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Who We Are

 Since our inception in 1994, New West Physicians has grown to \
become the largest primary care group practice in Colorado

« Family practice, internal medicine, hospitalists, physician
assistants, nurse practitioners, behavioral health, cardiology, and
gastroenterology

-+ 90 providers
17 offices throughout the Denver Metro area.

300+ Employees - $58M Revenue
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All practice sites are NCQA - PCMH Level 3
All providers are NCQA - Heart/Stroke and Diabetes certified

In 2011, the American Hospital Association commissioned a
national study on Accountable Care and chose four delivery
systems representing different models of care. New West
Physicians was chosen as the primary care model for that study.

In 2013, New West Physicians received Best Practice of the Year
Award by the Colorado Academy of Family Physicians Foundation.
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Critical Issue of Readmissions

Medicare 30 day all cause e
readmission rate = 18%

*Yearly cost to CMS = $17 billion
sLarge impact on MA risk pools
CMS Star 3 point measure
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NWP Readmission rate

N

I Medicare - 6.6%

- eCommercial - 3.1%
N
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Reasons for Readmission

.

e Medication reconciliation issues

* Inadequate transition of care planning
* Delayed follow-up with PCP
e Lack of follow-up on needed post disch issues

« Communication breakdown with patient/family
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- Population Health Management
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Reducing readmissions begins

oreadmission

Hospitals and the Lexus assembly line N
concept

Need to be admitted to be
readmitted
* Culture of PCP accountabillity — the

PCP is and always will be the primary
care coordinator

P
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PCP as Care Coordinator

Supported by data and incentives

*Quarterly un-blinded reporting of all [
utilization data - specialty, hospital,
pharmacy, etc

 Quarterly guality/utilization

Incentives representing ~ 25% of
Income

= eMonthly RAF reports by PCP with on
going RAF monitoring through EMR
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PCP as Care Coordinator

e Supported by infrastructure ‘\

e Diabetes and Nutrition Center — reflex
referrals

Behavioral Health Center - SWAT Team
e Urgent Care Center
e Case management in the ER

e e TOC Program
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Providers self-assess performance with an aggregate
patient view

DHOO1P Diabetez: Adult HeA1c Screening 20 Patientz
DIO04P Diabetez: Nephropathy Screening 20 Patientz
HTNOOG1P Hypertenzion: Pharmacologic Therapy 15 Patisntz
PENMODG Prewentative: Adult BF Control 53 Patients \
PRVODZG Prewentative: Adult LOL Control 43 Patients
PRVOOZP Prewentative: Adult Lipid Panel Screening 53 Patientz
PRVO02G Prewentative: BMI and VWeight Management 54 Patientz
The aggregate patient dashboard motivates providers to audit
themselves and improve performance.
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Drilf Down
' Fiter Al R A@E 63 Results Dfl” dOWﬂS prOVIde
: e — patient lists to

© KANECEL, LECYOC 041191979 Never performed -] proactively contact

© LANCANRE, ERNIAE 09211974 Mever performed patients, and

e LAMDIOVA, AVOBEE 071251975 Mever performed Improve Scores

ﬂ BOMFIZAP, PAZIIN Q9/271977 Mear due 09/20/2010

A DAMICEEL, LEEYAM 05/08/1965 Mear due 09/20/2010

A DARTKEM, MEKEAI 12/01/11965 Mear due 09/01/2010

Ak DAYMEL, LEMALI 08141958 Mear due 0972312010




€ Drill Down: CQS Patient:Centered Care - MO0L6P - Microsoft Internet Explorer provided by New West Physicons I

Drill Down

CQ5 Patient-Centered Care - MO016P - Hyperfension: Pharmacologic Therapy
Hypertension patients 18 years and older currently on antihypertensive therapy

Attribution: Primary Care Physician (PCP) (Unique)

Data Set: All Providers
*PCC-Adv 58 Prowv
Provider Patient
Arthur, James 202 Pati
Atkins, Julia K. 452 Pati
Augustitus, V. 765 Pati
Baker, Dawn 552 Pati
Baker, Elizabeth 459 Pati
Baumgartner, Werner K. 750 Pati
Beezley, Brian T25 Pati
Bishop, Richard P. 770 Pati
Blitz, Scott 494 Pati
Bovyd, James 115 Pati
Brumbaugh, Patricia 455 Pati
Carlzon, Christopher 241 Pati
Castro, Ernest 253 Pati




Top 10 Admission Diagnoses

DESCRIPTION Claim Amount
LOC OSTEOARTHROSIS-LOWER LEG $1,133,342

UNSPECIFIED SEPTICEMIA $724,834

LOC OSTEOARTHROSIS-PELVIC RGN&THIGH $445,706

ACUT MI SUBNDOCRDL INFARCT INITEOC $345,539
PNEUMONIA, ORGANISM UNSPECIFIED $192,950

UNSPECIFIED ACUTE RENAL FAILURE $144,540

OBST CHRONIC BRONCHITIS W/EXACERBAT $143,862
ATRIAL FIBRILLATION $102,772

CLOS FX INTERTROCH SECTION FEM $214,582

ACUTE RESPIRATORY FAILURE $208,121




Hospital Program

 NWP Hospitalists at our 5 main hospitals

« NWP Case management daily at all facilities

e At every admission:
* Psychosocial evaluation
« Home safety evaluation

« Evaluation of any outpatient PCP deficiencies

» Advanced directives
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Emergency Room Management

o Appropriate patients evaluated in ER

« Case management in ER with direct SNF
transfer 24/7

e Hospitalist ER Programs
 Atrial fibrillation
e « Syncope

e Chest pain
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Patient Perception of Discharge

From total care to zero care - there is no button to k\

push!

Passive care to active care

Bewildering circumstances

b
k2

Degree of disablility underestimated

P Wesl

&4 PHYSICIANS




Transitions of Care

Three areas of responsibility "

e|npatient case manager
eHospitalist

eTransition of care mid level
1 provider
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Transitions of Care

Case Manager Responsibilities

» Correct level of care chosen
 All ancillaries arranged
 Family expectations clarified

* Psychosocial issues addressed
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Transitions of Care

Hospitalist Responsibilities
 PCP Contacted on day of discharge

 TOC Midlevel contacted for complex cases

« Key issues, findings, and follow-up items tasked to

the PCP at time of discharge

 SNF Transfers — Snifist contacted and discharge

summary completed at time of discharge
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Transitions of Care

TOC Midlevel Responsibilities N

 Red/yellow/green designation — LACE Model
» Telephonic contact with patient
 Med reconciliation

» | «PCP Follow-up scheduled

e Specialty and ancillary follow-up arranged
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Lace Model

e Length of stay \
e Acuity of the admission

e Co-morbidities

e Emergency room visits in the prior 6 months

eLace scores range from 1-19 and predict
~4 the risk of death and readmission in the first
30 days post discharge

P Wesl
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Charlson Co-Mobidity Score

« 1 each: Myocardial infarct, congestive heart failure,
peripheral vascular disease, dementia, cerebrovascular \
disease, chronic lung disease, connective tissue disease,
ulcer, chronic liver disease, diabetes.

« 2 each: Hemiplegia, moderate or severe kidney
disease, diabetes with end organ damage, tumor,
leukemia, lymphoma.

e 3 each: Moderate or severe liver disease.
« 6 each: Malignant tumor, metastasis, AIDS.

P
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Attibute Value

Length of Stay (Prior Admit less than 1 day
1day
2days
3 days
4-6 days
7-13 days

14 or more days

Acute Admission Inpatient

Observation

Comorbidity No prior history

DM no complications, Cerebrovascular dz, Hx of MI, PVD, PUD

Mild liver dz, DM w/end organ damage, CHF, COPD, Cancer, Leukemia, Lymphoma, any tumor, moderate to sever
renal dz

Dementia or connective tissue dz

Moderate or sever liver dz or HIV infection

Metastatic Cancer

Emergency Room visits during previous 6 months 0 visits
1 visit
2 visits
3 visits

4 or more Vvisits

Total sum of points *If 11 or greater pt is at high risk for readmission

If LACE score 10-12: verity medication adherence and discharge orders
Verify MD follow up

Weekly Phone calls for 1 month

Determine if further complex case management needed

If LACE score >13: follow same recommendations as above

Refer to Complex case management




Table 4: Expected and observed prokability of death or unplanned
readmission within 30 days after discharge, by LACE score

Observed probability, % (95% Cl)

LACE Expected Derivation group Validation group
score probability, % n=2393 n=24919

0 2.0 0.0 (0.0-61.5) 0.0 {0.0--46.1)

1 2.5 1.4 (0.2-5.1) 3.0 {0.8-7.6}

2 3.0 2.6 {0.5-7.5) 2.7 {(0.5-7.8)

3 3.5 5.6 {2.2-11.4) 2.5 (0.5-7.2)

£} 4.3 3.9 {2.0-6.9) 2.3 (0.29-4.8)

- B 5.1 4.4 {(2.2-7.9) 6.7 (3.9-10.8)
6 6.1 4.7 (2.3-8.7) 4.5 (2.0-8.5)
7 7.3 7.6 (4.9-11.4) 85 (5.8-12.0)
3 8.7 6.3 (3.8-9.8) 8.0 ((A.9-12.2)
b2 10.3 11.7 (6.8-18.8) 8.7 (5.0-14.2)

10 12.2 14.5 (9.4-21.3) 12.6 (8.7-20.2)

11 14.4 18.6 {(11.5—28.4) 18.1 {10.9-28.3})

12 17.0 20.8 {11.7-34.4) 10.4 {4.5-20.5)

13 19.8 17.3 (7.9-32.9) 17.4 (7.5—-34.3)

14 23.0 28.6 (12.3-56.3) 36.4 {15.7-71.7)

15 26.6 8.3 {(0.2-46.4) 18.8 (3.9-54.8)

16 30.4 50.0 (18.3—100) 29.4 (9.6— 68.6)

17 34.6 33.3 (6.9-97.4) 42.9 {8.8-100)

18 39.1 100.0 (12.1-10C0) —

19 A3 0.0 —
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Use of Lace Tool

*6-9 score — Mid level judgment as to "
whether to refer to case management

10 or above - all referred to case
management

ePatients with very complex initial
presentations are referred irrespective
»+ of Lace score
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ldentifying High Risk/Cost Patients

25%
25%
21% 1% 21%
| 209 1 : S
15%
‘ 15% 13%
J 10%
1 5%
0%
| W CMS HCC Risk Score M Pricr 12 Month PAC Filliman 90th Percentile PAC
‘ Percent of Beneficiaries Correctly ldentified in Top 10%: PAC
| 35% 229
3I0%
‘ 30% 2820 279y PG
263
5% 24%;
] 25% >0y =
20%
15%
10% ;
5% | |
B ChE HOC Rizk Score B Prior 12 Month PAC | BAidlliman S0rh Percentile PAC
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Transitions of Care

TOC Midlevel/PCP Integration N

* PCP tasked with all details of communication

 Medication list reconciled/rx’s sent if needed

* Problem list updated including new RAF codes
~ 1« All hospital records forwarded

 Follow-up appointment scheduled

i o 'West
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SNF Management

eDedicated SNF Network "G
e Admissions 24/7 including ER
* High quality/efficiency facilities

 Single SNF practice covers citywide
* Hospitalists contacted prior to transfer

e Case managers on site for review and
meetings twice weekly

P Wesl
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Advanced Care Planning

e Transitional care program - designed for intensive home \

based 3 month case management for advanced and/or

complex illness

o Palliative care program - mandatory for oncologists to

introduce palliative care for all Stage |l and IV cancers

« Hospice care program integrated with the above two

programs
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FIRST

Nuise ( (APND), or Physician ‘Assistant PA), for furiher orders if indicated.
These Medical Orxrders are based on the person’s medical condition & w1she.s.
Any section not completed implies full treatrnent for that section.

May only be completed by, or on behalf of, a person 18 years of age or older.

for Qs:ope ofTreatlnent (MOST)

First Mame/Middle Name
follow these orders, TEIEN coniact ]?hys:l cian, Advanced Practice 7

Date of Birth Sex

Hair Color Eye Color Race/Ethnicity

ne shall be treated with aignity and respect.

CARDIOPULMONARY RESUSCITATION (CPR) Person has no pulse and is not breathing,
0 No CIPR Do Not Resuscitate/] DN R/Allow N ataral Death ’
[0 Yes CPR Attempt Resuscitation/ CPR '

Whern not in Cardiapu!:nona?y arrest, follow orders B, C' and D

VIEDICAL, INTERVENTIONS Person has Eu!se and/or is breat hn 1er,

M Cemfort Measures Oniy" Use Inedu,auon by any route, p031t10n1ng, and other measures to relieve pmnl
and suffering. Use axygen, suction Arvd mmanual treatment of airway obsm uction as needed for comfort.
I2a ngt transfer to hos p1ta1 for life-sustaining treatment.

Vi rczrzsfer only if comfort needs cannot be met in current locatlon EMS-Contact medical control.
le}ted Addltlonal Intervenuon5° ]“_ucludes care descnbed abova Use. medlcal tiesrtrment, IV fluids
"and cardiac mohitor as mdzcateci Do ot us tubauon advanced a}.rway 1ntervent10ns or mechanical

ventilation. Tran.sfer to }zospzraz a_f:ndxcn ed, Avozd intensive care; EMSZ Contact x echcal control.
Full Treat ment. Includes care de.scnbed dbove Use 1ntubat10n, advanced axrway 1ntervent10ns
mec.haruc.—tl vennlru,lon and carchovei sion as zndlcated- :
) Iranisfer o haapzral y" znd;ccrred Includ.es ;ntenszve care. EMS -Contact me,chca] control
Additional Orders:

-

=

(EMS_Emergan cy BI edzcal Servzces)

CANTIBIOTICS :
™ No ’Lntﬂnotlcs TIse other measures to relieve symptoms
[0 Use anublougs when comfort is the gaal. ;

L1 Use “Lﬂtlblotlc.s.,;
Additional Orders:

ART}'FICIALLY AD MINISZE]:RED NIJTRITION AND HYDRATION
: "‘““"*Always offerfood & water by rnouﬂz szeasxble***"‘*
[1 No a_‘l‘i.l_fi.(,ld.] nutnuon/hydratlom by tube. (N OTE: Special fules for proxy by statute on page 2)
1 Patient has executed a *“Living Will” £21 Patient has not executed a ‘llvsng Wil
3 Pefined trial period of artificial nutrition/hydration by tube. :
(Lengih of trial: Goal:
1 Long-termm artificial nutritlon/hydlahon by tube.
Additional OQrders:

IDISCUSSED WYITH:

0 Patient

O Agent under Medical Durable Power of Attorney
O Proxy (per statute CIR.S. 15-18.5-103{6))

SUMMARY OF MEDICAL. CONDITION(S):

e e T st an e ATTA N IEE ATIATA SARATIAI 1 T




Optio Care Support - Pilot of NWP and

Denver Hospice

Collaborative approach with Registered Nurse and Licensed
Social Worker — In home and telephonic

 Focus:
« Engagement with primary care physician
 Medication reconciliation and management

 Red Flag education - Steps to recognize change in health and

empower client to take appropriate action

 Address psychosocial needs that are inhibiting the client to

manage health

Successful hand-off at end of care cycle to case manager

within PCP practice
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Who Will Succeed?

Shift from patient to population management

Comprehensive care at all levels and locations, and across
all specialties

Accurate, timely and actionable data

Focused case management

Alighed compensation model

o West
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Thank you and
Opportunity for Questions

The mission of New West Physicians is "to enhance the physical, mental and
spiritual health of communities we serve through an integrated, primary-care
owned and patient centered healthcare delivery system."
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