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About Prevea Health

 Founded in 1996 PREVEA

e Multi-Specialty Medical Group m,;;;g\faw.éﬂ:;:mp

e Over 200 physicians P ,.,xx____

« 1000+ employees servicing éj;_ = m e -m‘f? f
Northeast Wisconsin === e = e “\ﬂ{(

- 18 health centers, including nine "~= " = e :’?—»—
in the Green Bay metro area and \ “"‘*_, Sl 8 {rf'
regional locations = e =

* 50 specialties CT-1- P
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Our Values

Mission

e To take care of people with
passion, pride and

Vision

 The best place to g
The best place to g

Like family™

respect

et care
Ive care

Welcome to Prevea
About Prevea
MyPrevea Log-in

Find a Prevea Provider
Qur Locations

Medical Specialfies
Community Calendar
Health & Wellness
Tools & Resources
Urgent Care

Prevea Careers

Media Room

Prevea Health Hetwork

Contact Us

Search Prevea.com

Moms: Pamper Yourself!

You've spent years focusing on your family and
now it's time to do something i
lastic surgeon

board-certified
at 6 p.m. on May

* Breast augmentation
* Breastli

* Liposuction

+ Tummy tuck

Register by calling (920) 4311880 or
click here to register online today >>

Heart Calcium Scoring

Heart calcium
scoring is a
valuable way to
identify
coronary artery
disease

Dr. Michael Janiteh
for a free presentation abont:

r yourself. Join

w2zl

Prevea Training Runs Commeon Injuries

Attend this free
seminar to learn
about
preventing and
recovering from
injuries

Prevea Training
Runs are every
Saturday at 7

am until May 9

| privacy Poiicy | Sit= s

PREVEA
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Our Medical Home Pilot

 Re-design of the care process

e Reaching out to the patients who need us the
most
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PCMH Current State Map
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PCMH Future State Map
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Patients Are Not Receiving Recommended Care

> The NEW ENGLAND
JOURNALoMEDICINE

Atrial Fibrillation NI 7 5.3%
T G b e A Diabetes Mellitus INIINIGGG S 3.6%
T Hyperlipidemia INE_—S 51.4%
Asthma I 46.5%
Colorectal Cancer I 16.1%
Osteoarthritis NI 2.7 %
Depression I 12.3%
CHF I 36.1%
Hypertension I 35.3%
CAD N 32.0% Non Compliance
Lower Back Pain I 31.5% AVRIages

Prenatal Care SN 27.0% 4 5 %

Breast Cancer I 24.3%
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“The Quality of Health Care Delivered to Adults in the United States” NEJM June 26, 2003



Effects of Visit Frequency and the
Quality of Diabetes Care

Patients with low frequency office visits
receive substandard preventive care for
diabetes

Concluded that those patients who
MEDICAL CARE frequently miss appointments for diabetes

Official Journal of the Medical Care Section, American Public Health Association Ca re h a d S u bsta nt i a I Iy poo re r g | yce m iC

control
L HRoNle DIEAS Diabetes care improved through continuity
e Kffectof Admced Access of ca re-— coming into the offloce- for the visits
Implementation on Quality and being seen by their physician

Fenton et al “Quality of Preventive Care for Diabetes: Effects of visit Frequency and Competing Demands” Annals of Family Medicine, Jan/Feb 2006
From the Division of Research, Kaiser Permanente, Oakland, California.2004 Andrew J. Karter, PhD, The Division of Research, Kaiser Permanente,
The Effect of Advanced Access Implementation on Quality of Diabetes Care; Dr. JoAnn Sperl-Hillen, MD, et all; January 2008



Overview

« Automated Outreach is designed to connect patients

with treatment needs to their physician.
* Prevea has been using Outreach since 7/15/2008.
 Prevea has 97 providers live on Outreach.

 Prevea is utilizing both chronic condition and

preventive care protocols.
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Analysis Overview

» Purpose: to evaluate the impact of the Outreach program on patient care seeking
behavior in relation to two variables:
1. Treatment related to chronic conditions and
2. HbAlc testing and electronic documentation of blood pressure values

 Chronic Conditions Analyzed: Diabetes and Hypertension, which are the chronic
protocols utilized by Prevea.

« Patients Included: All patients who were identified as non-adherent for Diabetes
and Hypertension protocols between the period of 7/1/2008 and 2/1/2009, whether
those patients were associated with a provider utilizing automated outreach services
or not.

. All patients were required to have at least 2 service dates in the last 2 years billed with an ICD-9 code
related to the Chronic Conditions and no chronic service dates in the last 6 months.

. Patients were removed if they had no history of a visit with a Prevea Primary Care physician (END, FP,
IM or NPP for Diabetes; and FP, IM or NPP for Hypertension).



Analysis Methodology

« Time Period: Outcomes were analyzed over the 13 month period from 7/1/2008
to 7/31/2009

o Study Groups: We separated the non-compliant Diabetes and Hypertension
patients into two groups: one that received successful outreach communications
and one that did not receive any outreach communications.

» Chronic Visits: Utilizing billing data, we identified for both groups how many
patients had a visit related to a chronic condition within 6 months after their
minimum non-adherent registry date, thus making them adherent. (Minimum
non-adherence dates were determined on a monthly basis).

« Test and Vital Stats: Utilizing electronic medical record (EMR) data, we
identified for both groups how many patients had a relevant test or vital statistic
(HbAlc for Diabetes and Systolic Blood Pressure for Hypertension) recorded
within 6 months after their minimum non-adherent date.



Results Summary

Diabetes Combinatorial Metric Hypertension Combinatorial Metric
Chronic Visit and HbA1lc Test Chronic Visit and BP Recording
50% - 60% -
g S oo
S 0% | = 50% | 57%
= =
P " < 40%
o b ]
2 E 30%
S 20% - 5
5 5 20% -
= or A £
® ®
0% - 0% -
Successfully Called Not Called Successfully Called Not Called

For both conditions, successfully called patients are significantly more like to
have both a chronic visit and the relevant test result recorded in the EMR.



Diabetes Results Detall

alled Not Called
) Average Average
 Over 3,000 patients Patie IR -C I Patients Male%  Age
were included in the | |
. Total S 1,765 51.2% 62.2 1,315  48.8% 66.7
hypertension study. ota’ Sample ’ ‘
. The Odds Ratio of With Chronic Visit
4.61 indicates th With Relevant Test 827 51.8% 62.9 211 46.4% 63.1
Jodb Lo leelissrine No Relevant Test 245 55.5%  64.2 227 537% 633
difference in the Total 1,072 52.6% 63.2 438 50.2% 63.2
response rates is _ o
. f i Without Chronic Visit
signiticant. With Relevant Test 19 52.6% 62.2 2 50.0% 43.0
o Automated messaging No Relevant Test 674 49.0% 60.7 875 48.1% 68.4
] ) Total 693 49.1% 60.7 877 48.1% 68.4
brings more patients
into the office for Chronic Visit 6 Mos Yield 61% 33%
Ana ara Relevant Test 6 Mos Yield 48% 16%
condition SpeCIfIC Combined Visit-Test 6 Mos Yield| 47% 16%
treatment. Combined Visit-Test Odds Ratio 4.61, 95% Cl 3.87-5.49




Hypertension Results Detall

Over 9,000 patients
were included in the
hypertension study.

The Odds Ratio of
3.18 indicates the
difference in the
response rates is
significant.

Automated messaging
brings more patients
into the office for
condition specific
treatment.

Total Sample

With Chronic Visit
With Relevant Test
No Relevant Test

Total

Without Chronic Visit
With Relevant Test
No Relevant Test

Total

Chronic Visit 6 Mos Yield
Relevant Test 6 Mos Yield
Combined Visit-Test 6 Mos Yield
Combined Visit-Test Odds Ratio

5,701

3,227
410
3,637

451
1,613
2,064

64%
65%
57%

45.0%

44.1%
42.2%
43.9%

41.0%
48.7%
47.0%

63.8

64.8
66.8
65.0

60.4
62.2
61.8

3.18, 95% CI 2.90-3.38

Not Called
Patients Male %
3,404 42.6%
990 39.6%
574 42.5%
1,564 40.7%
88 36.4%
1,752 44.6%
1,840 44.2%
46%
32%

29%

Average
Age

68.3

65.4
66.5
65.8

62.9
70.8
70.4




Results Discussion

« The results were strong, suggesting that Automated Outreach had a significant impact at
Prevea.

» The results indicate that a well-designed automated outreach message increases the
probability that patients with chronic conditions will receive treatment specific to their
chronic (rather that acute only) needs.

* As with any control group study, possible differences in the two groups of patients —

including physician and patient characteristics — may have contributed to the results.

« Key outcome the analysis did not consider is the change in HbAlc and Systolic Blood
Pressure values for the two groups of patients. Follow-on analysis will be conducted so as
to better understand this outcome.
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QUESTIONS
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