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Where's the Leverage on Trend?

«Care Coordination

*Problem Solving
Self Management Linking with
*Registries Support Community Resources
*Gaps in Care Patient Education *Empowerment and
Planned Visits -Patient Activation Education
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Modest Potential Value Gain Large Potential Value Gain from
from std Medical Home Intensified Medical Home




“Hot Spotting” in Employed Populations

e Boeing & Atlantic City Resorts (A. Milstein)
— AICU in 2 self-funded industries

Capitation fee plus FFS for specialized MD-led teams within 3 MD groups and free-standing
(Atlantic City)

— 18%- 20% net reduction in per capita spending vs. propensity matched controls

e Humboldt (A. Glaseroff)
— Partnered with PERS and PBGH (Anthem as ASO);

— Disseminated rural county model within a distinguished IPA inserting RN care managers into
25 private practices

— 20% savings estimated in first year

e Stanford University (A. Glaseroff, A. Lindsay)
— Pilot for University & Hospital Employees + Dependents enrolled in self-insured plan.

— Stanford Coordinated Care (SCC) is a team of medical professionals and health coaches who
help people with chronic ilinesses lead a healthy life and smoothly navigate their healthcare.



Better, Faster and Leaner:

Boeing A-ICU Resuits After Year One

Change in Combined Total Per Capita Health Care Spending,
Functional Health Status, Patient Experience, and Absenteeism

% Difference

% change from baseline in unit price-standardized total annual per —20%"
capita spending by patients and Boeing, compared to a propensity-
matched control group, net of supplemental fees to medical groups

% change in SF12 physical functioning score for IOCP patients +14.89%
compared to baseline

% change in SF12 mental functioning score for IOCP patients +16.1%
compared to baseline

% change in patient-rated care “received as soon as needed” +17.6%
compared to baseline**

% change in average of patient-reported work days missed in last —56.5%
6 months compared to baseline

*p = 0.11 after first 12 months for 276 chronically ill enrollees vs. 276 matched controls.

** From the Ambulatory Care Experience Survey — patients responding “always” or “almost
always” to the question: “When you needed care for illness or injury, how often did the IOCP
provide care as soon as you needed it?”




Findings: Total Utilization Metrics

Number of Inpatient Inpatient Outpatient Professional ER
Exclusion Method Members Excluded Days Admissions Visits Visits Visits
(n=259) % Change from Period 1 to Period 2
A = All Members and Claim 0 -63% -51% 17% 11% -25%
Lines Included
B = All Members Included; Claim 0 -59% -50% 17% 11% -25%
Lines over $250,000 Excluded
C = Members with Total Allowed 4 -529% -54% -15% 11% -26%
Amount over $250,000 Excluded
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Findings: Total Cost Metrics

Number of Total ER Surgeries & Visits
Exclusion Method Members Excluded Allowed Amount Allowed Amount
(n=259)

% Change from Period 1 to Period 2

A = All Members and Claim Lines

Included 0 ~23% -16%
B = All Members Included; Claim 0 13% 16%
Lines over $250,000 Excluded T2 TRl
C = Members with Total Allowed 4 29% 19%
Amount over $250,000 Excluded 470 IR
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Designing the Program: “One size fits

none”

 Defining the problem before designing the solution

W STANFORD
: 7




Human-Centered Design

* Interview people from targeted lists — 10+ if possible

« Explore strengths, barriers, past experiences with
healthcare (positive and negative)

« Categorize responses to develop common themes (the
20% of what was frequently heard that accounts for 80%
of what patients face in regards to their health).

 Brainstorm about possible solutions to that limited set of
barriers — don'’t edit while brainstorming

« “Vote” as a group
* Design program/hire accordingly/test ideas

@S'I‘-\ NFORD
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ELEMENT 1

THE TEAM CARE APPROACH

CURRENT PATIENTS

With a team of trusted providers by
their side, SCC patients experience
the benefits of becoming an
empowered patient in their care.

At SCC my healthcare P}‘E?E-‘f_/ff’?'_\' ‘At SCC its not about a doctor

share the f){ﬁ??'mrfﬁcm about me x‘f.!rf:'frg me what to do. It’s about
among themselves; r}f.rcjl-' frust me, what we're going to do rﬂgf’rflf’r.
nf.:f}-' trust each c?ffrf’r. and rfrfj}' ]’?chl-' g:'w me :“cmﬁ./ff’m‘f’ and take
work hand-in-hand.” the drama out of health care.”
“CORINE" (38) “DAWN"

Patient at SCC Patient at SCC



ELEMENT1

THE TEAM CARE APPROACH

CURRENT PATIENTS

ELIGIBLE PATIENTS

With a team of trusted providers by
their side, SCC patients experience
the benefits of becoming an
empowered patient in their care.

At SCC my healthcare providers At SCC its not about a doctor
share the fuﬁ?:"mrrrfmz about me mflmg me what to do. Its about
among themselves; rffejb' trist me, what we're going to do rogfrfrfr.

ﬁ)ejb‘ give me [‘f?e’fﬁd’f.’uf‘ﬁ’ and take

the drama out of health care.”

they trust each other, and they
work hand-in-hand.”

“CORINE" (38) “DAWN"

Eligible patients often feel left alone
and wish there was a care team by
their side, yet can’t envision how this
might work.

“Someone should be w.rztrfrfug “To my _ﬁ'z'e’ma", coordinated care

over me. I don't understand what ~ means everyone knows every-
thing about you. Thats not true
of course but it’s hard for me to

explain to her.”

it takes to get a group .:Jf pmp.f'f
to watch over me, and make
sure that m 2y condition doesn't
get worse.”

“DAWN”

“CARA” (62) Patient at SCC
Eligible patient
C t y Medicine

Currently with Fam
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ELEMENT 2

SCC AS CENTER FOR NAVIGATING
THE HEALTHCARE'SYSTEM




ELEMENT 2

SCC AS CENTER FOR NAVIGATING
THE HEALTHCARE SYSTEM

CURRENT PATIENTS

Patients at SCC feel supported
and confident they get the best

care available.

“When I have a question, I start
with my Care Coordinator. At
SCC [ can m!_’}- on one doctors'
office when I am sick, and when

[ am healthy. Everything gets
resolved bere, not outside, in a :i":_' 2
ferent reality or by a third party.”

HDAWN“

Patient at SCC

As a patient you don't always know
how to communicate ws'tfr‘ww
prrfcr.!rfﬁr.r and tell them whats
important to you. SCC helped me
figure out how to ask my specialist
the rig!f}r questions and ﬁw’ HHOYE
confident talking with her.”

“CORINE” (38)

Patient at SCC




ELEMENT 2

SCC AS CENTER FOR NAVIGATING
THE HEALTHCARE SYSTEM

CURRENT PATIENTS

ELIGIBLE PATIENTS

Patients at SCC feel supported
and confident they get the best

care available.

“When I have a question, I start
with my Care Coordinator. At
SCC [ can .rc'-af].- on one doctors
office when I am sick, and when

1 am healthy. Everything gets
resolved bere, not outside, in a .:i".f';‘:
ferent reality or by a third party.”

fEDAWNH

Patient at SCC

o . I
As a patient you don’t always know

how to communicate with your
prfrfrrff';.fj and tell them whats
important to you. SCC helped me
frgure out how to ask my specialist
the right questions and feel more
confident talking with her.”

“CORINE” (38)

Patient at SCC

Being forced to be at the center of
their care, eligible patients struggle
to understand how SCC works with

their specialists.

“Before joining SCC, I didn’t

understand how SCC could

have a relationship with nry

specialists. I thought SCC may

not be able to handle me since
they can’t replace all of my

specialists.”

“CORINE” (38)

Patient at SCC

«This is my care team. They have
never met and don’t know each
other. My pharmacist sometimes
reaches our to my doctors, bur only
if she bas to. The first two times I
went to the ER and ended up in
ﬁ.’wspfnn’. my primary cdre pf{_:-;‘;l":'rrr‘:
didn’t even know.”

“CARA” (62)

Eligib tient

y with Family Medicine
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ELEMENT 3

SCC PUTS PATIENTS
AND THEIR GOALS FIRST

CURRENT PATIENTS

Patients know that their healthcare
team at SCC listens to them and puts
an action plan in place that aligns with

the patient’s goals.

At my ﬁ rst visit my doctor pm’fad

up a chair next to me, listened to
my story, and said, ‘You have a
valid point.’ I just wanted to
hug her!”

EEDAWNH

Patient at SCC

Ar SCC my docror gave me a litrle
II ) II I

tool so I could measure my blood

sugar, and | measured every day. |

was in conrrol. I learned irs im-

portant to know how your body is

working, and that made me feel

2

morivared

“JUANH

Patient at SCC




ELEMENT 3

SCC PUTS PATIENTS
AND THEIR GOALS FIRST

CURRENT PATIENTS

ELIGIBLE PATIENTS

Patients know that their healthcare
team at SCC listens to them and puts
an action plan in place that aligns with
the patient’s goals.

At my first visit my doctor pulled At SCC my doctor gave me a little
up a chair next to me, listened to  tool so I could measure my blood
my story, and said, You have a sugar, and I measured every day. 1

I I a3
?,':szﬂ"pamr. 1 just wanted to was in control. I learned its im-

bu T her!” portant to know how your fjo({’_}' is
working, and that made me feel

“DAWN” motivated.”

Patient at SCC

“JUAN“

Patient at SCC

Patients with multiple chronic conditions
often feel studied rather than listened to.

“Before joining SCC [ felt like
rfrf)-' treated me like a lab project,

“I needed _fc?f}zf’e'maf'lf to listen to
me, to go into my records and

fm{vmwfe’dgf? that I needed some- like an intellectual curiosity. N

n{r!ﬂg else. WT{? am I not é*f!rfg
13 DAWH”

treated as a whole persomn. I'm not : )
Patient at SCC

Jjust a bunch of symptoms.”

“CARA” (62)

qiole patient

Currently with Family Medicine
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ELEMENT 4

SCC PROVIDES HANDS-ON SOLUTIONS

CURRENT PATIENTS

Patients have experienced first hand
how their SCC team helps them solve
IsSsues In unconventional, hands-on ways

One patient felt lost calculating
the amount qf‘:'mrfffu she need-
ed to inject. So SCC asked her
to send a pfrrm‘f’ af her ﬁ:c?(f to
ber care coordinator, who would
rfpt_r}- with the amount c?f insulin
needed. A fter a month, the care

coordinator put rage'rfrc’r a binder

H»’JITJI:IJ }{”t‘)" most cOmmon -'Ht‘(i"t{'i.

Leaving the ER with injuries
ﬁ"m.lz a car dccident, a senior
couple wasnt able to take care of
themselves. SCC sent their nurse
to evaluate the situation. Know-
ing them and their life situation,
SCC qui{‘#‘e{}- had their meals
mgam.izm’ rf:wugfr their local
church.




ELEMENT 4

SCC PROVIDES HANDS-ON SOLUTIONS

CURRENT PATIENTS

ELIGIBLE PATIENTS

Patients have experienced first hand
how their SCC team helps them solve

Issues in unconventional, hands-on ways.

One patient felt lost calculating

the amount qf‘fmrfffn she
needed to inject. So SCC asked
her to send a picture af her ﬁ:mf
to her care coordinator, who
would 9'€p{p with the amount qf‘
insulin needed. A fter a month,
the care coordinator put ragfrfrer
a binder with her most common
meals.

Leaving the ER with injuries
ﬁ‘m}z 4 car daccident, a senior
mupa!'f’ wasn't able to take care

of themselves. SCC sent their
nurse to evaluate the situation.
Knowi ng them and their f;ﬁ‘
situation, SCC quickly had their
meals argfmfzwf r}'rrm;gf:' their

local church.

Patients too often are simply given facts
without a helping hand to translate
these facts into action.

“One time, when [ asked my

doctor whether I should do Jenny
Craig or W"E‘fgﬁ'sr Watchers, she
disappeared to consult with a
colleague. When she came back,
she just told me that I should eat
whole foods. And that was it.”

“CORRINE” (38)

Patient at SCC

“My blood sugar had been out

of control for a while. I didn’t
understand that I had to do
mmeﬁ?f;xg ;"l{ y doctor would just
say fmpm'_cfé.v,"f r}'fi.rzg_f that didn't
make me want to do anything.”

iiJ UAN'H

Patient at SCC







ELEMENTS5

SCC CARES FOR THEIR PATIENTS
LIKE IN THE GOOD OLD DAYS

CURRENT PATIENTS

Patients at SCC benefit from personal
relationships and small town feel.

“When I call, f}_'rejv rafre’rrﬁf}- Enow My nurse and m y doctor came
its me. I don’t have to rffr{ﬁ' my to my bedside at the frﬂjpfm.!r
identity. They can tell by my after surgery, and then my nurse
voice that its me. Knowing the came to my home. [ guess the
pmpff at the clinic and ffrwiug m.f.f}- downside is that I stressed
them know me keeps me from out that my house wasn't clean
getting sicker.” e’nm:gfﬁ ﬁ;?' a home visit!”
“DAWN” ANONYMOUS

Patient at SCC Patient at SCC




ELEMENT 5

SCC CARES FOR THEIR PATIENTS
LIKE IN THE GOOD OLD DAYS

CURRENT PATIENTS

ELIGIBLE PATIENTS

Patients at SCC benefit from personal
relationships and small town feel.

“When I call, they already know “My nurse and my doctor came

its me. I don’t have to wr:ﬁ' my to my bedside at the frmp;'mf
identity. They can tell by my after surgery, and then my nurse
voice that its me. Knowing the came to my home. I guess the
peaple at the clinic and having only downside is that [ stressed
them know me i‘fﬂps me ﬁ"mn out that m Ly house wasnt clean
getting sicker.” enough for a home visit!”
“DAWN” ANONYMOUS

Patient at SCC Patient at SCC

Patients have come to accept healthcare
as a series of impersonal experiences.

“Every time [ went to my primary
care clinic, I ended up seeing
someone else. They just passed me
around. In 12 months you could
see 12 different doctors, easily.”

“CARA” (62)
Eligible patie

Currently with Family Medicine

-

At my clinic in Hf{}»'u,-.rzrd when
rfrc:}-' rmm_'f@rrm" me to the PA,
[ never saw the real doctor again.

[ felt like I was in 2nd place.”

liJ UAN'H

Patient at SCC




[




ELEMENT 6

SCC HELPS PATIENTS TO
GET ON WITH LIVING

CURRENT PATIENTS

SCC helps their patients thrive with
their chronic conditions.

e ﬁer joining SCC [ E:?f’grm to fc*c‘f

like f{'j‘@f was about growing again.

[ was opening up. I was moving
forward. They encouraged me
to go on a vdcation .rz"cﬁ'pz'rf’ ey
bealth issues. Now [ am .!ramfl’fug

into getting my masters.”

EEDAWNH

Patient at SCC

“At SCC they helped me understand

the Hfgf.rlr' s.if:ufﬁs WETE J'fri'ef'.f_'}' H-':’.'m'fsg me
down. My doctor at SCC is helping me
change my schedule. .. he wrote a letter
to my manager. I'm going to be able
now to take my kids to school, to go to
the gym. I'm going to feel better.”

“JUAN!‘

Patient at SCC




ELEMENT 6

SCC HELPS PATIENTS TO
GET ON WITH LIVING

CURRENT PATIENTS

ELIGIBLE PATIENTS

SCC helps their patients thrive with Patients tend to focus on finding out
their chronic conditions. what’s wrong with them, while stalling

Hﬁe’r joining SCC [ f)fgm.f to ﬁ’e’f

like .c’{'fé was about growing again.

I was opening up. I was moving
forward. They encouraged me
to go on a vacation despite my
bealth issues. Now [ am .!'aa.fefﬁg

into getting my masters.”

“DAWNH

Patient at SCC

In life and not feeling better.

My doctor at SCC frf*fpm’ me “I wanted ff_ﬁtf*d: not just a band “I mf.’rfrﬁmn .fpf*r!m!'isr to J'pf?rmfr
understand that the ufgﬁr ﬁf.?;ﬁ; aid of medications.” ist to ﬁfm’ out what'’s wrong with
were wedring me down. He me. The more .cpﬂ'i.rzﬁ.crs [ saw,

“CARA" (62)
wrote a ffﬁ?r fo m Y mAndger, Eligible patient Fﬂ{l-f.’ more Fﬂ{lf.’_}-' I'F{Tlfl?fffﬂ; e, .ir 1 e‘f{?t’
and now I'm in the process qfﬁ Currently with Family Medicine end [ spent d lot -:?f my time and
transitioning to a a".fe:_}- 5:'5.1{',5‘. I ﬁm’ energy ﬁ??' narﬂ?fug. "

fr;z‘ﬁ'e_}- that [ get 50 much support.”

1] DAWN'H

“JUAN" Patient at SCC

Patient at SCC







ELEMENT 7

SCC SIMPLIFIES THE LOGISTICS
OF HEALTH CARE

CURRENT PATIENTS

Patients realize that their health care
IS more streamlined at SCC.

At SCC I'm in and out in }f_am_"}" A patient with scheduled surgery still
an bour. Thats not just J}.ﬁnjb?. had not received .'iw?‘;‘.'Jm'f&ir’frmﬁwn
! Is - their insurance the day before. The day
me, but also for my manager - : 4 P -
o E of her surgery, her care coordinator
because its less time out of my
seat. Also, there are far fewer bills

but who knows, t [’ff}' mfgi'r still She got authorization just in time so

. T T 7
came tn :".f?-"e'_}' .’HF;‘?’I J}UC’FEI Bowrs on ke

) s f ol s o
'fJ.l’.’C?F.‘r_’ Witk the (nsurdnce - Wikl SUCcess.

- ] - T Ff s
be coming. " the patient could walk into surgery
reassured that her insurance was cover-
“DAWN" ing the procedure.

Patient at SCC



ELEMENT 7

SCC SIMPLIFIES THE LOGISTICS
OF HEALTH CARE

CURRENT PATIENTS

ELIGIBLE PATIENTS

Patients realize that their health care
IS more streamlined at SCC.

At SCC I'm in and out in half

an bour. Thats not just great ﬁ;?'
o o

me, but also ﬁn‘ my mandger

because it’s less time out G_,?( my

sedr. rﬂm. there are ﬁ;r ﬁwf??' bills

but who #:wmw. .ﬁ'frf:}' mfgf.rr still

be coming.”
[ ]

HDAWNH

Patient at SCC

"My care coordinator saw that one z.fir_}'
f:'fﬁ: re my scheduled SUFGETY, 1Y insur-
ance still hadn’t authorized the proce-
dure, so she came in ew'f_"}' to call them.
She must have spent howurs and was
5.*.*((55.{3‘.;.*;". She irff:.!)ffrr me get autho-
rization just in time so my scheduled
surgery could take place.”

ANONYMOUS

Patient at SCC

Patients accept that health care uses a
lot of their resources, often inefficiently.

“Before joining SCC, I budgeted

one and a fnz.ff hours ﬁ:l:" my doc-
tor appointments. After getting
to the clinic, theres wditing in
the waiting room, then waiting
with a backless gown on, all this
waiting just to see the doctor for
15 minutes.”

1 DA‘WNI!

Patient at SCC

“Of course there are many bills.
That’s just what it is.”

“CARA” (62)
Eligible patient

el vaibl T il Maddi-ino
Larrently With Famiiy iMedicing




What they said they needed to thrive...

FROM

TO

Feelmg alone

Forced to be at the center

Feelmg stud|ed

Facts

Passed between prowders

Stallmg

RESOU rce mtenswe

Becoming an empowered pat|ent

Supported and confident
.Feelmg Ilstened to
_Hé__hds Onadlon

Creatmg personal relat|onsh|ps

Thrlvmg

Streamllned




GOALS OF STANFORD COORDINATED CARE

Primary SCC Goals:

Build the relationship to primary care team
Enhance patients’ self-management

Transform the primary care/specialty care relationship to better
serve the patient’s goals: Access by tele-presence, email, phone

Achieve “Triple Aim” results
e Better health
 Better care

e Lower cost

2l



Model 1 & 2 - SCC Program Overview

Primary Care Plus+ Description: [ Target Population: Top 10% risk category ]

Primary Care Plus is a service provided by Stanford Coordinated Care, to those who
wish to access the primary care services to the caring hands of an SCC physician. Those
enrolled in Primary Care Plus are welcomed by a care team which includes a physician,
nurse, care coordinator, physical therapist, pharmacist, and clinical social worker.

Chronic Care Support Description: [ Target Population: Top 10-20% risk category ]

Chronic Care Support is a secondary service provided by Stanford Coordinated Care to
those established within a medical home and would like to have the help and
coordination from an SCC nurse who works closely with the PCP to offer enhanced
support. A care coordinator is also designated to each individual to provide support of
health care complexities regarding chronic conditions and visits to specialists.

@S'I‘\\I"()HI)
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Care Model

‘Why wouldn "t a person with
a chronic condition do
everything in their power to
live long and feel well? ”
s%%ﬁ”i‘”@%’%@

5 FIGHTING
+ EATING SNEETS, STop




Causes of Premature Mortality

[ Social

B Environmental
E Medical

[ Behavioral

E Genetic

Schroeder, NEJM 357; 12

34




Reducing Clinical Variation — “The 10% solution”?

ry but clearly not sufficient

The most important variation is within the patients!

35




Patient variation — what the patient brings

The Patient Activation Measure® (PAM®)
assessment gauges the knowledge, skills and

confidence essential to managing one’ s own
health and healthcare.

Level 1 Level 4
Starting to Maintaining
take a role. behaviors

36



Patient Variation — what the patient faces

Domains

Access to Care ¢

Experience with Provider(s)
Getting Needed Services
Coordination of Care

Redical Home / Services Risk #

Medical

| : Social
Neighborhood"

Support

Home Environment
Job & Leisure
Social Support
Social Relationships
Social Support Risk

RMedications & Treatments &

Chronicity Engagement / Coping

: Adherence to Treatment
Symptom Seventy & Rental Health History
Condition Factors . Mental Health Symptoms

Diagnostic/ Therapeutic Medical Status & Self Management Self Management &

Challenges <« Rental Health Risk

2y g . Health Trajectory & Mental Health
Utilization Factors < <_::>

The Team = Patient, Providers, RN Care Manager, patient’s support network

37



Domains: “What to do?
Patient Activation Measure: “How to do it?”

PAM

Domains
Social

Behavioral

Medical
Trajectory

Workflows based on patient variation

38




SCC Approach

* From:
“What bothers you the most?

 To:
“Where do you want to be in a year?”

Getting
there...

39




The Overarching Approach

The patient must...

s BELIEVE SELF-MANAGEMENT IS WORTHWHILE:
The patient must feel there is hope and benefit in
doing a good job (GOALS)

. KNOW WHAT TO DO: The patient must have a clear
and achievable plan for self-management (ACTION
PLANS)

40



Humboldt Priority Care PAM Results

Comparative Values by PAM Levels

~J
o

o

U O
o

S

M Initial

o

M Repeat

# of Members per Level
= Pd w
o o

o
I

Level 1 Level 2 Level 3 Level 4

How was this achieved?

41



3 Step Method

* Engage the patient

— Their goals, not ours

* Determine importance
— Why isn't it lower?
— What would it take to make it higher?

 Action planning
— What are you going to do tomorrow?

— How confident are you that you can succeed with your plan?
— What would increase your confidence?

@S'I‘-\L\’I"()I{I)
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SCC Team

Team: 1.5 FTE MD, 1 RN, 1 LCSW, 0.6
FTE PT, 1 clinic manager, 1 data manager,
1 receptionist, 1 administrative assistant, 1
strategic planner, 3 care
coordinators/medical assistants

43



GENERAL RULES FOR TEAM CARE

« Panel management:

— SCC Care Coordinators
have their own panel,
handle med refills,
referrals, scribe office
visits and follow up with
patient between visits

o Staff work to limits of their
credential:

— SCC Care Coordinators
are responsible for
getting routine care
done.

44



Patient Partners

= R = SCClImprovements PAC [Compatibility Mode] - Microsoft Excel — E

m Home Insert Page Layout Formulas Data Review View [~) e = X

L) (i Arial o clax ===l 9 | Swapte General - *H 7 Nomal 2 Normal Bad Good Neutral ;J 5 EIELS A? L
=3 Copy ~ AA N g % ]| & 3] Fill = Z Lﬁ
" framarante| B 4 9-a Bueacne- $ 7% 0 |8 g g [l | | enare. S N A PTE u
Clipboard Fl Font ] Alignment ] Number Fl Styles Cells Editing
F50 M F ©
AB © E F G H J K L M N 0 P Q R S T U AAF -
il SCC IMPROVEMENTS PAC
3| TARGET IMPLEMENTATION DATE: 8/31/2013 Status; P Tl »
4 LAST UPDATED (3/26/13-CT) Insert or delete rows as needed to add
5 or remove ‘J\'UFkStEDS WEek Endlng
Lead Person(s) Completion
5 Work Threads T Responsible Status Start Date Date Notes 5-Apr 1 12-Apr | 19-Apr | 26-Apr | 3-May | 10-May | 17-May | 24-May | 31-May | 7-Jun | 14-Jun | 21-Jun
25 Communicate use of multiple entrances fo SCC Coleen 31292013 412612013
26 Create fiyer for multiple enfrances to SCC in Hoaver Pavilion
27 Place flyer in Patient Rooms and Patient Lounge
28
2 3202013 612012013 —
30| | Transportation to and from Hoover Pavilion Coleen IGAEER 312912013 41202013
)l Create Brochure for Patient Use detailing the Shuttle Service
32 Place Brochure in Patient Rooms and Patient Lounge
13 Early/Late Clinic Deepti - 3i202013 6/21/12013  |fu at 4118 clinic ops with MDs_
34 Work Step 1
35 Work Step 2
- working with michelle on
36 Resolve Medicare Issue for retirees Deepti 31292013 81212013 next steps
37 Work Step 1
38 Work Step 2 L
19 b
4 3202013 6212013
Added Shuttle info, will add
TV monitor in Patient Lounge to provide information, updates regarding books when Deborah
4 chronic illness, upcoming events at Health Associations Jen 312912013 41212013 informs me
42 Work Step 1
43 Work Step 2
44| | orientation to "MyHealth" Delila DG 31292013 412612013 ]
45 e-mail Jyotika to have her do a walk through with me.
46 create a workflow/ check list for patients
go over with team if check list should be mailed to patients, or have CC
47 go over workflow/ check list with their patients?
48| | "myHeaith” printouts and After Visit SuUmmaries (AVS) sent to patient Delila DGR 3202013 41212013
49 create workflow for AVS
50| | workstep2 -
5 Expand Resources and lists of things in the Patient Lounge Deborah & Susan 312912013 412612013
52 Talked with Jen about use of monitor of lounge and how to enter materials
Interview team members; MDs, LCSW, CSN, RPh about websites they
53 recommend
54 Researched websites
55 Made fiyer with websites, and reasons for recommendation
56 Provide Alternative options, like acupuncture and reflexology, at SCC Deepti - 312912013 8/21/12013  |fu at 418 clinic ops with MDs
57 obtain comments from patients on demand
58 share feedback with MDs
59 develop business model
60 requestin budget |
4 Il
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Care Coordinators

Expanded MA role
Who to hire?
“Training up”

Panel size - ~150

Visit model:
— Scribing the visit — no handoffs

— Arranging follow-up
Responsible for:
— Monthly “meaningful contact”

— Action plan support
— Care gaps
— Refills @ STANFORD
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Pain: Integrative Physical Therapy

PT embedded in practice

40% of patients access service

“‘Salutogenesis” vs. “Pathogenesis”
— Asset-based approach

Body scan — “Mindfulness”

Feldenkreis approach
« Small steps towards goal
« Working with campus Wellness program

@S'I‘-\NI"()I{I)
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Patient Self-Management Barriers

m Social devastation (poverty, homelessness, lack of
access to health care services, etc)

Lack of information

Cultural disconnect

Low functional health literacy
Relative lack of life skills

m Anxiety/disease-specific
distress/depression
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Depression

* “Depression significantly increases the
overall burden of illness in patients with
chronic medical conditions...depression
IS assoclated with a 50-100% increase
in health services use and cost.”

Simon, Gregory E. “Treating Depression in Patients With Chronic Disease”. Western
Journal of Medicine 2001:175:292-293

@S'I‘-\ NFORD
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Integrating Behavioral Health

e Full-time LCSW on
team

— Sees 30% of patients

« Exploring embedded

Psychiatrist within SCC

— telephonic, email, and
brief consultation model

(aspirational)

Decreasing Time to Psychiatric
Consultation: “Embedding” a
Psychiatrist in a Primary Care

Medicine Safety Net Clinic

Simran Singh, Yeuen Kim and Kathan Volirath
Division of Primary Care, Santa Clara Vatey Medical Center
San Jose, Calfomnia
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The Often Hidden Driver:

Adverse Childhood Events & Trauma

ACE Score = 1 point each for positive responses to 10 questions inquiring about
exposure to:

* Physical abuse

« Emotional abuse Death
« Sexual abuse

* Physical neglect

Health.risk Behaviors

« Emotional neglect

Social, Emotional, and
Cognitive Impairment

» Divorce/separation

« Domestic violence in the home DIIUp(ec Neurodavelopment
* Parent that used drugs or alcohol _ L Adverse Childhood Experiences
. E Mechanisms by Which Adverse Childhood Experiences
o Influence Health and Well-being Throughout the Lifespan
Parent that was incarcerated

« Parent that was mentally ill

From: www.acestudy.org H



Behaviors and Symptoms Associated with Trauma

 Layers of clothes « Aggressiveness

« Hypervigilence & hyper- * Not taking medications
reactivity « Use of drugs and alcohol

« Fear of shelters (self-soothing)

* Not bathing  Participation in the sex

« Not willing to seek trade
medical or dental  Self-destructive behavior
attention « Unable to focus on or

* Distrustful, especially of plan for the future

people in authority . Suicidality
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Our Conclusion

« As a population defined by poverty, Medicaid
members are much more likely to represent a racial
minority and have lived with social inequity most, if
not all, of their lives

* The highest cost/highest acuity Medicaid recipients
have multiple medical, social, and behavioral co-
morbidities BUT more importantly, the vast
majority have experienced a lifetime of trauma
with resulting health effects — estimate > 70%

@S'I‘-\NI"()HI)
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Trauma

“Adverse Childhood Experiences
(ACE) are common, destructive,
and have an effect that often lasts
for a lifetime. They are the most
iImportant determinant of the health
and well-being of our nation.”

--Vincent Felitti, MD, co-chair of study
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But are we really expected to
eliminate poverty and
homelessness, erase the effects
of trauma, and address
addictions and mental health
instability?

« Where should we start?
« What is realistic given the tools we have?
« What new tools can we realistically add?
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“Ambulatory Care Sensitive Conditions”

* Defined by AHRQ (2001) as: “conditions for which
good outpatient care can potentially prevent the need
for hospitalization or for which early prevention can
prevent complications or more severe disease.”

— Based on analysis of Healthcare Cost and Utilization Project (HCUP)
data

» Federal-State-Industry large data system partnership

> l|dentifies 16 “Prevention Quality Indicators” (PQl)
— Markers / Indicators of Quality of Primary Care

» Need to be “important”

> Reliably measureable

» Show non random variation
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Ambulatory Care Sensitive Conditions

AHRQ “Prevention Quality Indicators”

Diabetes, short-term complications « Hypertension

Diabetes, long-term complications « Angina without procedure
Uncontrolled diabetes « Congestive heart failure
Lower extremity amputations among - Bacterial pneumonia

patients with diabetes : : :

_ _ _ « Urinary infections
Chronic obstructive pulmonary disease
Adult asthma

Pediatric asthma

* Low birth weight

» Pediatric gastroenteritis
* Dehydration

» Perforated appendicitis
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Why Are ACSC Hospitalizations

Important?

* “In 2006, nearly 4.4 million hospital admissions, totaling $30.8 billion in hospital
costs, could have been potentially preventable with timely and effective ambulatory
care or adequate patient self- management of the condition.”

— About one of every 10 dollars of total hospital expenditures
— $8.4 B for CHF; $7.2 B for Bacterial Pneumonia

* This is probably an under estimate...

AHRQ Statistical Brief #72

» Poor experience of care — Sub Optimal Health — High Cost

« Shouldn’t eliminating “preventable hospitalizations™ be a core
competence/ accountability of primary care ?
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Medicare

How Many Admissions Are

Sensitive?”

Figure 2. Potentially preventable hospitalizations accounted
Advancing for one in five Medicare stays (18 percent), as compared
o Seaith Gare to only 7 percent of privately insured stays, 2006*
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*Includes adult non-obstetric hospitalizations only
Source: AHRG, Center far Delivery, Organization, and Markets, Healthcare Cost and Utilization Project, Matiormwide Inpatient Sample, 2006 and AHRG
Guality Indicatars, wersion 3.1
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Medicare

How Many Admissions Are

Sensitive?”’

ACSA PER 1,000 %% OF CLASS
DIABETES SHORT-TERM COMPLICATION 0.3 0.5%
DIABETES UNCONTROLLED 0.3 0.5%
LOWER EXTREMITY AMPUTATION 0.7 1.3%
ANGINA 0.7 1.3%
HYPERTENSION 1.1 2.00%
ADULT ASTHMA 1.8 3.3%
DIABETES LONG-TERM COMPLICATION 2.4 4.3%
DEHYDRATION 4.0 7.1%G
URINARY INFECTION 6.2 11.2%
COPD 6.6 11.9%
BACTERIAL PNEUMONIA 14.1 25.5%
CHF 17.6 31.8%
TOTAL ACSA 55.4 100.0%0

Data sources: Milliman analysis of Medicare 5% sample data, 2006; AHRQ Prevention Quality Indicators, version 3.2.
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Effect of Substance Use and Mental Illness on

Cost/Utlilization :
Average 12 months TOTAL cost, ED and Hosp utilization by group

Adults with Diabetes

ED visits: 3.9
DM and Substance Use $18,511 |, "

$8 064 ED visits: 1.3

IP stays: .39

Adults with CHF

CHF and Complex Mental Health $A40 651 EP visits: 4.0
[ IP stays: 2.6

$27’302 ED visits: 1.6

IP stays: 1.4




Population Health — Risk Measures

Risk Measures ! Health Partrait L FAG g
_ Panel View by care team,
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[ £33 _,-'rCIearAIF_, >3

.
Summary of overall risk Population Health Dashboard eI, PR I
for patient population demographics
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Population Health — Health Portrait

Risk Measures i Health Portrait L FAQ

HEALTH PORTRAIT - MQRRSVIODE,APTQHFZ L

Current Selections
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SCC - Reducing Clinical Variation

Assessment panel of SCC patient population by health measure
and risk level
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Thank You!

Alan Glaseroff MD
— aglasero@stanford.edu
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