospitals, and other health care providers who come     
    together to give coordinated, high-quality care to their patients. 

•  The goal of coordinated care is to ensure that patients (especially the chronically ill) get the appropriate care, while  
    avoiding unnecessary duplication of services and preventing medical errors.

•  ACOs or other integrated systems will:

       •  Utilize best evidence-based guidelines for care, leading to quality cost-effective care for patients.

       •   Control costs better than the current fragmented system, if bundled fees are paid and capitations or other  

value-based payments are made.

       •   Provide better outcomes by providing incentives for providers to reduce cost and utilization of  

unneccessary procedures.
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9MORAL HAZARD 
OF THIRD PARTY PAYER SYSTEM 10

Private Insurance

Public Insurance

Out of Pocket

89% 11%2014

52% 48%

1960

Percent Distribution of National Health Expenditures

Moral hazard suggests additional health care services will be purchased when individuals become insured and 
pay less out of pocket for these services. This drives both higher utilization of services and higher prices (“Don’t 
worry, your insurance will pay for it!”).

Out-of-pocket spending had dropped 37% since 1960, with employers and government subsidizing the difference.

Insurance is coverage by contract whereby one party agrees to indemnify another against a specified, unexpected 
material loss. High-cost treatment for heart disease or cancer clearly should be covered by health insurance. 

Prepaid Health Care refers to coverage by contract where one party pays another to receive nearly all health care services, 
regardless of price, for one set monthly fee.

The ACA requires insurers to sell and consumers to purchase a combination of health insurance and prepaid health care 
services. With increased health care subsidies, out-of-pocket costs and financial risks have declined – encouraging higher 
utilization of services. 

Not everyone should bear the burden of shifting back to a system of increased accountability. There has to be consideration 
for those low-income individuals and families who are unable to pay any more out of pocket.

To reduce moral hazard, most patients should have more skin in the game in order for them to utilize their health 
insurance in a cost-effective manner. If an overt differentiation was made between prepayment of routine services and 
“insurance,” individuals may be more likely to be selective in their choice of expensive services. 
One way to do this is through health savings accounts that are paired with high-deductible health plans.
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10A BETTER WAY TO PAY

HEALTH INSURANCE

HIGH CONSUMERISM

LOW CONSUMERISM

FINANCING PLAN

Over 80% of all health care services are paid via health “insurance.” But is it really insurance?  

• Which services really need to be insured? 
• Which are simply high cost and need a financing plan? 
• Which are low cost and can be paid for in a variety of ways?
• How do we help low-income families pay for all needed services?

How far should we really stretch “insurance?”  Do the ACA’s essential health benefits go too far? Should chronic conditions 
and pregnancy be covered by insurance or consumerism?

A contract in which a company indemnifies a contract holder (patient) for specific unexpected, high-cost health care services

Unlike car insurance that won’t pay for preventive oil changes, health insurers are increasingly expected to pay for routine, low-cost, 
and predictable services like well-visits and immunizations. Everyone should become better consumers of these services.

A less predictable version of consumerism, these medical services may arise unexpectedly, but they are short-term and low-cost 
enough to be handled without burdening the insurance system. We can help people become smarter consumers by educating 
them on when (and when not) to use emergency rooms.

The highest form of consumerism is low-urgency, high-cost services that consumers must have more responsibility toward. It is important 
for consumers to think about price and quality when making decisions about this care, just like they would for any other service they are 
considering.

Cost
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(Expected)

H
ea

lt
h 

C
ar

e 
Se

rv
ic

es

Acute
(Unexpected) Stitches

Heart Attack

Knee 
Replacement

Bariatric 
Surgery

LASIK Surgery

Infertility Treatment

Car Accident

Specialty Drugs

Cancer

Sick Visits

Routine 
Check-up

Generic 
Drugs

Routine 
Labs

MaternityChronic Disease
Management

Ear Infection

Immunizations

15



A LOOK AT OUR POPULATION’S
INSURANCE COVERAGE11

Those covered by employer sponsored coverage (green) make up the largest percentage of the insured population.

Medicaid/CHIP members (red) are concentrated in the younger age group with low-incomes.

Medicare members (orange) are concentrated in the older age range.

A much smaller percentage, largely invisible in this chart, are covered by individual insurance or military sponsored 

plans (gray).

The more intensely saturated the color, the higher the rate of insurance of the population. The uninsured are 

represented by the white space, which results in less intensely saturated color.

Low-income adults are the least likely to be insured, as well as 20-to-29-year-olds at all income levels. 

The population over age 65 is the most likely to have insurance (mostly through Medicare).

NATIONAL POPULATION HEALTH INSURANCE COVERAGE 
BY FPL & AGE

Medicaid Members Employee Sponsored Military Sponsored

Medicare Members Individual Purchased

More 
Insured

Less 
Insured
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Compared to the national average:

• Texas’ population is younger.

• Texas has a higher percentage of children and young adults who live in poverty.

• Texas has a higher number of uninsured individuals (indicated by the increase in white space).

• Texas has the most restrictive eligibility requirements of any state Medicaid program and, therefore, covers fewer 

low income adults than other states (indicated here by much less red).

Almost all adults aged 30-50 living in poverty in Texas are uninsured.

TEXAS POPULATION HEALTH INSURANCE COVERAGE 
BY FPL & AGE

Medicaid Members Employee Sponsored Military Sponsored

Medicare Members Individual Purchased

More 
Insured

Less 
Insured
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12WHO’S ELIGIBLE FOR 
SAFETY NET PROGRAMS?

By expanding coverage, many ER visits would turn into urgent care and primary care visits, 
saving Texas an estimated $34.3 billion over the first decade of the improved coverage.“ ”-Karen Love, Executive Vice President | COO of Community Health Choice

Issued yearly, the Federal Poverty Level (FPL) is a measure of income that is used to 

determine eligibility for benefits like Medicaid and nutrition assistance programs.

WHAT IS FPL?

Income for various percentages of FPL

Family Size

1 $11,770 $15,654 $21,775 $23,540 $47,080

$15,930 $21,187 $29,471 $31,860 $63,720

$20,090 $26,720 $37,167 $40,180 $80,360

$24,250 $32,253 $44,863 $48,500 $97,000

2

3

4

100% FPL 133% FPL 185% FPL 200% FPL 400% FPL

Annual Income

Newborns
(<1 year)

Over Age 65
(>65 year)

Pregnant
Women

Parents* Childless
Adults

SSI, Aged,
Disabled

>400%

  400%

  200%

  100%

  0%
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CHIP Medicare

ACA Marketplace Subsidies

Private Coverage

Current
Medicaid

Public Insurance Eligibility in Texas without ACA Coverage Expansion

Children
(Ages 1-18)

Texas Coverage 
Gap (uninsured)
(and most county indigent 

care programs)
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13COVER ALL THE BASES
WITH HEALTHCARE REFORM

HP

3B

1B2B

As Texas and the country work to improve health care and health insurance systems, we can be guided 
by a simple linear path, much like running the bases in baseball. If the goal is to reach home plate, 
improving health outcomes and patients' experiences while reducing costs and complexity, then we 
must first make it to first, second, and third base.

The long-term goal we all want is better 
outcomes without constant increases in costs. 
That will require us to transform provider 
payment methodologies and tie payments 
to healthy outcomes, care coordination, and 
integrated delivery of care. But, unless we 
first cover the other bases, payment reform is 
nearly impossible.

COVER EVERYONE with basic, commonsense 
benefit plans. The remaining steps will not work 
with millions of uninsured Texans. Coverage is the 
key, but can be expensive. It must be subsidized 
for our lower-income neighbors. It requires an 
open, transparent market where everyone can 
affordably purchase health insurance.

BUILD PERSONAL ACCOUNTABILITY by 
encouraging healthy behaviors and improved 
consumerism. Personal accountability 
includes choices of options to finance health 
care services, but expecting everyone to have 
insurance against large medical bills. No 
matter our income, we all should have some 
skin in the game via copayments for services.

CONSOLIDATE PROGRAM FUNDING by 
reducing the number of separate, fragmented 
programs. Funding mechanisms and tax 
treatments are just too complicated and 
add administrative burden. We must work to 
develop holistic programs that control state and 
federal costs at the same time, while improving 
the health of all Texans.
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COMMUNITY HEALTH CHOICE
2636 South Loop West, Suite 125 

Houston, TX 77054


