CP3 Population Health
Management

blue @ of california

foundation



Why care about care delivery
transformation in the face of

the election?




Reflection

guestions or fears




CP3 Pop. Health: Looking Back
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Program Aim

@yApril 2017, all nine federally qualified health \

centers will test and measure care delivery changes in
at least one of the following modules:

(1) team-based care,

(2) population health management, and/or
(3) planned care,

to support the delivery of high value care in a
capitated payment environment. /
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CCI Program TA Support: May 2016 — April 2017

Core Activities Optional

* Pre-work virtual meeting- identify ° Faculty Office Hours
opportunities for improvement, set ) o
aims (May) * Site visits

* In-person learning sessions . .
focused on preparing orgs. for * Technical webinars focused on
change, team-based care, planned .
care, population health tlmely content, spread and
management (July, Sept, Dec, - .l
March) sustainability

» Coaching Calls (monthly, 2hr min,
max 6hrs/org)

« Swap meets virtual peer
sharing/learning (when assigned
presenter/reactor)



‘ g:.J'::....
%:... 00000

'.
i | NOVATIONS

Program Timeline

May June July Aug Sept Oct Nov Dec

Monthly Coaching Calls (up to 6 hrs/mo per organization, across participating Sites).........ccccecereereurrnrrrerreeseesersnrsessessesseenes
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Comprehensive Track Areas of Focus

Team Based

Care

Teamwork &
Task work

Planned

Care

Prepared Team
Activated Patient

Population

Management

ldentify & Segment
Populations
Patient Outreach
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Our Three Step Approach 4

3. Sustain &
Spread
2. ldentify Planning

Changes &
1.Understand Test
& Set Aims ‘

Coaching

1) Identify opportunity areas to Webinars

develop or strengthen: what do Office Hours
your current data tell you?

2) Test assumptions: Do others
(i.e. frontline staff) agree these
are the right areas?

3) Set 1-3 Aim statements for

your selected module. Training Modules
Site Visits

Prework + Change Coaching
Mgmt. Session Office Hours



Care management program is now
centralized
VENICE

Implementing new MA

training program

Implemented training
on Azara reporting
tool to improve
utilization & help

improve HEDIS
measures

Started to establish teams, Began implementing RN" pre-
review job description,
and review ways to

visit" calls to new patients

strengthen the teams

Reconciling “patient lists” with
health plan to identify patients

' _ that are not “active” with HC
Re-working Aims

VISTA



Today’s Agenda
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Tammy Fisher, Senior Director
Center for Care Innovations
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PARTNERSHIP

of CALIFORNIA
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First, Some Context...

Value equation is centered around the patient

Value = Patient outcomes+ Experience
Cost




Past and Present
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 Started in hospitals, now
spreading
* Largely Medicare VBP

 FFS Medicare VBP — carrots and
sticks

« Health plan P4P $$% on top of
“base rate”

* ACOs — shared savings and
Pioneer program

* Medicaid/Medicare- MU
Incentives

Standard
measures across
payors

P4P programs

Advanced APM
One off programs : :
Incentives linked

to performance in
measures

Integration
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ThiS Transformation iS an evolution.... N | o
to a new model for healthcare.

Old Healthcare New Healthcare
* Fee for Service * Pay for performance
* Volume * Value
* Delivery * Quality Outcome
* Employer-centric * Consumer-centric
* Prices unknown - * Cost transparency
* One way dialogue * Engaged & mobile
* Transactional * Brand loyal
 Data poor & disconnected * Integrated rich “big” data
* Reactive * Predictive & prescriptive
 Standards * Personalized & optimized

Source: Judy Murphy, RN, Chief Nursing Officer at IBM Global Healthcare
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Managing “Assighed” Populations

Population Health Management

ENTIRE
POPULATION e J S p—

oI

Moty sutormated
werth e=mail, call,

text. mobile app

Fully automated
Valsfdste rom dala

retanl oagthet
Care magl,
At amated

Source: Judy Murphy, RN, Chief Nursing Officer at IBM Global Healthcare
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Parther Sharing

CommuniCare and Clinica Family Health

- How are you working with your managed care plan to identify your
assigned patients?

- Are there other data you are receiving from your managed care plan (s)
to proactively manage the care of your assigned patients?

- Are others working with their managed care plans?
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High Value Care— What's Needed?

Practice level changes

-~

Figure 1. Ten Building blocks of high-performing primary care.

10

Template of
the future

Prompt access
to care

9

Comprehensive-
ness and care
coordination

5 6 7
Patient-team Population Continuity
partnership management of care
1 2 3 49
Engaged Data-driven Empanelment Team-based care
leadership improvement

Org-wide infrastructure changes

* Engaged leadership at all levels
— Clear vision, and goals
— Adaptive leadership style

* Robust data systems, measurement and
reporting
— Financial/operational analytics
— Clinical informatics
— Performance monitoring

* Training and knowledge management
— Institutes, programs
* Continuous improvement

— Improvement methodology
— Clear plan for spread and scale
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Adaptive Leadership

A common leadership framework —
adaptive leadership (Heifitz)

Get on the Balcony

e A place from which to observe the patterns in the wider environment as well as what is over the horizon
(prerequisite for the following six principles)

Identify the Adaptive Challenge
A challenge for which there is no ready made technical answer
= A challenge requiring the gap between values, beliefs, attitudes and behaviours to be addressed
Create the Holding Environment

= May be a physical space in which adaptive work can be done
= The relationship or wider social space in which adaptive work can be accomplished

Cook Maintain Give back
the Conflict Disciplined Attention the work
e Create the heat  Work avoidance = Resume responsibility
» Sequence & pace the work = Use conflict positively e Use their knowledge
= Regulate the distress e Keep people focussed e Support their efforts

Protect the voices of Leadership from below

= Ensuring everyone's voice is heard is essential for willingness to experiment and learn
= lLeaders have to provide cover to staff who point to the internal contradictions of the organisation



A Story from Clinica...

......
eeelies2"

Patient and staff’s #1 complaint.
Complex problem, no clear solution
Patient voices were very important
Front office staff on team

Curiosity essential

Values and beliefs and behaviors
needed changing

Experiments and smart risks
Clinician buy-in rule




Data Systems and Reporting

Physician Offices Payers Hospitals & Skilled

P . Pharmacy & Labs Long term & Acute
Nursing Facilities

Structured &
Unstructured Data

¥ ¥ ¥ 9 @

DATA WAREHOUSING

80 ¢ B & &9

Data Standardization, Enrichment & Aggregation

Unified Member &

Population Level Data ‘

ANALYTICS & REPORTING

Opportunity

Risk identification
Assessment

Costs, Utilization
X 2 Gaps in Care
& Stratification

Physician Quality,

& Chinical Quality Efficiency & 8 P::‘cri‘:;ttion
Metrics Practice Variation o
Data Turned into Meaningful . ‘ ‘
& Actionable Insights

Reduce

Improve Coare

Costs &
Utilization

Teansition, Quality & Promote Cost &

Promote In-Network
Patient Satisfaction

2 Utilization &
Quality Transparency x

Preventive Care

CENTER FOR CARE
INNOVATIONS



Org-Level Changes
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Training and knowledge management

* What programs/support does
your organization offer?

* How have you embedded this
Into your organization — or,
how will you make it stick?

Continuous improvement

What methodology do you use
in your organization?

How have you embedded this
methodology into your
organization — or how will you
make it stick?
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Identify Your High Leverage Changes

* As a team, identify the top three changes you are doing in your
organization that move you towards high value care for your primary
care patients?

e Team rotations

— Share with one other team

* Group report out — share one pearl you got from the other team



Break/Storyboard Decoration

15 minutes




15 minutes to decorate your storyboard!
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Storyboard Presentations

* Two groups — each team presents their storyboard (40 minutes)
 Storyboard gallery (20 minutes)




Storyboard Stealing & Sticky Note
Consultation

Post a spokesperson at your storyboard

Circulate to learn from and help other health centers

Use green and pink sticky notes for consultation

Jot down ideas to steal and next steps on your worksheet

oW
gg-/’;’jff Wor] Have 2@(@0(

a, 0
We ‘m :l o ? L
it y Steg/

j !
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Panel Presenters

Melissa Rombaoa, MPH CHFP Dr. Carolyn Shepherd, Charles Kitzman, MMI|
Operations Strategist CP3 Clinical Director, Chief Information Officer
San Mateo Medical Center former CMO of Clinica Shasta Community

Family Health Health Center
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Technology Enhanced or Enabled Care S |

Telephonic Patient

visits sortals eConsults Telemedicine

Adapted from: UCSF Center for Excellence and CareOregon Practice Coach Training, 2016
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Non-Traditional Visit Models

_ Group e ol
Visits/shared Home Visits Ip VisSits

medical (co-visits)
appointments

Adapted from: UCSF Center for Excellence and CareOregon Practice Coach Training, 2016
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Defining the Problem (Opportunity)

* Describe the opportunity.
— Aim statement

* What are we trying to make better?

* What are our problems and the
P : :
root cause of the problem: * Identify solution to test

— 5Why’s « PDSAs — adapt, abandon,

THE WHY implement
WHY * Spread, scale and sustain

WHY
|
WHY what works!

WHY's
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Panelists, 5 minutes each

* Introduce yourself and your organization
* What is your solution?

* What problem(s) does your solution address? What is the business
case for doing it?

* What impact has the solution had on your patients, clinicians and care
team?

* What has surprised you most about your solution?



Lunch
45 minutes
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Break

10 minutes
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Team Timel

* Activity: Get into teams, and reflect
on the question:
—What are you thinking about
changing and trying back in
your organization?
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Tammy Fisher, Senior Director
Center for Care Innovations
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The Three Faces of Performance Measurement

Aspect Improvement Accountability Research
Ai Improvement of care Comparison, choice, New knowledge
———— {efﬁc&gmy & aﬁecl‘jvangﬁs} reassurance, motivation for {&ﬁicacy:l

change

Methods:
» Test Observability

Test observable

No test, evaluate current
performance

Test blinded or controlled

» Bias

Accept consistent bias

Measure and adjust to reduce
bias

Design to eliminate bias

« Sample Size

*Just enough” data, small
sequential samples

Obtain 100% of available,
relevant data

“Just in case” data

. F|E)(ibi|it'y' of Flexible hypotheses, changes Fixed hypothesis
. as learning takes place i i
Hypothesis ng P No hypothesis (null hypothesis)
» Testing Strategy Sequential tests No tests One large test

« Determining if a
change is an
improvement

Run charts or Shewhart
control charts
(statistical process control)

No change focus
(maybe compute a percent
change or rank order the
results)

Hypothesis, statistical tests (1-
test, F-test,

chi square),
p-frg!uas

» Confidentiality of
the data

Data used only by those
involved with improvement

Data available for public
consumption and review

Research subjects’ identities
protected

OCopyright 2000 Institute for Healthcare Improvement/R. Lloyd
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Find your Purpose for Measuring!

Quote from IHI...

What does this mean to you?

* What challenges have you
experienced when mixing
measurement intended for
different purposes?




Data for Accountability

- - | MEDICAL GROUP
Click on medical group for USES
group’s star ratings and TREATMENTS PATIENTS RATE
ifoimiation PROVEN TO BE THEIR MEDICAL
EFFECTIVE % GROUP U

) Affiniy Medical oK e
Group GOOD GOOD LOWER PAYMENT
(] Alta Bates Medical
Group, a division of y » Y % €
Brown & Toland FAIR GOOD LOWER PAYMENT
Physicians
() Hill Physicians
::::ii‘;::l Grop= Bay ;%:m*' * ;%:;o* * LOWER PAYMENT
| John Muir Health »* k% * R % gk

GooD GOOD HIGHER PAYMENT

|| Kaiser Permanente

-The Perm ente .
mablomnﬁoch Medical -
Centers

k&

GOOD

ekk

LOWER PAYMENT

| Kaiser Permanente
- The Permanente

* k%

X

Fookok

Medical Group -

Ouklarid/Richiaond GOOD FAIR LOWER PAYMENT
Medical Centers

) Sutter East Bay FdeHe Fdek s
Medical Foundation GOOD GOOD HIGHER PAYMENT

= CC1
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Data for Accountability
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100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

2008

2009

UDS Three Year Old Immunizations

2010 2011 2012 2013 (as of 6/30)
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Data for Improvement

* ldentify measures/areas to focus on — where is variation greatest?
Where is performance below expected?
— Clinic-wide data

— Care team specific data

— Clinician specific data

 Data for population management
— Data for use at point of care

— Data for outreaching to patients with gaps or lost to care
* Data for “real time” learnings

— PDSA data — are changes working?



HCM & Chronic Conditions SAMPLE

Clinic or Provider AGGREGATE CLINIC PCP A PCP B PCEPC
Item Value %| Value %| Value %| Value %| Value %
1. | Active patient panel
A_ |Total patients in active patient panel 24916| 100%| 4019 100% 581 100% 618| 100% 480 100%
B. |Gender: Female 14104 56.61%| 2520| 62.7% 347159.72% 131] 21.2% 214|144 58%
C. |Gender: Male 10812|43.39%| 1499 37.3% 234140.28% 487| 78.8% 266155.42%
D. [Age: 0-17 1959| 7.86% 793[(19.73% 20| 3.44% 51| 8.25% 91[18.96%
E. |Age: 18-64 18412| 739%| 2868(71.36% 495| 852% 544188.03% 318166.25%
F. |Age: 65 & up 4545(18.24% 358| 891% 66]11.36% 23| 3.72% 71[14.79%
2. IScreenlng for risk factors: BP, smoking, lipids
A. |Eligible, adults age 18 & up 22957 92.14%| 3226(80.27% 561[96.56% 567(91.75% 389(81.04%
1. [Blood pressure documented in past 1 yr (% of adults 3881| 16.91% 277| 8.59% 355(63.28% 333158.73% 68|17.48%
2. |Smoking status assessed and documented in past 1 47351 20.63%| 1559(48.33% 325157 .93% 51| 8.99% 197(50.64%
vr (% of adulis age 18 & un)
B. [Eligible, females age 50 & up (% of active panel) 7831 31.43% 965124.01% 163(28.06% 28| 453% 105(21.88%
1. |Lipids screening: HDL and total cholesterol in past 5 7376 94.19% 892192.44% 148| 90.8% 25189.29% 100|95.24%
vrs (% of females age 50 & un)
C. |Eligible, males age 40 & up (% of active panel) 7781|31.23% 745118.54% 171(29.43% 173(27.99% 155(32.29%
1. |Lipids screening: HDL and total cholesterol in past & 7064|90.79% 644)86.44% 156(91.23% 143(82.66% 133(85.81%
vrs (% of males 40 & un)
3. |Adult immunization: Tetanus, Pneumococcal
A. |Eligible, adults age 22 & up (% of active panel) 22403/ 89.91%| 3106(77.28% 547(94.15% 492(79.61% 378(78.75%
1. |Tdap in past 10 yrs (% of adults age 22 & up) 11203| 50.01%| 1613(51.93% 326| 59.6% 188[38.21% 196(51.85%
2. |Tdap or Tdin past 10 yrs (% of adults age 22 & up) 13915[62.11%| 2092|67.35% 412(75.32% 259(52.64% 277(73.28%
B. |Eligible, adults age 65 & up (% of active panel) 4545(18.24% 358| 891% 66]11.36% 23| 3.72% 71[14.79%
1. [Pneumococcal vaccination at least once in lifetime (% 3782|83.21% 291|81.28% 54181.82% 14(60.87% 55|77.46%
of adults age 65 & un)
4. |Cancer screening: breast, cervical, colorectal
A. |Breast cancer screening
1. |Eligible, females age 42-51, excludes patients with 22931 92% 371| 923% 75112.91% 14) 227% 25| 521%
Mamma=Nat Indicated in nast 2 vrs (% af active nanel)
a. |Mammogram in past 2 yrs (% of females age 42- 1461 63.72% 241164 .96% 44158.67% 3121.43% 15 60%
2. |Eligible, females age 52-69, excludes patients with 5824 23.37% 766({19.06% 104| 17.9% 25| 4.05% 76(15.83%
Mamma=Nat Indicated in past 2 vrs (% aof active nanel)
a. |Mammogram in past 2 vrs (% of females age 52- 42421 72.84% 557172.72% 78] 75% 12|  48% 55(72.37%
B. [Cervical cancer screening
1. |Eligible, females age 24-64, excludes patients with 9531(38.25%| 1667(41.48% 268(46.13% 91(14.72% 125126.04%
___IPan=AInt Indircatad in nact 2 vre (%L nf artiva nanall




Tobacco Counseling
Patients age 18 years and older who are tobacco users and who had a visit during the

reporting vear with documentation of advice to quit within 24 months of their last visit
100%

90%
80%
70%
60%

50%
—e— Lafayette
—a— Pacos
People’s
——Thomton
—+—Federal Heights

40%

20%
10%

0%

Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13

Strategic Plan Goal: 60.0% Lafayette — 77.5%
Healthy People 2020 Goal: 21.1% Pecos — 79.4%
2012 UDS Value: 63.0% (2" quartile) People’s —51.6%
2013 UDS Value: 67.9% Thornton —70.6%

Federal Heights — 70.1%
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Patients Seif Management Goal
(Last 365 Days)
s6 53
S4.64%
One HgA1ic Two (or more) HgA1c Average HgA1c (last test) HgA1c > HgA1c <«
(In the last 365 {In the last 365 days 9.0% (poor 7.0%
days) and > 90 days apart) | control) |
S a7 7 69 1 21
100.00% 83.93% 19.64% 37.50%
Patients (with Blood Pressure Blood Pressure Control <
blood pressure  Controld < 14090 mym 130/80 mynm HG
reading) HG
Se 40 21
100.00% 71.43% 37.50%
One LDL (in the LDL > = 130 mg/dl LDL < 100 mg/dl
last 365 days) {(poor control) 7
a8 S 30
B85.71% 18.75% 62.50%

Retinal Exam Foot Exam (Last 365
(Last 365 Days) Days)
34 s3

60.71% | 94.64%
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SQL Server Reporting Services
=2| Home > Reports > Chnical > Planned Care > P
: Planned Care Registry Outreach SSRS

3% ICCI
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# L") Properties | History | Subscriptions
Group Data By Pod v Focus Patients with Current Alert(s) =
| - — a
Group Salection Lafayette - Purple f' Population of Focys Depression, Diabetes, HTN, Chris|
| Role FD | :f Homelass Homeless i Not Homeless v |
[l Sort tmte .ﬁlt‘ri!rﬂﬁ;ﬂ i Past Due or Due within 45 Days | =
<Salact a Value>
I Past Due or Due within 45 Days

\Past Due or Due within 12 Months
ﬂ Mot Homeless

¥ LAFONIC Fain
V| Prenatal
V| Tobacco




Possible Missed Immunization Opportunities
Poss ible Opportunities Missed Between 5/27/2012 And 5/31/2013

Visits |
Opportunities Opportunities
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E Alvarez,

soama CC Need granular data for

8 8 0 0.00%0

bkt Performance

7 7 0 0.00%

@ Gorres, Improvement

Manolo CC

4 4 0 0.00%0
B Garcia,
Denicia CC

8 8 1 12.50%0

G Garza,
Alma CC

7 6 2 28.57%0

G Guerrero,
Paok OC

8 8 0 0.00%
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Storyboard Winner!

Cowgirl
Creamery Deluxe
Collection




Certificate Of

Creativity
AWARD



What's Next?
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Onsite session #4:
March 2, 2017
(Preservation Park
Oakland, CA)

Swap Meet

No Swap Meet in December

Resource website:
cp3portal.com

Faculty Office
Hours



