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‘ Guiding Principles | ‘ Goals |

* Patient-Centered  |Improved Clinical Outcomes
* Data Driven Decision * Increased Patient Access
Making
o e Performance Improvement
* Standardization of Operations — Bend the
Cost Curve

* Practice at Highest Level

of Clinical License e Provider/Staff/Patient
Satisfaction
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Essential components of
Office redesign

NCQA Recognitions

/,
Virginia A/
e  PCMH-38 All Level 3 ' —
. Diabetes 96 ¢
labetes A
. Heart Stroke 78 ' —

North Carolina —
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~237,000 served by PCMH providers 12.4% of Hampton Roads Population
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IV.

Strategy - 1.0

Transformation of Care Team (TOC)
=  (Clinical and Admin team defined
= External Best Practices

= Established industry goals were chosen for alignment - HEDIS, NQF, PQRS, MU

= Role definitions
= Staffing models
Care Management
= RN Care Managers
= High opportunity patient focus and cohort followed
= Transitions of care contact for defined patients
Data
=  NCQA Patient Centered Medical Home
=  NCQA Diabetes and Heart Stroke
=  Practice Scorecard
Cultural of Excellence
= Early adopters in Primary Care lead redesign
= Alignment with System’s Leadership Development Program
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Compendium of Best Practices

Geisinger Group Health Allina QLIMG Health Partners
Goals Results| Interventions Results Interventions Results Interventions Results Interventions Results Interventions
Case managers on
site to track high risk Case managers track high
Reduce ho_sp!tallzatlon 20% patients, systematic :> . NOt risk patients, systematic | Not available Ca§e managers track 24%_ | Improved patient access,
admissions followup of all Case managers track high | available high risk patients, - i
. . . . followup of all . online scheduling; case
hospital/SNF risk patients, systematic . - systematic followup of L
. . . hospital/SNF discharges, . management for high risK
discharges, telephonic followup of all hospital/SNH all hospital/SNF - A
. Open access, same day . patients, coordination of
outreach, open access discharges . discharges, Same day
- appointments, 24/7 - care
scheduling , - appointments
e it Not scheduling _
Reduce re-admissions 40% medication :> ilabl Not available
reconciliation 2ot
Embed case managers
on site to track high
risk patients, Case managers track high Case managers track .
- . - ; I : Improved patient access,
systematic follow-up . risk patients, systematic high risk patients, - -
. Case managers track high . online scheduling case
Emergency room total of all ED discharges, - - Not followup of all ED . systematic follow-up S
. risk patients, F/U calls 3 . . Not available . management for high risk
cost telephonic outreach, available| discharges, Open access, of all ED discharges,

7%‘

open access
scheduling ,
medication

reconciliation

29% l

days after ED visits

same day appointments,

24/7 scheduling

Same day
appointments

39%‘

patients, coordination of
care

Quiality Scores for
DM/CAD

Disease registries,
preventitive care,
proactive tracking of
low risk patients,
monthly meetings to
review quality data.

1.4% I

Disease registries, MD

performance reports, daily

team huddles, pre visit
outreach/chart review,
planned preventive visits,
telephonic/email visits,
abnormal test outreach

Disease registries, MD
performance reports, daily

standing orders for nursing
staff, after visit summary

team huddles, previsit
outreach/chart review,

for patient education

Disease registries,
MD performance
reports, daily team
huddles, pre visit
outreach/chart review,
planned preventative
visits, focus on
"frequent fliers"

129‘V1

Disease registries,
proactive outreach and
management, telephonic
coaching, after visit
summary, health
maintenance

Improve patient
satisfaction

Call routing to care
team, Proactive
outreach, e-visits,
phone visits, Patient
and family
engagement and
education

Call routing to care team,
Proactive outreach,
communication of team
roles to patients, e-visits,
phone visits

9%'

Same day appointments,
MyChart, Call routing to

outreach, 24/7 scheduling,

advanced care planning

care team, Proactive

after visit summary,

Same day
appointments, Call
routing to care team,
Proactive outreach,
communication of
team roles to patients,
phone visits

|

Reducing wait times,
surveys, patient portals

Improve physician
satisfaction

|

Establish care teams,
define roles and
protocols for all staff

Establish care teams, define
roles and protocols for all

staff, rooming standards,
daily huddles, pre-visit
planning

18%'

Establish care teams, define
roles and protocols for all
staff, rooming standards,

daily huddles, on site
testing

Establish care teams,
define roles and
protocols for all staff,
rooming standards,
daily huddles, pre-visit
planning, on-site
testing

protocols for all staff, pre-

Establish care teams,
define roles and

visit planning

NCQA recognition

All of the above

All of the above

All of the above

All of the above




Strategy - 2.0

. Transformation of Care Team

= TOC and Sentara Clinics Optimization of the Patient Experience
= Best Practices Implemented with further development

Il. Care Management

= RN Care Manager expansion to all patient transitions
= Sentara Quality Clinical Network
= Pharmacists

I1l. Data

= Patient Centered Medical Home Meetings
= Scorecard and compensation goals aligned
= Enhanced Access

IV. Cultural of Excellence

" |Included 19 more practices
= Expanded Early Adopter groups in all regions
= Physician mentorship of Physician Practice Leader

SENTARA



Transformation of Care, Primary Care Redesign- Pioneer Guide

| Mission | SecretaryfFront Desk AP RN/Care Manager

Schedule appointments made within 24 hoursusing SDA
visitbype

ame Day
Appointment

Wwhen delegated contact patientswithin 1 business day
verify if F/Uapptismade by the surge secretary priorto
callingthe patient:

Contact patients within1 business day asdirected by
Provider, may delegate to secretary. Verify if F/U
apptis made by the surge secretary priorto calling

- ¥es- call and confirm appt the patient:
- MNo- call schedule ffu appt - ¥es- call and confirm appt
Document attempt at call oractual contact using - MNo- call schedule ffu appt

lephone encounter “hospital follow up” asreasonfor Document attempt at call oractual contact using

encounter, Telephone encounter “hospital follow up® asreason

forencounter.

bute medication listto the patient for review and
edits to be completed priorto rooming

Reconcile medications, enter andpend needed
chronicmeds, verify pharmacy

— Utilize rooming-intool: Prepare patientforchronic
visit (e.z. remove footwear of DM, NCOA smart
phrase in patientinstruction). Review andupdate

health maintenance measures.

I

L

Print schedule for huddle Participate inhuddle:
Identify staff orworkflowissues. |dentify patient
care needs document under appointment notes.

Identify ¥IP patients on schedule

Participate inhuddle:
dentify staff arworkflow issues. |dentify patient care
needs document under appointment notes.

wntdesk: Collect all pertinent paperwork 1 day priorto
wisit: print medication |ist

itify fcontact/schedule appointment patient]s)not
seenin 180 days

Distribute &dvance Directive form

Reviews for clinical indicatorsthat are overdue.
Enter and pend ordersfor provider
Ask the VIP patientifthey have anAdvance Directive

Advance Care and documentin EPIC

Planning (¥IP)

Receive and adjustworkflowsto improve quality Receive and adjustworkflowsto improve quality

Quality Measures

IdentifieswIP patient by viewing flagincadence
VIP Popu n

Jexplain the &S tothe patient atthe end of the
1courage active My Chart userto review AYS online

IdentifieswIP patient by viewing flagincadence
Printandexplain the &S atthe end of the visit
Greetthe patientwith a smile and a friendly salutation,

askthe patientifyou have addressed all of their needs
priorto seeingthe provider

Greetthe patientwith a smile and introduce v ourself
andtitle, addressthe patient by usingthe patient’s

Customer Service last harne, maintaina professional attitude

Ask patientto sign up for My Chart at registration, print
AySwith pre-populated My Chart activation code

Ask the patientto sign up forky Chart

IdyChart Enrollment

Performm an assessment call forvIP
population and those with specified
diagnoses
[e.g. &AM /CHF/COPD/Diabetes,
Preumonia/Sepsis)

Reconcile medications for the WIP
population

Participate inhuddle:
Identify ¥IP patients

Bi-weekly Huddle with provider to
discussVIPpopulation

Advance Care Planning facilitated
discussion forvIP population

Review quality data
Receive and adjustworkflowsto
improve quality
IManage VIP list, update at medical
horne meetings
Print/explain the A4S tothe patient
atthe end ofthe visitforvip
population
Greetthe patientwith a smile and
introduce yourself and title, maintain
a professional attitude

Ask the vIP populationto sign up for
Iy Chart

Supportandprovide same day
appointmentsinthe template

Attach ADT folderto all staff membersfor
sharedwork. |dentify patients for staff
contact

werify/approve/Deny medications

Sign pending Health Maintenance entries

Participate indaily huddle:
Identify staff orworkflowissues. |dentify
patient care needs document under
appointment notes.

Identify ¥IP patients on schedule

Review quality measures and discussin
medical home meetings
Introduce Advance Care planning to vIP
and/or conduct facilitated discussion or
“hand-off” to MHCR

Review quality data, i dentify areas of
opportunitywith action stepsto improve

Review |ist, discusswith MHCM bi-weekly

Include patient instructionsinthe A4S

Greetthe patientwith a friendly salutation,

Review MRCPicker, develop action plan
quarterly

Encourage the patientto signup for
Iy Chartand explainthe benefits

Monitor SDA appointments

- Farward daily Clarity report
displaying 7 day follow up
visits to Clinical Teams.
Assign shared adminisrator

IMaonitor Meaningful Use
Report

IMonitor all appropriate staff are
participating pre-visit planning activity.
Record on daily rounding | og.

IMaonitor indicators update chart of
deceased patient and update PCP

TS

IMonitor quality dataand
communicate focus areas

Supportsthe providerand
Care coordinatorinhuddle
IMaonitor Meaningful Use
Report

Print/Review NRCRed/Green
Light reportand comments,
Develop action plan quarterly

Review Wy Chart stats
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Strategy - 3.0

. Transformation of Care Team

= Maintain Best Practices through standardization
u Integration across specialties - building Medical Neighborhoods

Il. Care Management
= RN Care Managers & Pharm Ds refined focus on high opportunity

population
= Transitions of care across all venues
= Coordination with Optima Health Plan’s Case Management
lll. Data
. Expanded Scorecard measures

= Shared quality metrics established for all SQCN providers
IV. Cultural of Excellence

= Regional Medical Directors

m P ice Physician Lead — Administrator Dyad
ractice Physician Lea mini y SENTAR A



Strategy - 4.0

I. Transformation of Care Team

=  Expanded Clinical Focus to Improve Outcomes

= IT Innovations for Access and Service

=  Coding and Documentation Model for high opportunity population
Il. Care Management

= RN Care Managers coordinate transitions for non network facilities

=  Population Management integration with multiple payers

lll. Data
=  Expanded Scorecard paired with population management goals
=  STAR Measure Reporting

=  Coding accuracy that reflects the acuity of patient population

IV. Cultural of Excellence

= Volume to Value experience with new Medicare Advantage population

" Increased responsibility for Physician leaders
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Sentara Medical Group
Transformation of Care “Care Model”
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Questions?
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