ACTIVATING PERSOMNTERED
CARE ACROSS THE CONTINUUM
PIONEER NETWORK 2011

@ picker

PLANETREE




Our Time Together Today

A What is Planetree?

A2 KIFdG A& G¢eNXyarxluAaAzzya
A Drivers of Change
A Opportunities and Barriers

A What is the Picker Always Event Initiative?

A What are actions steps | can take back with
me to activate change across the continuum?
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Two Visionaries on Parallel Paths

Angelica Thieriot Harvey Picker
Founder, Planetree Founder, Picker Institute
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Planetree is a neprofit organization that
provides education and information in a
collaborative community of healthcare
organizations, facilitating efforts to create
patient/residentcentered care in healing
environments
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And spreads to become a global support network

A 5 Countries

D A Over 500 organizations

I * I A Small rural sites to large urban health systems

. A Experience across the entire continuum of care
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Transitions are Everywhere

In Real Life Terms:

A Who am | seeing? Who is in charge? Who knows how to
do that?

A What is this? What should | do? What do you want?
What should | ask?

A Where should | go? Where are my pills? Where is my
family?

A Why this? Why not that?

A When should | expect it? When will | die?

A How can | keep that from happening? How did that
happen?
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What does PersofCentered Care Mean To You?

Access to
Information

Involvement in
Decision
Making

Effective
Communication

Respectful
Interactions

Foundation
for Quality

Music

Art

Fish Tanks
Cookies
Dogs

Aromatherapy

®
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Establishing a Sense of Urgency

A Engagéd_eadership
aTp: 2F YIEYIEIASYSYyd f
convinceq that busingss as usuql IS NO
t2y3aISNI I OAlF ot S LI I
AlListen0 2 | ff adl 1SK2ft RS
A Educateall stakeholders on emerging
ISsues In healthcare

PLANETREE



More than24.7% of
Medicare patients are
readmitted within30
days of discharge.



Medicare currently
spendings17 billion
per year on
readmissions



Total Federal Spending, FY2010 = $3.5 Trillion

Defense Social Security
Discretionary 20%
20%

Non Defense Medicare
Discretionary 15%
19%
Net Interest Medicaid and

6% CHIP

8%



Readmission Penalty

A Penalty for excessive readmission rate
starting in 2013

I For hospitals above acceptable
threshold:

A1% reduction in 2013
A2% reduction in 2014
A3% reduction in 2015 and beyond
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Effective Chronic Disease Prevention Manageme

A Congestive Heart Failure

A Pneumonia

A Cardiac Arrhythmias

A Acute Myocardial Infarction

A Chronic Obstructive Lung Disease
A Diabetes






Patient Patients do not keep
discharged follow physician

Mo

Failure to set up
appointment with

cardiologist or

Patient Readmitted to
Hospital

R

PLANETREE



A Beginning Fiscal Year 2013

A Funded by payment reduction or 1% initially
up to 2% by 2017

A Earn back based on clinical quality and
services indicator performance



The Basics of Value Based Purchasin

ValueBased Purchasing=

Transition frompay for reportingo pay for
performance

Points earned for:

T Achievement

I Improvement
I Consistency (HCAHPS)



Plans for VBP Adoption

wWAMI

Clinical Process |kl
wPneumonia;

LR LRI E I (surgical Care Improvement

wHealthcare Associated
(17 measures) il

_ WHCAHPS measures
Patient w7 composites & 1 global

SYI[Iae-Neli Measure -
Care Domain wDoesnot include Likelihood to

Recommend

(S 4flecieles . wQuiet at Night and Cleanliness
rolled into one composite

®
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Value Based Purchasing Trends

A CMS seeks to move as quickly as possible to
the use of primarihoutcomeand patient
experiencemeasures

I Adjusted for risk or other appropriate
patient population or provider
characteristics



To Be Effective In an Accountable Care Environment
Hospitals Must Take on New Roles




30-day Readmission Rates

Above Below
< average average>
Birmingham Health Center

Bishop Wicke

Gardner Heights

Hewitt Health & Rehab
Hilltop Health Center

Shady Knoll Health

Shelton Lakes Health Center
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ASystem
APractitioner
AConsumer



Transitions of Care Models

A Dr. Eric Colemaaq Transition Coaching
A Dr. Mary Nayloc Transitional Care
A Dr. Chad Boult Guided Care
A Society of Hospital MedicineBOOST
A Boston Universitg Project RED
Other Resources:
A National Transitions of Care Coalition (NTOCH
A Planetree Continuum of Care
R



The Consistent Model Themes

A Medication list/reconciliation and adherence
assessment

A Transitions summary at discharge

A Followeup visit with PCP/Specialist

A Care Plan

A Coaching with patient and family caregivers
A Post transition call and/or visit

A Accountability for sending and receiving
communication @



Planetree Continuum of Care

A Pilot patientcentered innovations with affiliates
A Build upon sharing of best practices

A Identify partnerships to accelerate progress with
transitions

A Conduct research and evaluation through qualitative
and guantitative outcomes

A Establish designation criteria and metrics for the
transitions of care
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A Generally assume that someone
IS In charge of coordinating their care

A Consumers (and caregivers) are often the or
common thread weaving between care sites

A And, they often navigate the system with few
tools, education or support for this role
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Consumer Adherence

Survey reveals many gaps between what consumers
think about their health status and the effort they put
Into adherence

I 57 % of consumers indicated that they take one or
more medications; however, only four in 10 say the
take their medications as directed

I <50% of consumers surveyed say they act in way
make themselves healthier



Number of Different Physicians Seen by People with
Serious Health Conditions

6+ Physicians
11%

No Doctors

3%

5 Physicians
6%

1 Physician

4 Physicians 16%

15% \_

2 Physicians
26%

3
Physicians
23%

Source: Gallup Serious Chronic lliness Survey 2002.



Partnering to Activate
PersonrCentered Transitions




Two Visionaries on Parallel Paths

Angelica Thieriot Harvey Picker
Founder, Planetree Founder, Picker Institute

LongTerm Care Leadership Summ@ctober 5, 2010 @
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Always Event Initiative

The Picker Institute

Patients will always have the opportunity across
healthcare settings to utilize a portable personal
KSFfGK NBOZ2ZNR wS®PIdD: | 2
embedded with actionable patierdriven

Information, to ensure patients, their healthcare
providers and their family members are on the same
J3S gAGK NBIFNR G2 GKS
oriorities, and lifestyle.
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Key Components

Al 26Qa [ 2dzNJ I SIf UK ol .

I Web-based portable personal health record; iPad friendly

I Completed by patients and/or their Care Partners

I Provides actionable information to promote health, wed#ing

i CI-ACv))\f )}GI;GS%} F ot 1Sg F,<SI- f 'L"IFSC")I- NB a
NEIFNR 02 U0KS LI UGASYyuaQ KSItUOUKZ

A Care Partner
itFr0ASY(iaQ OK2aSYy AYRAQARAzZ f o0So3
patient in coordinating care

®
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Importance of Health Confidence

According to Published Literature

Health Confidence is:
A associated with good patient outcomes

A adversely impacted by poor communication/interaction
and fragmented care/ poor transitions (the converse is also

true)
A easily measurableAy FIF OO0 A0 A& | a
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A A primary goal of th&ame Page Transitional Care
initiative is tod dzLJLJ2 NI LJF O A Sag el &3 thé
confidence of their Care Partners & formal care provide
OKFGO |ttt 1Seé adlk(1SKz2t RSNJ
NE3IFNR (2 0GKS LI GASylaQ

A The Same Page Transitional Care initiative will be
Introduced through a&Campaign for Confidence

I Materials are being developed in coordination with
project sites



A the identification of the selmanagement objectives
that matter to the patient

A a clearly defined plan with clear delineation of who

g Attt

0S

Ay OKI N

S¢ HKS

A the use of problem solving and teaching to support
the plan; and

A reinforcement of the previous three steps again and

again.
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Research Design and Measurement

A 5 sites: 2 hospitals, 2 nursing homes, 1 transitional car
A 320 Participants, all 65+: 100/hospital, 40/NH or TCU
A Phased research design

Control group data af b ¥YLIkA
! [ 2YFTARS
collection :
Intervention

Aa/ ' YLI ATY F2N / 2yFARSYOSE
il 26Qa | 2dzNy oS ofrieX
I Care Partner program &

Intervention group
data collection



http://www.howsyourhealth.org/

Research Design and Measurement

A Measures to be compared across control and
Intervention groups

I Patient Activation Measure

Al am confident | can help prevent or reduce problems
associated with my health

I Care Transitions Measures

AWhen | left the hospital, | had a good understanding of th
things | was responsible for in managing my health.

I General items

AHow confident are you that you can control and manage
most of your health problems? @



How's
Your

Has Your Patient, Employee, and Community Tried The Newest
Hows YourHealth.org?

Over a decade of internet R&D, many publications, and several hundred thousand
uses will help you, your patients and your organization attain iformation management
functionalities needed for best health and healthcare.!

i_r'I Value for
A partial list of functionalities includes # 1 Patient-Centered

Care

®
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1) Establishing a sense of urgency

2) Forming a powerful guiding coalition

3) Creating a vision

4) Communicating the vision

5) Empowering others to act on the vision
6) Planning for and creating short term wins

/) Consolidating improvements and producing still more
change

8) Anchoring Change

Kotter, 1995 the Konosuke Matsushita Professor of Leadership, Harvard Business School @



Personalize, Humanize, Demystify

PHD
G9IISNE SEtSYSyd 27F | LI 0
assessed, based on whether it enhances or detracts

from personalizing, demystifying, and humanizing
0 KS SELISNASYOS ¢
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Steps to Activate Change Across the

Healthcare Continuum

Al 2t R a¢2gy | Iff aSSiAy3:

AwS &SI NODK | 2aLIAGlf Qa { G NJ

A Schedule a meeting with CEO

ALRSY UATe& -lOKNWSES dorayKaz NI

A{ dzZ33Sad | a/ FNB | 22NRAVYI
Involving stakeholders from the continuum of care

A Consider conducting focus groups with all stakehold
across the continuum

A{GF& ddzySR F2NJ Y2NB AY T
CNF YVaAdA2yaég t N22SOT
ABecome active in your own healthcare! @



Picker and Planetree

Partnering to Prompt Action

DEFINITION

PATEENIT=E R NIEREIDHEAR E
Improvement Guide

" ACTION

LongTerm Care Leadership Summ@ctober 5, 2010 @



