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Why redesign health care?



The cost of health care in the past 50 years has
risen more than 800%, almost 5x the rise in the

gross domestic product and over 50x the increase
in wages for the average American.

National health expenditures

1960 1965 1970 1975 1980 1985 1990 1995 2000 2005 2010

Source: McKinsey, "Accounting for the cost of U.S. Health care® 2011)




Goal of Redesign:
The Triple Aim

Better health
Better care
Lower cost




Business Model @‘

Revenue Cost
Enhancement Reduction
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Achieving the Triple Aim:

“The two major problems in

U.S. health care are...

e the way we deliver primary care, and

e the way primary care is financed”
“Primary care Is the only natural locus of
control of health care quality and costs”

Paul Grundy MD, MPH, FACOEM, FACPM

Director of Healthcare, Technology and Strategic Initiatives, IBM
President, Patient Centered Primary Care Collaborative
Adjunct Professor, Family and Preventive Medicine,

University of Utah School of Medicine



Presenter
Presentation Notes
Other drivers for change, include the unsustainable financial burden of a $2 trillion healthcare system.
The United States has the highest per capita expenditure in the world1, yet is last in health care indicators among first-world nations1
In particular, the US spends nearly twice as much as Canada on healthcare, but ranks at about the same level on all indicators.

Lastly, Patients and payors (businesses and insurers) are dissatisfied.2
The concerns about increased need, poor quality, and high cost are affecting expectations of patients and payors. Both want improved access and quality and better value for their healthcare dollar.


Davis K, Schoen C, Schoenbaum SC, Doty MM, Holmgren AL, Kriss JL, Shea KK, for the Commonwealth Fund. Mirror, Mirror on the Wall: An International Update on the Comparative Performance of American Health Care. May 2007.  Available at: http://www.commonwealthfund.org/publications/publications_show.htm?doc_id=482678
 American College of Physicians. A System in Need of Change: Restructuring Payment Policies to Support Patient-Centered Care. Philadelphia: American College of Physicians; 2006. Position Paper.


http://www.aafp.org/online/en/home/publications/news/news-now/opinion/20080207bren-grundy.mem.html
http://www.aafp.org/online/en/home/publications/news/news-now/opinion/20080207bren-grundy.mem.html

Primary Care = Higher Quality

Relationship Between Provider Workforce And Quality: General Practitioners Per
10,000 And Quality Rank In 2000

Quality rank
1

| Montana i

General practitioners per 10,000

SOURCES: Medicare claims data; and Area Resource File, 2003,
NOTES: For quality ranking, smallervalues equal higher quality. Total physicians held constant.

Baicker, Health Affairs 2004




Primary Care = Lower Cost

EXHIBIT 9

Relationship Between Provider Workforce And Medicare Spending: General
Practitioners Per 10,000 And Spending Per Beneficiary In 2000

Spending per beneficiary (dollars)

8,000
7.000
&,000
5,000

- Montana
A 000

General practitioners par 10,000

SOURCES: Medicare o ; and Area Resource File, 2003,
NOTE: Total physicians held constant.

Baicker, Health Affairs 2004
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Definition: Medical Home

Comprehensive
Patient-Centered

Coordinated

Continuous

Accessible

Quality and Safety

Others: IT, Workforce, Payment

- U.S. Department of Health & Human Services

AHRQ
Advancing Excel

Agency for Healthcare Research and Quality
fence in Health Care

http://pcmh.ahrq.gov/portal/server.pt/community/pcmh__home/1483/PCMH_Defining%20the%20PCMH_v.

Are
you

one?

Patient-Centered
Medical Home




Appropriate
Access

Planned
Care

U University Health Care
Community Clinics




Appropriate
Access

e Patient centered care
Appropriate requires access

Access
¢ Understand acute and
chronic care demand
¢ Balance supply and demand
e Standard appointment types

e Contingency planning

¢ Balance capacity in the team

L ]
University Health Care
Community Clinics




Care Team

e Patient is the center
of the team

e Team knows the
patient’s care plan

Appropriate
Access

¢ Evidence-based
strategies for care

e Maximize skills of
team members

e Open and real time
communication

@ University Health Care

Community Clinics




Planned
Care

Appropriate

Access —_—
e A plan—in writing—for

every patient
e Evidence-based care plans
e Mutual goal setting
e EMR tools

e Pre-visit planning
eliminates waste

@ University Health Care

Community Clinics
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Different strategies for healthcare spending
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Healthy) Spend Segments

Membezrs Costs

1%

e High risk - Acute
e Chronic condition
* Healthy today



Psychiatrists to manage complex psychiatric medication
needs

Clinical pharmacists to work with chronic disease
medication management

Physician Assistants to augment and work in i I I am
partnership with physicians to deliver medical care
appropriate to need f

Pri

Counselors (LCSWSs, clinical psychologists) to address
patients’ mental health issues

Patient and
physician select
personalized
team to meet
patient’s
individual
needs

Care Managers to assist managing multiple chronic
diseases and transition care

Dieticlans to create personalized diet plans

Health Coaches to help achieve healthy behaviors

Peer Support Specialists to work with patients with
mental illness

Community Health Workers to assist with cultural or
resource issues

>0 96 e SHe e Soe e e Soe
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The Health Center

33 John D. Matthew, MD, FACP

*We are your doctor” m.eam ceer

Plainfield, VT

Dartmouth
COOP Project

2012



Care by Design™

* Appropriate Access — 2003

— Balance visit supply and demand
— Standardized schedules

e Care Team - 2004

— Expanded MA role

— Providers and MAs working in
teams

— EMR tools (BPAs, Xfiles)
 Planned Care — 2006

— Protocols, order sets
— Pre-visit planning, labs
— Registries

Appropriate



Presenter
Presentation Notes
Beginning in 2003, the University of Utah Community Clinics implemented Care by Design™, an innovative primary care delivery model. Care by Design is built upon three organizing principles similar to those found within the Patient-Centered Medical Home model: appropriate access, care teams, and planned care. Our implementation of CBD, begun in 2003, was accomplished in stages, first with appropriate access, then with care teams, and most recently with planned care. Implementing these principles required many complex and interrelated changes. Throughout implementation of the model we have assessed quality and performance outcomes and measured the extent of implementation in individual clinics. Initial quantitative analysis suggests that the changes implemented through the CBD model have already had an impact on a number of quality and performance measures. However, adoption among all community clinics has been variable. 



Care Transition
Management Navigator




Patient Reported Outcomes:
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Presentation Notes
These data represent those CONSENTED patients who have had multiple assessments with the change between their first assessment and their most recent.  Changes are all in the right direction and are statistically significant for PHQ9 and RAND, and nearly significant for PAM (p=.057)

Patient #:  PAM = 46; PHQ9 = 40; RAND = 35



Self-Monitoring Tools

Care Management Patients with at Least 3
Entries in Self-Monitoring Tools

Dec-12 Jan-13 Feb-13 Mar-13 Apr-13

Self Monitoring Tools: weight, BP, glucose,
exercise



Patient Experience
with PCMH Domains

CBD Element PCMH Domain Question Overall
Items Mean

Planned Care Comprehensive care
Continuity of Care
Self-management support
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Presentation Notes
Custom PCMH-CAHPS survey: 
53 questions covering all PCMH domains
July 2011, December 2013, and September 2013
Patients with at least one visit to one of the UUCC in past 12 months
Mailed 4300 surveys; no follow-up contact
Returns:  2011= 851; 2012 = 784; 2013 in the field now
Over-sampled for minority ethnic groups and used Spanish language survey and cover/consent letter in 2nd & 3rd administrations; % Hispanic respondents increased from 7% to 15% in 2012 survey

Based on PCMH-CAHPS data from 2012.  Mailed survey to 4300 patients.  Responses from 784 patients. We used a sub-set of the items from the PCMH-CAHPS pilot selected to assess the changes we made as part of CBD.  We chose to include more questions about access (5) and care teams (15) so that we could determine how the changes we made were impacting patient experience.  We did not include as many questions related to Planned Care (only 6) and those that we included focused on specific elements of CBD.  Comprehensive care included a question about stress and one about depression (we were implementing the PHQ9 depression PRO), self-management included questions on care plans and help making changes.  Continuity included 2 questions about informational continuity (not about relationship continuity)

Specific questions:
Continuity: 
Get help needed to manage your care
Office offer you after visit notes

Comprehensive care:
Talk about things that cause you stress
Anyone ask about depression

Self-Management:
Work with you to set personal goals
Get help you needed to make change


In terms of implementation of CBD, first AA, then CT, and most recently PC.  Patients are having positive experiences in those areas most impacted by our redesign (AA and CT).  
Our 2012 results are very similar to those from 2011 survey.  Slight but non-significant positive changes.

Planned Care was implemented with introduction of Care Managers in 2012 so there hasn’t been much time to see their impact on patient experience.  We are in the field currently with a 3rd administration of the PCMH-CAHPS survey and anticipate seeing positive changes in experience in these areas.

Methodologically, the PCHM-CAHPS survey  is long (our survey had 53 questions and was only a sub-set of the full instrument).  It is expensive to administer according to AHRQ guidelines for follow-up and sampling.  Nationally, the approved vendors have clients “over a barrel”.  If this becomes a standard for NCQA certification for PCMH it will add a large financial burden for organizations.


and Level of Implementation
of CBD

CBD Element Patient Experience

Access to Communication Comprehensiveness
Care of Care

Appropriate

Access f f

Tt 1

» Extent of implementation is not related to all domains of experience
e Transformation may not be readily visible to patients (“behind the scenes”)



Continuity of Care Reduces
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1800 non-elderly (APCD)
Cost data available for 2007-2010 (for TPC) and will get 2011 for SSCM.

CM started in 2010 and TM started in 2012.  Our cost analyses will allow us to only look at change in cost of CM after one year of implementation.  We are not able to assess the impact of TM on cost of care using the CMS data.  We will be able to do better analyses with APCD data.

Measurement of the intervention.   In this case, we incorporated CM and TM in 10 clinics and we are looking at its impact on health care utilization and cost among a population with multiple chronic conditions.   The simplest way of characterizing the intervention is dichotomous (did you get CM/TM or not?), but variation in the implementation of CM is difficult to isolate from other factors related to both the individuals involved as well as the clinic environment.   [ In some ways, CBD implementation, because of its multifaceted nature, poses greater problems than CM/TM, but they may interact].

Effect of Characteristics of Clinic Environment.   Our analyses to date have been at the individual level, and clinic characteristics have been included at that level, and we have sufficient power.   But as Peikes at Mathematica pointed out, there are potential issues of power when considering the clinic as the unit.   We will continue to explore methods that appropriately addresses potential bias on one hand, and sufficient power on the other.  

As we know (primary care transformation in clinic level), power was a big concerns (because of “clustering” of patients within same clinics) for us due to small number of clinics.
Although Peikes et al. brought that issue, they never added how this problem can be resolved. 
 
Clustering (including spatial analysis) affects how to calculate standard errors of variables in regressions.
If we can reflect the small number of clinics in our standard error calculation, we will be more comfortable on the results. 
To resolve the issue with small #s in clinic level, there are two statistical approaches (model-based variance calculation and wild cluster bootstrap-t procedure). �They have been well proved in small #s in 2nd level (i.e. our case is clinics). We may borrow these two methods to overcome the issue. 
 

Others:
 
Attention to external environment, both neighborhood and economic.   How did the recession affect subsequent care and utilization.  We assume it is random.   Further characteristics and changes in the neighborhood/market environment and changes are also not addressed as potential confounders.

The additional confounders may show where and when our intervention worked and give us what we can do in the future planning. 



 



“Primary Care 3.0”

Healthy Behavior

Medical Care Mental Health Care
Promotion

Community Health
OrEers
Health Coaches

Peer Support Specalists,
MAs/MPAs »0cial Workers

Educational Support
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L Complex Medical
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“Impact of TN on Care
Coordination

23% preliminary, unadjusted relative reduction in 30-day readmissions
among patients receiving transitions navigator services.

http://www.rwjf.org/en/about-rwjf/newsroom/newsroom-content/2013/02/transitions-navigator-and-hospital-readmissions.html

100
90

10 —

50 —— —
40 —— —
30 — —
20 — —
10 — —

% with coordinated plan of care upon hospital discharge
% scheduling post-hospital follow-up appointment

% completing post-hospital follow-up appointment (July 2012 — March 2013)
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Presentation Notes
1147 Chart audits July 2012-March 2013
	623 received TN services

2321 CM transitions studied since June 2011.
Median age: 49 years
23.2% of all transitions involved older adults

Majority of transitions (51.8%) involved ED discharges.
Suggests that hospital-based approaches are likely insufficient.

Substantial minority of transitions (42.9%) involved discharges from surgical or specialty services.
12.4% overall US readmission rate in 2010 among surgical discharges.*
15.9% overall US readmissions rate in 2010 for medical discharges.*

CM workload was ~ 1 transition/per day.
Suggests feasibility of TM program within PCMH.
CM workload will increase if surgical/specialty discharges are added to TM.

Implications for methodology:
Don’t forget the ED.  Hospital-based transitions programs are insufficient.  ED discharges must be included as well.
Transitions management is “doable” by care managers within the PCMH.  Transitions management need not overwhelm other care manager functions, and  care managers can be “cross-trained” to perform transitions management plus other duties.  
Relationship to the literature:
Older adults were disproportionately represented in our sample (23.2%), even though the median age of our sample was 49 years.  2 out of 3 Medicare beneficiaries are readmitted or die within 1 year of their index hospitalization (Jencks SF, Williams MV, Coleman EA.  Rehospitalizations among patients in the Medicare fee-for-service program.  NEJM 2009; 360 (14): 1418-1428).
The transitions literature has focused largely on medical readmissions, but the surgical readmissions rate is nearly as high, and surgical discharges should be included in efforts to reduce readmissions.  The 30-day readmissions rate for medical discharges in 2010 was 15.9%, compared with 12.4% for surgical services (Robert Wood Johnson Foundation.  The Revolving Door:  A Report on U.S. Hospital Readmissions.  February 2013).  
Our preliminary 23% relative reduction in readmissions rate is consistent with improvement in readmissions rate by other programs, including Coleman’s Care Transitions Intervention (CTI).
The improvement in care coordination (post-hospital follow-up in our program) is likely to contribute significantly to the 23% reduction in readmissions we observed since lack of follow-up with a PCP within 4 weeks of discharge increases the risk of readmission 10-fold (Misky GJ, Ward HL, Coleman EA.  Post-hospitalization transitions: Examining the effects of timing of primary care follow-up.  J Hosp Med 2010).  Note that our transitions management program generally arranged PCP follow-up within 1 week, not 4 weeks.
Paucity of evidence on transitions management with the PCMH.  Tim, Andrada and Lisa are analyzing data on TM within CBD to help address this knowledge gap.





%verall Conclusions

m Positive patient experience in PCMH
domains

m Access
® Communication
m Care coordination

m Transitions navigation as part of PCMH
lmproves
» Primary care follow-up
» Readmission rates

m Continuity by site was associated with lower
total health care costs in patients with multiple
chronic diseases


Presenter
Presentation Notes
We used the AHRQ grant to enable us to implement our care mgmt program, including hiring the 7 care managers and later the transitions navigator.  Now that the funding is ending, we have moved the care managers to the CC payroll and plan to continue with the CM program with continuing adaptations to services provided and personnel included in the care team.
 
The care management program which we have demonstrated has great potential to improve care and reduce cost and will be sustained after the grant project is over.

Methodological issues – 
	
Our measure of continuity of care is relatively crude.  For example, in our cost analyses continuity of care was measured as “site continuity”, the proportion of clinic visits that were to one of the CCs.  Work is needed to refine the definition, both quantitatively using one or more of the available continuity indexes and qualitatively (is continuity with provider, with team, with clinic, or something else the most relevant to patients?  …most relevant in understanding costs of care?)


Essential Ingredients
Primary Care 1.0 and 3.0

m Continuity

m Comprehensiveness
m Coordination

m Relationships
m Patient — provider
m Team
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HEALTH CARE

Practice what we teach
Teach what we practice

Research how to do
better

J. Lloyd Michener, MD
AAMC Annual Meeting
November 7, 2009



Irriculum:
Ur J\\«" arsity of Utah School of Meo

ACUTE CARE

APPLIED ANATOMY

CLINICAL CLERKSHIFS MEDICAL SCIENCE

PRIMARY CARE

g
:

Summer Break

Molecules,
Cells & Cancer
Research

Host &
Defense

MBA | MPH | MED

@inica[ Medicing) @ Medi @ Medical Sciences @ Service, Scholarship, Mentorship
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Residency (WUQ
Train in PCMH gﬁ“
Quality Improvement *!’ Ve

Improving patient satisfaction

Recording influenza vaccination

Addressing BMI

Improving HBA1C testing rate in Diabetic Clinics
Improving Documentation of CHF education

Improving Primary Care provider designation
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