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m Differentiates community health centers from other
delivery systems of care for the poor and vulnerable,
Including privatized charity care, sole providers, last
resort providers

m Emphasized community engagement, impacting
social determinants of health, multi-disciplinary
approach to health care, prevention and primary care

m Care tallored to the needs and characteristic of target
population
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s Competition for Medicaid populations

m Necessity to capture cost centers and revenue
generators

m Generate business case for services that should be
reimbursed for caring for populations and patients
with “special needs”, e.g., translation, case
management

m Revenue streams don’t generally mirror priorities of
community oriented care
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m Independent streams:

e Group Health Model (Ed Wagner, M.D.) of
providing chronic care management; model of
idealized care

e |nstitute of Healthcare Improvement: Collaborative
model of change, rapid change cycles

* Increasing pressure upon BPHC to demonstrate
clinical quality measures

 Demonstrate capacity of community health centers
to provide quality care
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Wagner Care Model
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= IS the model sustainable independent of federal
support?

m Does reimbursement (the “organization of care”) align
with the model of care, i.e., does the current system
of care support the chronic care model?

= How applicable is the CCM to populations with
multiple conditions? Can it be readily adaptable to
populations rather than independent conditions and
diseases?

s Why do some organizations succeed, and others
stall?
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m By year 2025, 31% of the U.S. population will be over
65

m 17% of GNP is now related to health care
expenditures

m About 1 of every 8 Americans is medically uninsured

m [ here Is an acute shortage of primary care providers
and nurses

m 1 here are about 22 million Americans with diabetes,
8 million who don’t know It.

m 1% of the population consume 30% of all health care
costs, whether they're “insured” or not
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mValue = Quality/Cost

m Quality agenda is effectuated by health care reform
m Quality impacted by access and delivery design

s Government pays for 40% of all U.S. healthcare
expenditures

= NO public consensus on what constitutes “quality”

e Quality “report cards” are not generally used by individual
consumers (patients)

e Most consumers associate “quality” with “choice” and
“availability”

m Implications for social unrest/political reform?
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s E.H.R. : $$5 for “quality” as defined by the patient, the
purchaser, and/or clinician; who pays and who gains
most?

m P4P: $3% incentive for desirable outcomes or penalize
for adverse selection; burden on whom? PCPs,
specialists, delivery institutions and organizations

m Shift of responsibility (burden?) to consumers/patients:
patient self management; co-payment; HSAs

m Patient Centered Medical homes: Reconfigure the
delivery system intentionally, and align reimbursement
streams accordingly
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E.H.R. to
decrease
variation in
practice
and reduce

duplicity

P4P to pay
for validated
processes
and
outcomes

%$$$@

Value = Quality/Cost

@5$$$%
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Medical
homes:
decrease
dependency
on highly
resourced
care

Patient
accountability
. self serve is
cheaper than
table service
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m 44 year old Native Hawaiian, single Mom with 3 school aged
children with diabetes and anxiety attacks for 12 years,
receiving care from Community Health Center, suffers stroke at
home and hospitalized at community Hospital, and discharged
with on-going occupational and physical therapy needs. Now on
additional medications for post stroke prophylaxis and muscle
spasms. Lives with brother and sister-in-law, and ex-husband
(alcoholic) occasionally visits when visiting from mainland.

s How do you build an accessible, affordable
system that provides this patient with first rate
care?
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m Primary care provider addresses patient’s needs
through 15 minute visits every month

s Health care team made up of RN, MD, MA, and
caseworker set up appointments, call and check in to
see how she is doing, and provides her with
emergency phone numbers

s Care manager works with team to coordinate care

a MD relies on community agencies to supplement
medical care

a Patient asked to “take control” of her care
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= How do you minimize variation in care and expected
outcomes?

s How do you manage efficiency?
s How do you know that therapy Is effective?
s How do you allocate resources effectively?

s How do you incorporate and integrate non-medical
factors associated with better long term outcomes?

s How do you accumulate data for better planning?
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Intensive Management

Frequent contact and coaching;
coordination of care

O T
8 = Care Management
— = Coaching and support for meds
n|l ©|92 and other care needs
%) QO a
V= | o
S|l 'n|o
%’ E‘ = Self-care Support
; O = Coaching and support to assist
= B members in self-care skills and
T healthy behaviors
[ 3
—1 ]
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sUnder the principles of population management, the first step in developing proactive
strategies for the chronic conditions populations is to define their service needs. These
needs generally fall into 3 service levels.

Prevention is
part of every
member’s
care

Management

Assisted Care or
Care Management

Self Care Support

KAISER
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LEVEL 3
Intensive or Case Management

Leverage available resources (both
Kaiser and community-based) to
optimize health status and
coordination of care.

LEVEL 2
Assisted Care or Care Management

Enhance self-care skills and abilities;
provide clinical management using
care paths and protocols.

LEVEL 1

Routine care delivered by APC
Team, as well as self-management
education, support for coping needs,
training in the use of Health-wise
Handbook, etc.
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MIntensive Care

» Complex medical issues

» Psycho-social barriers to
sdf-management

EMERGENCY

D

* ED visits

» Hospitaization

» Beta-ago nist
over-use

* Asthmain
poor control

 9is

Self Care

» Asthmais wel-controlled

* Member practices
effective self- care

Asthma Specialist

e Confirms diagnosis

« ldentifie s co-morbiditie s

* Optimizes medication
regimen

* Mentors Case &

Care Managers

» « Manages accessto

Respiratory Case Manag er
» Coaches members in crisis

specialty & ED care
» Coordinates care acros
continuum

Care Management

« Proactive outreach &triage

¢ Assessment

¢ Optimize clinical manage ment,
including medication adjustment
according to established
protocols

¢ Monitor symptoms & peak flows

* Reinforce self-manageme nt skills

« Behaviorchange mativation

« Patientreturns to Level 1 care
when asthma is stabilized &

patient demonstrates self-

man age ment skills.

Week 1

Manager

‘ Asneeded

Breathe Easier

Class
and others

Assessment

Asthma clinic w/
Specialist & Care

Week 2 Months 2-6
‘-
Telephone
_ Follow-Up
Intake Visit Visits
One-to-One (I-to-1 Office Visit
Office Visit as needed)

<) | - reviews, adgusts

Primary Care Team

medications
» Checkspeak flow

Ed ucational Resources
» Healthwise Handbook

* Reinforces
self-management




m Utilize computer derived scenarios
m INput pertinent data
m Input evidence based knowledge

m ldentify optimal efficacy (how much bang for the
buck)

m Highlight efficiencies, and build into the delivery
model

m Achieve population outcomes (as opposed to
Individualized care plans)
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mA.L.L. Is about harnessing. ..
 Evidence based, population management
principles
e to optimize efficient and effective care
e To DRAMATICALLY reduce

cardiovascular mortality among patients
with diabetes
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m ALL stands for Aspirin, Lisinopril, Lovastatin
e A for Aspirin

L for Lisinopril
L for Lovastatin

m Ihereis strong and powerful evidence for the
clinical and cost effectiveness of increasing

ALL use in CAD and diabetes (55+)
populations

m ALL reduces the risk of future cardiovascular
disease in patients with diabetes >55 years
old OR prior cardiovascular disease
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Combining ALL reduces CVD by nearly 50% over 8

years
50%

45% -
40% -
35% A
30% -
25% -
20%
15%
10%

5% -

0%

44%

Hazard ratio .47, p=.008

24%

[1% CVD events

Control

Intervention
NEJM 2003:348:383-93
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Average annual risk of various events
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pnaiCag I

Visits 50/usit $ 200 50
Calls 20/call 20
Labs 40/lab $ 160 40
sum $ 1,370 $ 205
cost/mon $ 1141 %
cost/mon meds only $ 84 1%
cost/mon process only $ 30| $
Added ben
efficient care Year 1 years 2-5
asa $ 10 [no change
lova 40 $ 51 |"
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s ALL/PHASE is now implemented in Alameda, SF,
Santa Clara, San Diego, Riverside and soon to be in
Pasadena, Los Angeles County, Atlanta and
Portland.

m Over 3000 underserved patients now on the program
with increases in ALL regimen approximately 30%

m Adherence rates to regimen as good as 95%

m Projected reduction in CV events: over 100 over the
course of 3 years.
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m Utilizing panel management tools, populations can be
targeted for improved processes and outcomes

m Provide physician and a health care team with
updated and accurate information to close “care
gaps” for groups of patients

m 1 echnology can provide readily accessible tools to
leverage time and resources of physicians and health
care teams
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Demo Site

— The Panel

Support Tool

preferences | getting started

user guide

glossary | contact us

| Patient Snapshot || Returntolist || Copy MRM to Cliphoard | | Mark as Reviewed |

| Mo Fallow-up

v|| Mo remarks -

Mame: DEMO2002056621
MEMN: 2056621 Age: 36 Sex: M

Home: 123 4967
Work: 123-4567

Last PC “isit - 4/20°07
Mext PC “isit -

PCF: DEMO DOC2
Last Reviewed -

kp.org
INACTIVE

BMI 34.0 52407
|Ten Wear Cardiac Risk 7%

DM [CWD [CHF [HTN [CKD |Asth [Gap || [ 4 e noLOL TAB S0MG Date. 5/24/07 Dai | ~LDL 95  3/20/05
: ¥
[ | [ | a Dose: 50.0 | HOL 280 3/20/05
| TRI 96  3/20/05
| CHOL 142  3/20/05
| =AIC B4 1/8/06
Last Discharge - 1/5/.06 | = |1 1t |3QDM5
A0 SIOhIAEI EReI SR i Nl Bolded drugs are dispensed in the last 3 | ALT |20 |”E“D5
|Last ER isit - months | = CRE 1.0 2/19/06
Last Flu Date - | BUN 15 2/19/06
Last Preumo - BF Meds - LAST 3 BPs >= 140/90; OM < 2 BP | GFR 399 2/19/06
e e - MEDS. CONSIDER ADDING ANOTHER BP MED? ||[~ w a) g/cRE [7 22108
| ™ PRO/CRE |
e Foot Screen OWERDLUE
s HEATC OWERDUE Last B 4 08-JAN-06. | HGE [17.0 |2/19/06
- s LDL OYERDUE - Last done: 3/20/05 | HCT |51.8  2/19/08
| Awg BF 148 734 - Rer_ml screening_ due - Last test was | Pt |1‘,11 o |3.-"2I].-'135
|F'u|se 76 - 52407 Microalb/Cr ratio: ¥ 21-FEB-06
: : | K |48 372005
weight 219.0  Height 67.3
| TSH 0.48 3/20/05

s Flu Shot due
e Tetanus-Diphtheria due
» Prneumovax due

"Hower ower the result to ses trended results if available
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Vitals for DEMO DOC2
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m In California, in collaboration with the California
Healthcare Foundation, supporting massive
deployment of i12i disease registry tool among
community health centers

m In S. Cal, through “Building Clinical Capacity for
Quality” effort, CHCs are involved in KP sponsored
applied learning collaboratives to harness capacity of
PMTs.

s PMTs will be a core component of ALL
Implementation in the Northwest KP region
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SHRINKING INCREASED
REVENUE EXPECTATIONS

SUPPORT OF QUALITY

NO free pass: SNP must demonstrate proficient if not superior care in delivering
guality care and service if they are to survive

SNPs will have to prove they provide proficient primary care that is coordinated
across the patient experience

“Patient Centered Medical Homes” will be codified as basis for assessing quality
and associated with payment

Stakes are high for vulnerable populations...the patient experience; community
engagement/empowerment; coordination of social services and patient support
services
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Presenter
Presentation Notes
Even under health care reform, and expansion of government programs to improve access to the uninsured, safety net organizations will be in a fragile situation unless they can demonstrate ability to coordinate care and deliver quality care and service to these populations.
PCMH: The PCMH has these defined criteria (NCQA):  access and communication (e.g. a PCP, 24/7 accessibility); patient tracking and registry functions; care management; patient self-management support; electronic prescribing; test tracking; referral tracking; performance reporting and improvement; and electronic communication


Contentio BRE=RENHANagREREEV]

Delivery /
System
Design
Clinical
Information
Systems P
P
Decision Patient-Centered Medical Home
Support C
Self-
Management
Support \
Community
Support
What's How Much | What Evidence
Included? Used? Functions? and Scoring
(Infrastructure)| (Extent) (Implementation)| (Verification)
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NCQA'’s Proposed PCMH Criteria

Standard 5: Electronic Prescribing Pt
t . Uses electronic system to write prescriptions
S s Has electronic prescription writer with safety checks 3

c Has electronic prescription writer with cost checks 3

2
8

Standard 6: Test Tracking Pt

t» Tracks tests and identifies abnormal results systematically**
s = Uses electronic systems to order and retrieve tests and flag 7
duplicate tests
6
13
Standard 7: Referral Tracking PT
A Tracks referrals using paper-based or electronic system** 4
4
Standard 8: Performance Reporting and Improvement Pt
A Measures clinical and/or service performance by physician or
across the practice**
1 Survey of patients’ care experience 3

c Reports performance across the practice or by physician **

o Sets goals and takes action to improve performance 3
Lo Produces reports using standardized measures 3
S . Transmits reports with standardized measures electronically to

external entities 3
2
1
15

Standard 9: Advanced Electronic Communications Pt

A Availability of Interactive Website

s Electronic Patient Identification 1
0 . Electronic Care Management Support 2

1
t 4

Standard 1: Access and Communication P
A Has written standards for patient access and patient communication**
s Uses data to show it meets its standards for patient access and
communication**
4
5
9
Standard 2: Patient Tracking and Registry Functions P
A Uses data system for basic patient information (mostly non-
clinical data)
s Has clinical data system with clinical data in searchable data
fields 2
c Uses the clinical data system
o Uses paper or electronic-based charting tools to organize clinical 3
information** 3
e Uses data to identify important diagnoses and conditions in practice**
. Generates lists of patients and reminds patients and clinicians of 6
services needed (population management) 4
3
2
Standard 3: Care Management P
A Adopts and implements evidence-based guidelines for three
conditions **
s Generates reminders about preventive services for clinicians 3
c Uses non-physician staff to manage patient care
o Conducts care management, including care plans, assessing 4
progress, addressing barriers
e Coordinates care//follow-up for patients who receive care in 3
inpatient and outpatient facilities 5
5
2
Standard 4: Patient Self-Management Support P
A Assesses language preference and other communication
barriers
5. Actively supports patient self-management** 2
4
6

KAISER Must Pass Elements 37
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Linkage of PCMH to Reimbursement
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m CHCs can play a critical role in defining the Quality
agenda, since Value/Cost equation is particularly
pronounced

m Partnerships in improving quality are defined by
populations and communities

m Access reform (universal coverage) is critical to address
the needs of 47 million uninsured, but without delivery
reform, we will still deliver fragmented, sub-optimal care,
especially for vulnerable populations

m Partnerships must consider delivery design, e.g., the
Patient Centered medical home as a strategic
Imperative
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iy
PERMANENTE. thrive 39



KAISER
PERMANENTE:

thlélﬁire

40



	Knowledge �Into Care… and Care into �Knowledge�
	Community/Quality: COPC = CHCs  (1965 - ??)
	Medicaid, FFS, and Cost Based Reimbursement impact the delivery model   (1987 – 2000)
	Enter: the Chronic Care Model�(1995 – Present)
	Wagner Care Model 
	CHCs and the Chronic Care Model: Questions
	It was the best of times, it was the worst of times…
	Who consumes and who pays?
	Is it about Quality or is it about Cost?
	The Buzz 
	Is it really about “Quality”?
	Hypothetical example
	Menu of Scenarios
	Questions
	One strategy: population management
	Slide Number 16
	Slide Number 17
	Predictive Modeling and Population Management
	What is A.L.L?
	What is ALL?
	Costs/10,000 �Diabetic Patients
	Strong evidence that aspirin, lisinopril, and lovastatin decrease CVD death, MI or stroke in high risk patients
	Steno-II�CVD Events 
	Archimedes: ALL has a much bigger effect than A1c control in DM pts (55+)
	And it begins immediately
	Slide Number 26
	KP Community Partnership
	Managing a population
	Slide Number 29
	Panel Ownership & Complete Care
	Specific Treatment Recommendations
	Sort by Contact Modality or Utilization
	Monthly Performance Feedback
	KP Community Partnership
	What next for SNPs?
	Slide Number 36
	NCQA’s Proposed PCMH Criteria
	Linkage of PCMH to Reimbursement 
	In summary . . .
	Slide Number 40

