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* Every readmission begins with a hospital
discharge and every transition has two sides.
All providers in the

e community have a role in achieving the high
guality, coordinated, and patient-centered
care that prevents

* avoidable readmissions. Learn from Dr. Brock
how community collective action can make a
difference.
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The hottest topic in healthcare reform

e NEW ENGLAND
JOURNAL o MEDICINE ¢ 19.6% readmitted in 30d

SPECIAL ARTICLE |

* $17.4 Billion (2004)

o
. . Max Penalty
Medicare To Penalize 2,211 g 278 Hospitals (8.3%)
Hospitals For Excess Readmissions ¥ o Penatty
1,186 Hospitals (34.3%).
http://www.kaiserhealthnews.org/Stories/2012/August/13 Other Penalty
/medicare-hospitals-readmissions-penalties.aspx 1,933 Hospitals (57.4%)

Care in the US is too hospital-centric 1949
Medical services alone won’t be adequate 1954
e
We should integrate medical and social support 1956
Care patterns are local, and reflect capacity to deliver care 1973
Hospital costs are unsustainable 1980
Hospital readmissions are prevalent 1984
The Health Care Financing Administration could direct appropriate 1984
subcontractors to do things that would prevent readmissions )
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How we got here

MEDICARE helps older
Americans pay hospital
and medical expenses

Sign up for MEDICARE
5 2 or 3 months hefore
your birthday

“Nothing in this title shall be construed to authorize any Federal officer or
employee to exercise any supervision or control over the practice of medicine or
the manner in which medical services are provided...”

The ACA and Integrating Care

* CMMI: to test innovative payment and service
delivery models
— to reduce program expenditures
— while preserving or enhancing the quality of care

* The Secretary shall select models with evidence
— address a defined population

— for which there are deficits in care
* poor clinical outcomes and/or
* potentially avoidable expenditures
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30-Day All-Cause Medicare Readmission Rates
by

Kansas County

<
B 1417

B 1820

B 2128

Medicare Fee-for-Service data from 10/1/2011 to 9/30/2012.

White labels indicate rates below the national rate and black are above (national rate 18.13%; state rate 16.03%).
County rates are based on Medicare beneficiary residence and not hospital location.

Critical Access Hospitals were included in this analysis.

Kansas Medicare FFS Hospital Discharges and 30-Day
All-Cause Readmissions by Disposition, 10/1/2011 —
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Length of Time to Readmission,
by Disposition

Skilled Nursing Home Health Home
Facility Agency

36%

Kansas Medicare Fee-for-Service Hospital Discharges with
30-day All-Cause Readmissions, 10/1/2011 - 9/30/2012

M 0-3days m4-7days m8-30days

This material was prepared by the Kansas Foundation for Medical Care, Inc. (KFMC), the Medicare Quality Improvement Organization for
Kansas, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human
Services. The contents presented do not necessarily reflect CMS policy. 10SOW-KS-CareT_13_100

About Readmissions..

Provider-Patient interface

Unmanaged condition worsening
Use of suboptimal medicati i
emergency department

Unreliable system support
Lack of standard and known processes
Unreliable information transfer

Unsupported patient activation during transf

for achieving common goals

6/4/2013



About Building a Community..

Comparison of the Semi-annual 30-day Readmission Rate between Baseline and 28-month
Evaluation by Skilled Nursing Facilities in Harlingen

SNFOO1 SNFO0O2 SNFOO3 SNFOO4 SNFOO5 SNFOO6 SNFOO7 SNFOO8 SNFO0S SNFO10 SNMFO11

6/4/2013



Social Network Maps (= 30 patients)

Which Interventions?
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Most used ‘evidence-based’
interventions

Hospital discharge standardization protocols
— RED/BOOST
— Insufficient by themselves
The Care Transitions Intervention
— Activated patients cover a multitude of mistakes
The Transitional Care Nursing Model
— Proven in HF patients with high co-morbidity
— An alternative medical care model
Interact

— Standardize communication and expectations between hospitals
and nursing facilities; 68% transfers avoidable

What's he saying? | sure
hope my wife is getting
this..

No I'm good to
go. Whatever
you say is what
we’ll do Doctor

Blah blah blah,
blah blah.
Any questions?

1. Patient
activation
trumps all
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Fig. 13 Next Phase:
Patient Activation

Chronic Care Model
_.__,_,_.-—'—'_'_'_._._._.—-_‘_‘_-_‘_'_‘—‘--._

_ ~"Comm unjty— Health system

Rasaurceﬁnd Healthcare organization
policies

>, : Clinical
b Seth Delivery  pecision  inform AHT il

"‘-..“__‘___ mana EE%M'S

- . e
ra I;f-Trn:;“" Boducti Prepared, s
{ activated fOdUctigg (proa-::tiva ‘I\
\_ patient _/ Intéractions \.practice team
- e  wa e pinery

Improved cutcomes

PATIENT ACTIVATION
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The CMS Discharge Planning

Checklist

* http://www.medicare.gov/Publications/Pubs/pdf/11376.pdf

Planning for
Your Discharge:

A checklist for patients and caregivers
preparing to leave a hospital, nursing home,
or other health care setting

The Patient Activation Measure

Sample

Questions:
#1: “When all is
said and done, |
am the person
who is
responsible for
taking care of my
health.”

#12: “lam
confident | can
figure out
solutions when
new problems
arise with my
health”

www.insigniahealth.com

'\
Difficulty Structure of 13 Items

55

50

45

40

35

The PAM is scored on a 100 point continuum. Most
patients score between 35 and 80

Does not yet believe Lack confidence and Beginning to Maintaining
they have active/ knowledge to take action take action behavior
impertant role over lime

A

Knowledge, skills and confidence

PATIENT ACTIVATION

6/4/2013
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. .
The PAM is very helpful to guide
. .
Interventions
Percentages
[ Level1
W Level2
I Level3
Level 4
12.8
6.4
lowi Medi Highi Low? Med2 Hgh2 Low3 Med? Highd Lowd Medd Highd
Activation Scores
SSSSS .Levell.
o —————— Wt
I Levelz
10 20 30 40 50 60 70 80 o0 100 Level 4
Percentages

2. A ‘population segmentation’
perspective is essential

World Mortality Rate &

=)

100% | |100% | | 100%) *%100% | | |100%

2003, Onion, Inc., All rights reserved

Lynn et al. The Bridges to Health Model. The Milbank Quarterly, Vol. 85, No. 2, 2007 (pp 185-208
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Single Terminal Disease
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Low _ Death
Onset of incurable . -- Often a few years, but
disease m==) Time decline usually < 2 months

Organ System Failure (mostly heart and lung failure)
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often, self-care becomes “ "
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6/4/2013

12



Dementia/Frailty

High

c

ie]
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Low Death
Onset could be deficits in Quite variable -
ADL, speech, ambulation up to 6-8 years

‘ Time

3. Community, Coalitions and
Cross-Continuum Teams

26

6/4/2013
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Collective Impact

* Many organizations with
similar work

* Aimed to improve the
whole continuum

* No new funding

* Developed a common set
of goals and metrics

* Structured the process and
communication

* +trendsin 34/53 indicators

5 conditions of collective success

Common agenda

Standard measurement system
Mutually reinforcing activities
Continuous communication
Backbone support organizations

Collective Impact. Stanford Social Innovation Review, Winter 2011.
http://www.ssireview.org/pdf/2011 WI_Feature Kania.pdf

Channeling change: Making collective impact work
http://www.fsg.org/Portals/0/Uploads/Documents/PDF/Channeling_Change
SSIR.pdf?cpgn=WP%20DL%20-%20Channeling%20Change

6/4/2013
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Cascading Levels of Collaboration

COMMON AGENDA

(Shared measures)
Governance, Vision
Steering , 3
committee and Strategy
‘Working Groups B
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Kania and Kramer: Embracing Emergence.
http://www.ssireview.org/blog/entry/embracing_emergence_how_collective_impact_addresses_complexity

Washington County, Rhode Island

30

6/4/2013
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Washington County, Rhode Island

Intervention # Beneficiaries
Touched

Send a complete communication document at the time of patient 630
transfer (Transfer information sheet with reason for ER visit, current

medication list, face sheet-demographics, DOB,PCP, Insurance,

Emergency Contact, IC, Advance Directives)

Schedule outpatient follow-up appointment prior to discharge 2600

Provide PCP with summary clinical information at discharge 2600

Admissions per 1,000

Readmissions per 1,000

Admissions per 1,000 Beneficiaries

;:: B — __‘_\\ 12.7%*

42.0{
Py I . i % 3 i ® ; ] i i i
*Eé\ .‘6‘9 15;\ {9\ 5 8 Rl Pl - Ly s TN o o Cu
A A L L e
o o o -2 o o

T Dbserved

Seasonally Adjusted

Readmissions per 1,000 Beneficiaries

31.1%*

. — : P — #10.1.10331.11
IC 4" 2P VP P P I G g GF. 5 SV compared to
S 10.1.11-3.31.12

seazonally Adjusted

6/4/2013
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Lufkin, Texas

33

Lufkin, Texas

Intervention # Beneficiaries
Touched

Follow Up Appointment Scheduled for CHF Patients 151
Follow Up Appointments Scheduled for CHF, AMI, and PNE patients 190
Patient Education: Use of CHF Zone tool for CHF patients 50

17



Follow-up Appointments Scheduled for CHF
Patients
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Follow-up Appointments for CHF, AMI, PNE
Patients
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30-day Readmission for HF Patients

50.0%

40.0%

30.0%

20.0%

10.0%

44.4%

16.7%
13.6%

7.7%

Aug-12 Sep-12 Oct-12 Nov-12 Dec-12

What is the vision that will motivate people to take action?

ORGANIZING AS A THEORY OF CHANGE:
Grounded in Collective Action

How do we move from vision to goal?

6/4/2013

19



What is organizing?

‘Organizing is identifying, recruiting and
developing leaders; building community around
that leadership; and building power out of that
community.”

Cascading Levels of Collaboration

Organizing Theory of Change

uuuuuuuuuuuu

Change = People + Power || R

To drive change as a social movement or
‘campaign’

Me, Us and Now

* Motivating vision

— What is the intolerable situation we need to solve?

Personal narratives that reveal our values

— What values bind us together?

Intentional relationship building based on interest
and resources

— Relationships = resource
Strategy - Mapping actors
— Supporters, competitors, opponents

40

6/4/2013

20



Leadership in an organizing campaign

Leadership is accepting responsibility
for enabling others to achieve
purpose in the face of uncertainty.

Who are the actors stepping into
leadership to address the intolerable condition?

Organizing for Health

* Part of the Fannie E. Rippel Foundation’s
ReThink Health initiative
(http://rippelfoundation.org/rethink-
health/action/)

e http://www.cfmc.org/integratingcare/learning

sessions.htm

42
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Who lives here and what do they
want/need?

43

A lesson in leadership

From Derek Sivers at: http://sivers.org/ff

6/4/2013
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