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Intro

My story is about the creation and sustainability of innovative and critically important programs that improve patient care in places lacking the rigor and structure to properly utilize health outcomes research.

Those places are where much of health care is delivered and is where the least amount of resources are available.
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e Team based care

e Challenges

e Successes
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Those places I am referring to are the hundreds of IPA’s and Medical groups in California and up until recently many of them were stand alone entities.

Some are very sophisticated and those tend to be the larger Medical Groups but the majority are small in size and have varying levels of sophistication.

Today many are aligning with larger health systems because they need the infrastructure to help navigate health care reform.

My focus will is around a medium sized IPA who was a stand alone that moved to align with a health system .

And what I hope to share is the process it took to create  team based care programs, the challenges that existed then and now and also share some of the successes.
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First I will start if with who we are:

The health system is comprised of 5 major divisions ranging from the hospitals, a small health plan, a large physician division, an innovative fund division and finally our corporate division which we call shared services.

My area is under the physician division and specifically under the Foundation.
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Looking a little closer at the Foundation level you can see there is a considerable amount of activity and diversification, ranging from two provider groups (Greater Newport and MCMG), all the way to ambulatory surgery centers, imaging centers and now most recently dialysis centers.

In my role, I help support the IPA division and the Medical Group division in the areas of:
Managed care pharmacy
Ambulatory care pharmacy
Risk Adjustment
Quality Metrics

And whatever else I am called upon to do on any given day.
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e \What they are?

e How they are structured?

e How do they succeed?

e How do you move the needle?
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I think everyone understands the difference between a medical group and an IPA but just in case, I wanted to spend a moment on this.

An IPA consists of a network of physicians who agree to participate in an association to contract with (HMOs) and other managed care plans. 
The physicians maintain ownership of their practices and administer their own offices.

A Medical Group consists of physicians are employed and the resources and revenue that comes in belongs to the group.  The resource to run the practice are provided unlike the IPA.
With that said, Medical Groups tend to be easier to manage, they are more collaborative and work for the good of all.  IPA’s tend to be harder because the physicians work for themselves.
IPA’s however can be very successful and if you structure incentives around doing the right things, they can win.


Greater Newport Physicians

e Founded in 1986

e Professional Corporation

e 180 Primary Care Physicians

— (90% exclusive)

e Over 500 Active Specialists

e 65,000 Commercial Patients

e 18,000 Senior Patients
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GREATER
NEWPORT
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An Affiliate of MemorialCare Health System

e Philosophy- use carrots for performance incentives
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The programs I will highlight today actually can from the IPA division as did I before we joined the MemorialCare Medical Foundation.

A little history of GNP

Acts more like a medical group than most IPA’s
Embraces and invests in team based care
Uses big carrots to drive behavior and in the areas where incentives exist they are capable great results
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« 3 Multidisciplinary Team Programs
— GNP Anticoagulation Center
— GNP Special Care Center (Post Discharge C|InIC)
— GNP ACTIVE Diabetes Program 7PN

e Centrally located

e Team members

— Hospitalists, Pharmacists, Clinical Social Workers, RN
Case Managers
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GNP created 3 team based programs
ACC- PharmD managed program with a Heme/Onc Medical Director.  Easiest program to start as there was a high demand from the PCP’s.  The PCP is still a partner and involved whenever necessary.  This team is comprised of a PCP, a PharmD, a Hematologist and an MA who acts as a PharmD extender for patient outreach in stable patients.
SCC- a post discharge clinic that utilizes a multidisciplinary team approach.  Difficult program to initiate because was not PCP driven.  The idea came from the top down but now that it has become a part of the norm and PCP’s see benefit, they are happy it is in place.  This team consists of a hospitalist, a pharmacist, a RN Case Manager and a Clinical Social Worker.
ACTIVE Diabetes program- is also a multidisciplinary team approach.  Idea came from internal discussions from a board member and serendipitously became a reality due to a large grant from Blue Shield.  The program targets diabetic patients that are poorly controlled (A1c<8).  The most difficult program to initiate not only because it was not PCP driven but also because diabetes care is the bread and butter of primary care and also because we now enter the endocrinologists into the equation.
In each case, literature searches were necessary and in some cases either a business plan or a grant request were required to gain approval. 

All 3 programs are centrally located as the physician offices are spread across a fairly large geography.

Next, I will walk you through the process of how we identified and implemented solutions to 2 of our programs, the Post Discharge Clinic and the ACTIVE Diabetes clinic.
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The post discharge clinic came about because one of the hospitalists felt she was seeing too many patients bouncing back after discharge.  Secondly, she felt the discharge process was lacking and that the med rec list was confusing to patients.
She asked if my team would be willing to pilot a home visit program and see what we might be missing in the home and if patients were capable of understanding their medication list and following up with their after care appointments.

The pilot was about a dozen patients and in each and every case there were a multitude of problems.  They say a picture is worth a thousand words and so I included a snapshot of what we saw.  In this case there were an additional 7 medications the patient was taking at home that nobody knew about in the hospital, this brought the total to 20 meds and as you can imagine there were some duplications and omissions of therapy, out of pocket cost barriers that could have easily led to a decompensation and possible readmission.

From there we decided to concentrate on our senior for which we had claims data and financial risk for and created a better transition of care process.  We pulled articles around post discharge clinics from the literature, measured our readmission rates and created our dream team.
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Now I am going to switch gears and talk about our ACTIVE Diabetes Program. 

The Foundation has made diabetes control is one of our organizational bold goals (meaning our goal is to hit the IHA 90th percentile. As such it is tracked on a monthly basis and we compare both the medical group and to the IHA benchmarks.
We believe these good scores are directly related to our diabetes program and as I mentioned before it was created to provide care for the poorly controlled population and came about as a result from a grant.  The team consists of a pharmacist to manage the medication component, a clinical social worker to address psychosocial barriers and a dietitian to address the nutrition.
The idea was initially born from one of the Board members who happened to be a Family Medicine physician who would often comment how nice it would be to have a program to help her with her difficult to control patients. Around that time Blue Shield was looking to award grant money back to provider organizations for innovative community programs.  This required a grant approval process with some data analysis of our current patient breakdown and estimated numbers to be reached and goals to be achieved.
Initially it was a collaborative between GNP and Hoag hospital and it was located in a state of the art diabetes center with an endocrinologist medical director and also a NP specializing in diabetes.  And with all that,  it was the opposite if you build it they will come.
But in time, one patient success story after another the program grew and once results were shared, PCP’s were literally lining up with referrals.
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And the reason we think the program contributes to the overall success of GNP’s score is because when you look at the data you can see patients enrolled in the program meet or exceed the IHA 90th percentile, at least compared to the most recent IHA results.

At the time we applied for the grant we promised we could get 1/3rd of the poorly controlled into the good control range.  What we learned is that we could do much better.

These results come in from lab data and so it is fairly straight forward task but other components such as diabetic  foot exams are a manual process to track.
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e Department of Managed Healthcare

Right Care Initiative

— Statewide Recognition and Prestigious Award
— Diabetes Good Control Alc <8
— IHA 90t Percentile
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The IPA has also been recognized by DMHC for its work in good diabetes control and has been awarded for the bronze medal for the past three years.

Even with these accomplishments, there was a time of concern and that time was the result of the grant funding having run its course.

We were asked to provide a ROI for the program and in our new world were competing for finite resources.
The way we calculated our ROI was to:
1- determine medical costs for our population and compare those costs to the population of patients with an A1c >8 who were not enrolled in ACTIVE
2- subtract the cost of the program from any savings

One large limitation was we did not have access to the commercial hospital data and as such we felt our impact would be underestimated.

What we found is  the medicals costs were on average $1200 less per patient per year in the ACTIVE Diabetes cohort.  And after we subtracted the cost of the program we were positive $90/patient/year in savings.  This was positive although barely and arguably underestimated,  but it was positive enough to continue future funding.





Challenges Current State & MMOHALSARE

e Interview with Executives

— What is most important?

= Triple Aim (look to where we are able to create
these programs)
— Keep costs down so healthcare can be affordable
— Improve the patient experience

— Manage the population The IHI Triple Aim
ROl

— Looking for impact

— Limited resources

— Costs are increasing

— Reimbursement is decreasing

— Without earnings we won'’t exist Enaianceor s Per Capita Cost

Population Health
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So that is a brief overview of our programs and the steps and processes required to build them and to continue to fund them.  In our changing healthcare landscape that is becoming more challenging.  In an attempt to figure out what the C suite is looking for I decided to just ask, what do we need to do and wanted to share the responses with you.

What I heard is that we must focus our efforts around the triple aim, any program needs to hit a three arms.

In terms of the ROI, we must be sensitive to multiple competing priorities and to not take for granted the importance of our changing landscape.
We need to understand the program impact and be sensitive the limited resources
Medical and pharmaceutical costs are increasing while reimbursement is decreeing
We have to remain profitable or we won’t be around for long

What I hoped to accomplish today was to share how small organizations outside of structured institutions like Kaiser or the VA or Academia have minimal infrastructure to support their programs.  Many times data is tracked on a spreadsheet which is labor intensive and not efficient.  Especially when you are the person seeing the patients and tracking the outcomes. 

Organizations like ours would welcome novel opportunities to partner with those that are interested in research or in spreading best practices.  We need to continuously demonstrate success and it is challenging when the infrastructure to support the programs is minimal.
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