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The Primary Care Team:
Learning from Effective Ambulatory Practices
(PCT-LEAP)
Performance Measures Worksheet
Robert Wood Johnson Foundation

Before discussing SETMA’s response to request for information from the Robert Wood Johnson foundation
(RWIJF), it would be helpful to briefly review the Foundation’s history. RWJF states, “The mission of the
Robert Wood Johnson Foundation is to improve the health and health care of all Americans. Our goal is clear:
To help our society transform itself for the better.”

The Foundation is the nation's largest philanthropy which is “devoted solely to the public's health, we have a
unique capability and responsibility to confront the most pressing health and health care problems threatening
our society. Our efforts focus on improving both the health of everyone in America, and their health care—
how it's delivered, how it's paid for, and how well it does for patients and their families. As we invest in
improving systems through which people receive care and in fostering environments that promote health and

prevent disease and injury, we expect to achieve comprehensive, meaningful and timely change.”

The Foundation states, “We are guided by a fundamental premise: we are stewards of private funds that must
be used in the public's interest. Our greatest asset isn't our endowment; it's the way we help create leverage
for change.” The Foundation works to “create leverage by building evidence and producing, synthesizing and
distributing knowledge, new ideas and expertise. We harness the power of partnerships by bringing together
key players, collaborating with colleagues, and securing the sustained commitment of other funders and

advocates to improve the health and health care of all Americans.”

The Foundation was created by the General Robert Wood Johnson, who founded Johnson and Johnson. The
Foundation’s early history from 1936 to 1975 was crucible for what followed when the General died in 1968,
“leaving just about his entire estate to the Foundation. When the will was probated, in 1972, The Robert Wood

Johnson Foundation emerged as the nation’s second-largest philanthropy.” .
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Prepared by: James L. Holly, MD, CEO, SETMA
Adjunct Professor, Family and Community Medicine
School of Medicine, UT Health Science Center San Antonio
Presented to: Ed Wagner, MD, MPH, National Program Co-Director
Margaret Flinter, PhD, APRN, National Program Co-Director
Tom Bodenheimer, MD, MPH, National Advisory Committee Director
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Project Proposal -- Robert Wood Johnson Foundation national program—the Primary Care Team: Learning
from Effective Ambulatory Practices (PCT-LEAP

The goal of the program is to identify and study about 30 high functioning primary care practices with
interesting team models and use of staff (exemplar practices) in order to create tools and materials to help other
primary care practices with transformation and improvement. A description of the program can be found on the
RWIF website.

(SETMA)....was one of nearly 400 that were recommended by experts in primary care and your peers. Our
National Advisory Committee has begun the work of drilling down to a final group of practices for site visits
and to form a learning community aimed at sharing the collective knowledge and experience of the participating
practices with others. We seek exemplar sites that have performance measurement programs in place that can
help assess the impact of their innovations in the practice.

Our next step is to ask you to help us understand how you are measuring and using data on clinical quality,
organizational performance, patient experience, and /or staff experience. From our initial conversation with you,
it is likely you already are routinely collecting data in several of these categories. We would appreciate it if you
would be willing to share any performance reports such as run charts, dashboards, or quality reports that you
already collect for your own improvement work.

Introduction

This is our response to your request that we “help (you) understand how (SETMA is)...measuring and using
data on clinical quality, organizational performance, patient experience, and /or staff experience.” After this
introduction, I will address each of the five categories which you identified in your correspondence.

This presentation does not simply provide lists of numbers for quality metrics. It attempts to provide a context
in which it is possible to sustain the measurement of quality metrics as both a “score card” for excellent care
and also as a guideline for areas which need improvement. Without this context, it is impossible to understand
SETMA’s use of quality metrics. It is as if quality metrics are a healthcare GPS, telling us where we are, where
we want to go, the path to tale to get to our destination and an alert when we have achieved our goal.

A second overarching comment concerns the only Pay-for-Performance programs in which we participate:

1. PQRS
2. ePrescribing
3. Blue Cross/Blue Shield Diabetes

Currently, we receive no additional payments for performance, although through the Medicare Advantage
STARs program, the ACO Quality Metrics performance, Meaningful Use and Medical Home, we will soon be
receiving more reimbursement based on quality performance. These comments apply to all five of your
questions.

Commitment to Primary Care and to the Future of Primary Care

SETMA’s commitment to Primary Care is evidenced by my wife and I, with support from The SETMA
Foundation and others, having endowing the Dr. & Mrs. James L. Holly Distinguished Professorship in Patient-
Centered Medical Home at my school of medicine. This is an interdepartmental and interdisciplinary effort
between the schools of nursing and medicine. My wife and I have also endowed a Distinguished Lectureship in
PC-MH and have given the initial endowment for the establishment of The Primary Care Institute at the Health
Science Center. It is our hope to establish a one year Post-Graduate Fellowship for Primary Care providers the
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year after they complete their residencies. The Fellowship would focus on practice management, healthcare
transformation, public policy and the growth and development of primary care in a patient-centered
environment. .

While most of the material on our website about SETMA is not peer-reviewed, several pieces are:

1. Agency for Healthcare Research and Quality has published SETMA’s LESS Initiative (Lose weight,
exercise, stop smoking) on their Innovation Exchange.

2. SETMA received the HIMSS Davies Award in 2005

3. Dr. Holly’s multiple presentations at HIMSS

4. SETMA'’s peer-reviewed Stories of Success was published by HIMSS in 2010.

5. American Medical Association — Care Transitions Quality Metrics Application to Hospital Setting

6. Joslin Diabetes Center PI-CME — Glyco and Cardio PI-CME

7. Joslin Diabetes Center PI-CME -- Eldercare PI-CME

1. Centers for Disease Control — Analyzing Cost Control for Medicare Recipients in the Medical Home Setting

The following is a link to my March 21, 2012 presentation entitled, The Future of Primary Care to the
inaugural meeting of the University of Texas Health Science Center at San Antonio School of Medicine’s
Chapter of the Primary Care Progress.

http://www.jameslhollymd.com/Primary-Care-The-Future-Primary-Care-Progress.cfm

A Brief History of SETMA

Southeast Texas Medical Associates, LLP (SETMA) is a medium size multi-specialty practice in Beaumont,
Texas which began using electronic health records in March, 1998. Shortly after that we determined that our
“real” goal was “electronic patient management,” i.e., the leveraging of the power and capabilities of electronics
to improve the quality of the care we provided to our patients. That history is well documented on our website
at www.jameslhollymd.com where all of our electronic patient management tools are displayed.

In 2000, we began auditing and analyzing data including using statistical analysis to look beyond individual
patients to assess the quality of our population wise. For diabetes, our mean HbA1c has improved from 7.54 in
2000 to 6.64 in 2011, and our standard deviation has improved from 1.98 in 2000 to 1.2 in 2011. Gradually, we
realized that we wanted to do “real time” auditing and analysis of our care. In 2009, we adapted IBM’s
Business Intelligence software, COGNOS, to healthcare. In that year, we began Public Reporting on over 200
quality metrics on our website.

SETMA’s Model of Care evolved to:

Tracking metrics one patient at a time

Auditing metrics over panels and populations of patients

Analyzing the audited data to find leverage points for improvement

Public Reporting provider performance and transparently sharing with our patients that performance.
Designing quality improvement initiatives based on these four steps.

NI S

A complete description and explanation of this Model of Care can be found at:

http://www.jameslhollymd.com/SETMA-Model-of-Care-PC-MH-Healthcare-Innovation-The-Future-of-Healthcare.pdf

In this process, SETMA, SETMA came to believe that the future of healthcare will be founded on four domains:
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1. Method -- The methodology of healthcare must be electronic patient management.
2. Content -- The content and standards of healthcare delivery must be evidenced-based medicine.
3. Structure -- The structure and organization of healthcare delivery must be patient-centered medical home.
4. Compensation — The payment must be capitation with rewards for quality in both process and outcomes. .

In this time, SETMA has become an NCQA Tier-Three Patient Centered Medical Home and a AACH
accredited ambulatory care clinic, an AAACH Medical Home and the first multispecialty group to become an
affiliate of Josllin Diabetes Center.. We document all patient care in the same data-base whether the patient is
in the hospital, home heath, physical therapy, hospice, nursing home, clinic or emergency department and are
supporting the development of a regional health information exchange.

Quality Metrics Philosophy
SETMA’s approach to quality metrics and public reporting is driven by these assumptions:

1. Quality metrics are not an end in themselves. Optimal health at optimal cost is the goal of quality care.
Quality metrics are simply “sign posts along the way.” They give directions to health. And the metrics
are like a healthcare “Global Positioning Service™: it tells you where you want to be; where you are, and
how to get from here to there.

2. The auditing of quality metrics gives providers a coordinate of where they are in the care of a patient or
a population of patients.

3. Statistical analytics are like coordinates along the way to the destination of optimal health at optimal
cost. Ultimately, the goal will be measured by the well-being of patients, but the guide posts to that
destination are given by the analysis of patient and patient-population data.

4. There are different classes of quality metrics. No metric alone provides a granular portrait of the quality
of care a patient receives, but all together, multiple sets of metrics can give an indication of whether the
patient’s care is going in the right direction or not. Some of the categories of quality metrics are: access,
outcome, patient experience, process, structure and costs of care.

5. The collection of quality metrics should be incidental to the care patients are receiving and should not be
the object of care. Consequently, the design of the data aggregation in the care process must be as non-
intrusive as possible. Notwithstanding, the very act of collecting, aggregating and reporting data will
tend to create a Hawthorne effect.

6. The power of quality metrics, like the benefit of the GPS, is enhanced if the healthcare provider and the
patient are able to know the coordinates while care is being received.

7. Public reporting of quality metrics by provider name must not be a novelty in healthcare but must be the
standard. Even with the acknowledgment of the Hawthorne effect, the improvement in healthcare
outcomes achieved with public reporting is real.

8. Quality metrics are not static. New research and improved models of care will require updating and
modifying metrics.

SETMA currently tracks the following: 34 NCQA HEDIS measures; 14 NCQA Diabetes Recognition Metrics;
35 NQF-endorsed measures; 27 PQRS measures; 9 PCPI measures related to the physician role in hypertension
management; 43 measures of the Bridges to Excellence program for Asthma, Chronic Stable Angina,
Congestive Heart Failure, COPD, Diabetes and Hypertension; 10 PCPI related to Diabetes; 6 PCPI for Stages 4
and 5 of Chronic Kidney Disease; 5 PCPI for Chronic Stable Angina; 7 PCPI for Congestive Heart Failure; 20
PCPI Transition of Care measures. We are also participating in the Guidelines Advantage Program which is a
collaborative between the American Heart Association, the American Diabetes Association and the American
Cancer Society. And we are tracking the metrics associated with the MA STARS, the ACO quality metrics and
the Meaning Use metrics.
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In addition to endorsed-measurement sets, SETMA tracks these self-designed quality measures: 10 measures
related to hyperlipidemia; 12 measures related to Chronic Kidney Disease Stages 1-I11. Also, in the hospital
setting, SETMA has designed an internal study to identify patterns in hospital readmissions, such as lengths of
stay, morbidities and co-morbidities, socio-economic status, ethnicity, gender, age, follow-up calls, follow-up
visits in clinic, etc.. The purpose is to control cost and increase safety by reducing preventable readmissions to
the hospital.

Population Management and Quality Improvement Metrics

SETMA tracks a number of key data points for diabetes, hypertension and hyperlipidemia for its entire patient
population. These measures are compared between patients who are controlled against patients who are not
controlled. Secondly, the results for the controlled and uncontrolled populations are further analyzed by gender,
age, ethnicity, numbers of medications, frequency of visits, frequency of test, income and other measures in an
effort of to reduce disparities in patient care across all demographics.

To ensure timely compliance by providers, SETMA has designed functions with its EHR to alert providers to
patient conditions which must be reported to local or state agencies for infectious disease control. SETMA
reports the results of all of measures publicly, by provider name, at www.jameslhollymd.com.

The Limitations of Quality Metrics

The New York Times Magazine of May 2, 2010, published an article entitled, "The Data-Driven Life," which
asked the question, "Technology has made it feasible not only to measure our most basic habits but also to
evaluate them. Does measuring what we eat or how much we sleep or how often we do the dishes change how
we think about ourselves?" Further, the article asked, "What happens when technology can calculate and
analyze every quotidian thing that happened to you today?" Does this remind you of Einstein's admonition,
"Not everything that can be counted counts, and not everything that counts can be counted?"

Technology must never blind us to the human. Bioethicist, Onora O'Neill, commented about our technological
obsession with measuring things. In doing so, she echoes the Einstein dictum that not everything that is counted
counts. She said, "In theory again the new culture of accountability and audit makes professionals and
institutions more accountable for good performance. This is manifest in the rhetoric of improvement and rising
standards, of efficiency gains and best practices, of respect for patients and pupils and employees. But beneath
this admirable rhetoric the real focus is on performance indicators chosen for ease of measurement and
control rather than because they measure accurately what the quality of performance is."

Technology Can Deal with Disease but Cannot Produce Health

In our quest for excellence, we must not be seduced by technology with its numbers and tables. This is
particularly the case in healthcare. In the future of medicine, the tension - not a conflict but a dynamic balance -
must be properly maintained between humanity and technology. Technology can contribute to the solving of
many of our disease problems but ultimately cannot solve the "health problems" we face. The entire focus and
energy of "health home" is to rediscover the trusting bond between patient and provider. In the "health home,"
technology becomes a tool to be used and not an end to be pursued. The outcomes of technology alone are not
as satisfying as those where trust and technology are properly balanced in healthcare delivery.

Our grandchildren's generation will experience healthcare methods and possibilities which seem like science
fiction to us today. Yet, that technology risks decreasing the value of our lives, if we do not in the midst of
technology retain our humanity. As we celebrate science, we must not fail to embrace the minister, the ethicist,
the humanist, the theologian, indeed the ones who remind us that being the bionic man or women will not make
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us more human, but it seriously risks causing us to being dehumanized. And in doing so, we may just find the
right balance between technology and trust and thereby find the solution to the cost of healthcare.

It is in this context that SETMA whole-heartedly embraces technology and science, while retaining the sense of
person in our daily responsibilities of caring for persons. Quality metrics have made us better healthcare
providers. The public reporting of our performance of those metrics has made us better clinician/scientist. But
what makes us better healthcare providers is our caring for people.

Team Approach to Healthcare Delivery

The ideal setting in which to deliver and to receive healthcare is one in which all healthcare providers value the
participation by all other members of the healthcare-delivery team. In fact, that is the imperative of Medical
Home. Without an active team with team-consciousness and team-collegiality, Medical Home is just a name
which is imposed upon the current means of caring for the needs of others. And, as we have seen in the past,
the lack of a team approach at every level and in every department of medicine creates inefficiency, increased
cost, potential for errors and it actually eviscerates the potential strength of the healthcare system.

Why is this? Typically, it is because healthcare providers in one discipline are trained in isolation from
healthcare providers of a different discipline. Or, they are in the same buildings and often are seeing the same
patients but they rarely interact. Even their medical record documentation is often done in compartmentalized
paper records, which are rarely reviewed by anyone but members of their own discipline. This is where the first
benefit of technology can help resolve some of this dysfunction. Electronic health records (EHR), or electronic
medical records (EMR) help because everyone uses a common data base which is being built by every other
member of the team regardless of discipline. While the use of EMR is not universal in academic medical
centers, the growth of its use will enable the design and function of records to be more interactive between the
various schools of the academic center.

And, why is that important? Principally, because more and more healthcare professionals are discovering that
while their training often isolates them from other healthcare professionals, the science of their disciplines is
crying for integration and communication. For instance, there was a time when physicians rarely gave much
attention to the dental care of their patients, unless they had the most egregious deterioration of teeth. Today,
however, in a growing number of clinical situations, such as the care of diabetes, physicians are inquiring as to
whether the patient is receiving routine dental care as evidence-based medicine is indicating that the control of
disease and the well-being of patients with diabetes is improved by routine dental care. Also, as the science of
medicine is proving that more and more heart disease may have an infectious component, or even causation, the
avoidance of gingivitis and periodontal disease have become of concern to physicians as well as dentist.

Disruptive Innovation

In addition, Medical Home places major emphasis upon issues which historically have been the concern of
nurses. Physicians who use EMRs are discovering that the contribution of nursing staff can make the difference
in the excellent and efficient use of this documentation and healthcare-delivery method. No longer is the nurse
a “medical-office assistant” ancillary to the care of patients, but the nurse is a healthcare colleague central and
essential to the patient’s healthcare experience. As evidence-based medicine expands the scope of what The
Innovator’s Prescription: A Disruptive Solution for Health Care By Clayton M. Christensen labels as
“empirical medicine” which ultimately leads to “precise medicine,” it is possible for physicians and nurses to be
a true-healthcare delivery team, as opposed to the nurses only being an aide to the physician.

It is as a result of the need for the integration of healthcare disciplines at the delivery level, that the imperative
becomes obvious for the restructuring of the training of the members of this healthcare team. And, the first
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change must come in the relationships between the leaders of the training programs who educate and mentor
future healthcare scientist, teachers, caregivers and researchers. The educational leaders must model this
integration for their disparate student bodies and that modeling will require the investment of the most precious
and rare resource: time.

Glue? Adhesion and Cohesion

What is the model for this restructuring of the relationships between schools in the academic healthcare
centers? It has been suggested that there is “glue” which unites the members of the various schools in an
academic healthcare center, which will ultimately create this team. I would argue with that. Glue is an
adherent. “Adherence” is described and simultaneously defined by the following:

e “Two dissimilar parts touching each other but not fused.”
e “The union of separate parts; tending to adhere to or be connected by contact.”

If propinquity is the principle motivation for the forming of a team, it will not survive the stresses and pressures
which tend to make the team fly apart.

On the other hand, “cohesion” is “the bonding together of members of an organization/unit in such a way as to
sustain their will and commitment to each other, their unit, and the mission.” Synonyms of “cohesion” are
“harmony, agreement, rationality.” Here is the source of the union of the various elements of the healthcare
team in training. It is in the recognition of their commonness and in the acknowledgment of their being part of
the same “organism.”

Harmonics

The concept of “harmony” is valuable here also. Harmony is not the absence of discord; it is the presence of a
common nature. The typical definition for a harmonic is “a sinusoidal component of a periodic wave or
quantity having a frequency that is an integral multiple of the fundamental frequency.” I smiled and chuckled
aloud as I wrote this last sentence. It is a mouthful, but how is it related to our problem of healthcare delivery?
If you have a room filled with tuning forks of different frequency and you strike one of the forks, all of the
forks which are of the same frequency or a multiple of the same frequency, as the one struck, will begin to
sound. Those which are intrinsically different will remain silent.

In a room of educators, some health science, some historians, some vocalists, some archeologists, etc., when the
sounding is of excellent in healthcare delivery; when the sounding is of evidence-based medicine; when the
sounding is of containing the cost of healthcare while maintaining the quality; when the sounding is of
increasing the accessibility of healthcare by removing barriers of affordability, linguistics, literacy, etc; each
member of the healthcare-education team, whether nurse, dentist, physician, scientist, physical therapist,
laboratory technician or other, will begin to resonate, as they are all coherent, by their nature, to the process of
sustained improvement in the delivery of healthcare.

It is as if the healthcare-education team, as the healthcare-delivery team, has become a symphonic orchestra
made up of instruments which are different in sounding method but which harmonize to produce an
aesthetically satisfying result. Remember, the Greek word “symphonia” means “sounding together.” So it is
that the members of the healthcare-education and the healthcare-delivery team “resonate together” to produce
the results we all desire.



A. Preventive Care Measures (e.g., % screened for breast or cervical cancer)

We collect this type of data routinely and use it for:

Quality Improvement
Reporting

Practice Management
Pay for Performance
Other

XXX X

SETMA'’s Preventive Care Program involves the following:

1. Traditional preventive care such as cancer screening (breast, cervical, prostate, colon)
2. Diabetes prevention and diabetes screening

3. HIV screening for all patients between 13 & 64 years of age

4. Hypertension Prevention

5. Tobacco prevention

6. Obesity prevention

7. Sedentary life style

8. Immunizations (flu, pneumovax, tetanus/diphtheria/acellularpetrussis)

9. Glaucoma Screening

10. Renal Disease Screening

The first step in this preventive program is the following template which address almost all preventive and
screening studies done. The first thing the nurse does after completing the patient’s weight, blood pressure,
body fat, etc., is to open the Pre-Visit/preventive Screening template. The measures which apply to the patient
and have been done will appear in black. The measures which apply to the patient and have not been done will
appear in red and the measures which do not apply to this patient will be in grey.

Any measures which apply and have not been completed can be fulfilled by clicking the “order” button which
appears beside each element. When that button is clicked, three things happen:

1. The test or procedure is ordered.

2. The charge is sent to billing — but will not be sent to the payer until it has been done.
3. The test is placed on the patient’s chart.

4. The metric is marked as done.
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The second thing the nurse does is to complete the LESS Initiative by clicking the following:

1. Weight Management — this shows the disease risk of the patient’s weight, the patients BMI, BMR, Body
Fat Percent and an explanation of energy metabolism and how to change the BMR.

2. Exercise — this explains to the patient how to get started and provides a personalized exercise program
including a walking program. It is scaled to the Cooper Aerobic data. If the patient has exercise limits,
i.e., CHF, Diabetes, etc., specialized exercise prescriptions can be completed.

3. Smoking Cessation — this addresses primary, secondary and tertiary tobacco use and strategies for

stopping.

Once this is done, a document is completed which summaries all of the patient’s personal data which is given to
the patient. SETMA audits nurse and provider performance on The LESS. There is a laser printer in every
examination room and the document is printed and given to the patient at that time.



Based on your age, body composition indicators (BMI or body fat), and the risk factors listed above
you have a risk of developing diabetes. You must lose weight, exercize, stop smoking and/er avoid
inhaling other pecple’s smoke, and you need to maintain your weight loss through continuing to
exercise. We will continue to monitor your blood pressure, blood sugar and lipids on a regular basis.

At the time of the Less Initiative being completed the nurse completes the “Screening Recommendations” for
diabetes and if the algorithm requires it and the patient is fasting the appropriate screening test is performed.
Other tools as seen below are also available for the appropriate patients such as “reducing your risk,” “could
you have diabetes and not know it,” “predicting diabetes,” etc. We tell all of our patients who are at risk of
developing diabetes, “The best way to treat diabetes is don’t get it.”
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The Preventing Hypertension template is also completed at this time and the materials go on the patients chart.
We particularly focus at this point on patients with pre-hypertension.
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Part of SETMA’s Preventive Health/Wellness Program involves the following questionnaires which are
completed once a year on each of our patients. The following his is a link to a tutorial on how to use these
materials:

http://www.jameslhollymd.com/Patient-Centered-Medical-Home-Annual-Questionaires.cfm

Those questionnaires are found on the front page of our primary care suite of templates.
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You are sericusly vuinerable to stress.
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“ou have answered ™'es’ to three or more questions and therefore vou are a candidate for a sleep

study.

The following four questionnaires are used exclusively for patients who may be eligible for
hospice care:
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The following are our audits for preventive services. SETMA Mid County is a brand new clinic and the
providers there are new. Their performance will improve quickly. We are only giving you the data for 2011,
but on our website all of the data for 2009, 2010, 2011 and the first quarter of 2012 are posted. Each month,
SETMA’s providers and nurses have a training meeting in which the use of the disease management tools,
clinical decision support tools and provider performance audits are reviewed. Opportunities and plans for
improvement of our performance on the Triple Aim are discussed.
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NQF - Care for Older Adults

?ﬂ:;; 1= E&MCodes: Clinic Only
%,mé Encounter Date(s): Jan 1, 2011 Through Dec 30, 2011
Aggpoit
Location Provider Counseling for Colorectal Cancer Fall Risk Urinary
Physical Activity Screening Assessment Incontinence
Assessment
SETMA 1 Aziz 52 8% 63.7% 99.0% 95.1%
Duncan 90 8% 8 2% 94 8% 99 7%
Henderson 53.1% £5.3% 59.8% 09 7%
Murphy 69.6% B60.6% 98.6% 98.4%
SETMA 1 Totals: 50.0% 50.3% 98.0% 97.8%
SETMA 2 Anthony 99.2% 69.5% 99.4% 98.9%
Anwar 98 6% 78.5% 98.6% 07 2%
Colbert - - - -
Hally 99.1% 77.4% 100.0% 99 6%
Leifeste 88.9% 81.8% 97.7% 98.3%
Wheeler 98.9% 74.5% 97.3% 98 7%
SETMA 2 Totals: 96.8% 76.7% 98.4% 98.1%
SETMA Mid County Aziz 50.0%
George 15.3% 85.2% 79.0%
Thomas 87.3% 95 6%
SETMA Mid County Totals: 21.9% 84.0% 89.2%
SETMA West Cumy 86.1% 4 2% 99 8% 89 6%
Deiparine 52 0% 52 6% 08.6% 08.7%
Halbert 73.2% 52.4% 98.9% 98.3%
Hom 84 0% 65.5% 99.7% 99.1%
Qureshi 61.4% 99.6% 97 4%
Satterwhite 88.1% 56.2% 99.8% B80.9%
Vardiman T71% 56.1% 99.1% 94.1%

We have a major effort going forward to decrease the use of potentially high risk medications.
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HEDIS - Effectiveness of Preventive Care - Older Adults

E & M Codes:
Encounter Date(s):

Clinic Only
Jan 1, 2011 through Dec 31, 2011

Report Criteria: Patients 65 And Older

Advance Medication Functienal Pain AtLeast1 At Least 2 Glaucoma
Location Provider Care Review Assessment Screening High Risk High Risk Screening
Planning Medication Medications

SETMA 1 Aziz 9 7% 933% 99.1% 98.8% B.6% 99.1%
Duncan 100.0% 94.6% 96.5% 48.5% 98.8%
Henderson 100.0% 99.8% 99.8% 99 5%
Murphy 99.9% 98.9% 99.2% | 115% | 99.9%
Palang 98.7% 96.5% 98.3% 99 6%
Thomas 93.3% 94.0% 100.0% 97 6%
SETMA 1 Totals: 08.1% 98.0% 98.7% 99.4%
SETMA 2 Anthony 100.0% 99 6% 98.7% | emx | 99 6%
Anwar 100.0% 98.8% 98.8% 99.6%
Hally 100.0% 100.0% 100 0% | s | 100 0%
Leifeste 100.0% 97.7% 98.0% 98.7%
Wheeler 945% 97 5% 975% 99.4%
SETMA 2 Totals: 99.2% 98.6% 98.6% 99.4%
SETMA Mid George 100.0% 95.9% 95 9% 100 0%
County Thomas 94.9% 94.9% 98.3% 97 3%
SETMA Mid County Totals: 96.9% 95.3% 97.4% 98.4%
SETMA West curmy 99.8% 99.8% 99.8% 99.8%
Deiparine 029.5% 98.9% 98.9% 100.0%
Halbert 100.0% 99.2% 99.2% 99 4%
Hom 100.0% 99 6% 99.6% | 134% | 98 6%

Qureshi 100.0% 100.0% 100.0%
Satterwhite 100.0% 100.0% 100.0% 98 5%
Vardiman 99.6% 99.4% 99.4% 94.1%
SETMA West Totals: 29.9% 99.5% 29.5% 97.4%
SETMA Totals: 99.0% 98.6% 98.9% 98.8%
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@‘f&sr’% HEDIS - Effectiveness of Preventive Care

o A T

=H124.11i% E&MCodes Clinic Only
‘%L\;YT;:L :_TFE;" Encounter Date(s): Jan 1, 2011 through Dec 31, 2011
“ asso®
Location Provider Adult BMI Breast Cervical Chlamydia Childhood Colorectal Lead Child BMI
Cancer Cancer Screening Immuni- Cancer Screening in
Screening Screening zations Screening Children
SETMA1 Aziz 94.5% 4.6 75.2% - - 94.3% - -

Duncan 97.3% 78.9% - - 96.8% - -~
Henderson 98.9% | e0o% | 75.5% - - 95.5% - -~
Murphy 97 6% ; - - 96.9% - -
Palang 97.7% [ soox | easw | - - 98.1% - -~
Thomas 100 0% _ - - 952% - -
SETMA 1 Totals: 97.4% BT - = 96.1% = =
SETMA 2 Anthony 99.6% _ -~ - 98.1% - -
Anwar 99.6% B 82.5% - - 98.2% - -
Cricchio, A o7.4% -~ - 98.7% - -
Cricchio, M 99.7% | e55% | - - 98.6% - -

Holly weox  [EEEEEECEE - - 100.0% - -~
Leifeste 100.0% 75.2% - - 100.0% - -~
Wheeler 98.9% | soe% | 81.9% - - 98.2% - -~
SETMA 2 Totals: YN sor% | 744% | - - 98.6% ~ -
SETMAWest | Curry we  [EEEEE 77.3% - - 99.0% - -
Deiparine 98.5% g | se2% | - - o7.3% - -
Halbert 99.8% [ sie% | m:mew | - - 96.1% - -

Homn 99.9% BEEEEEEE - - 96.9% - -~
Qureshi 99.6% B - - 97.0% - -
Satterwhite 99.1% [ e | soow | - - o7 4% - -
vardiman woor  [IEEEEEET - - 93.7% - -
SETMA West Totals: DT 2% | 6% | - - 96.9% - -
SETMA Totals: 99.0% B = - 97.2% = =

The following are the auditing results for screening of our Medicare Advantage patients which represent 32% of
our patients and 50% of our visits. This data is for January-March, 2012

Cholesterol
Management In Osteoporosis
Patients Glaucoma Management
Breast Cancer  Colorectal Cancer w/Cardiovascular Screening Adult Body In Women Diabetes
Screening Screening Disease In Clder Adults Mass Index wyFracture Dilated Eye Exam
Provider ==80% >=66% »=91% »>=78% ==73% »>=67% >=73%
Anthony 77.8 73.3 84.1 100.0 100.0 50.0 79.2
Anwar 65.1 80.5 78.1 100.0 100.0 0.0 69.9
Aziz 33.3 71.7 86.0 1000 100.0 - 56.6
Curry 56.0 55.4 87.9 100.0 97.1 0.0 703
Darden 0.0 72.7 100.0 100.0 100.0 - 100.0
Deiparine 57.1 61.2 76.7 100.0 100.0 - 42.1
Duncan 56.2 72.5 84.8 99.3 98.0 - 67.2
Halbert 66.7 49.3 7359 95.9 100.0 - 34.3
Henderson 60.0 74.7 Ti5 100.0 92.9 100.0 61.0
Holly 66.7 80.4 89.3 100.0 100.0 - 80.5
Horn 45.0 73.5 84.1 96.2 100.0 50.0 41.1
Leifeste 90.9 80.0 88.5 99.0 98.0 - 835
Murphy 33.3 69.8 B88.9 1000 95.0 - 475
Palang 100.0 66.3 84.6 100.0 50.0 66.7 414
Qureshi 56.2 71.6 92.1 96.3 100.0 - 50.6
Read 100.0 824 75.0 91.7 100.0 — 75.0
Thomas 0.0 63.4 515 100.0 100.0 - 100.0
Vardiman 60.0 66.3 658.8 92.3 100.0 0.0 58.1
Wheeler 81.2 81.6 78.0 98.6 100.0 - 13

21



Diabetes Diabetes Diabetes Drug Theraphy for

Nephropathy HbAlc Control LDL Control Controlling High Rheumatoid Annual Flu Pneumonia
Screening (==9.0%) (< 100 mg/dL) Blood Pressure Arthritis Vaccine Vaccine
Provider >=89% >=88% >=66 >=71% >=84% >=76% >=78%
Anthony 98.9 94.0 743 82.0 50.0 82.3 864
Anwar 94.2 92.7 62.6 94.8 35.3 76.8 96.8
Aziz 94.7 89.5 69.7 76.9 28.6 49.8 86.0
Curry 87.8 95.9 703 76.7 50.0 77.6 852
Darden 100.0 100.0 100.0 75.0 - 78.6 92.3
Deiparine 816 97.4 63.2 84.8 25.0 62.1 815
Duncan 90.5 94.8 69.0 93.1 55.6 79.9 90.3
Halbert 90.5 96.1 713 72.3 42.1 37.5 57.2
Henderson 94.3 96.2 66.7 91.2 18.2 74.3 89.7
Holly 96.1 93.5 64.9 95.0 16.7 94.6 98.3
Horn 93.2 98.6 63.0 96.4 60.0 55.6 744
Leifeste 94.2 97.5 7737 85.0 80.0 84.4 944
Murphy 86.3 96.3 76.7 82.0 45.5 78.3 921
Palang 77.6 89.7 67.2 76.3 0.0 60.1 758
Qureshi 82.0 87.6 65.2 87.8 20.0 55.0 76.1
Read 100.0 100.0 75.0 61.5 - 73.7 842
Thomas 100.0 100.0 6.7 89.4 33.3 30.2 407
Vardiman 71.0 96.8 645 9.0 —~ 44.8 763
Wheeler 92.0 95.4 66.7 83.7 25.0 75.3 96.1
Advice for Fall Risk High Risk
Physical Activity Intervention Medications

Provider ==80% ==70% <=9.3%

Anthorny 99.7 99.7 205

Anwar 99.4 99.6 16.0

Aziz 54.8 99.2 20.7

Curry 44.4 99.4 12.8

Darden 46.2 100.0 28.3

Deiparine 535 96.0 119

Duncan 84.7 97.2 31.1

Halbert 13.1 28.9 205

Henderson 39.0 100.0 15.2

Holly 99.1 100.0 9.5

Horn 814 100.0 17.0

Leifeste 928 100.0 19.7

Murphy 57.3 98.9 20.1

Palang 219 96.9 189

Qureshi 31.4 98.1 185

Read 89.5 94.7 11.7

Thomas 63.4 95.4 18.2

Vardiman 773 99.9 185

Wheeler 99.1 100.0 259

The following is the 2011 audit for performance on the LESS Initiative. We consider anything above 95% as
being acceptable.
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LESS Initiative

Provider Compliance (%)
Anthomy 95.1
Anwar 96.0
AZiz 953.5
Cricchio, A 98.3
Cricchio, M 87.9
Curry 92.1
Deiparine 90.9
Duncan 90.9
Halbert 83.1
Henderson 89.2
Holly 99.0
Hom 96.7
Leifeste 84.2
Murphy 53.4
Palang 76.2
Qureshi 92.1
Satterwhite 89.7
Thomas 78.2
Vardiman 95.8
Wheeler 94.9
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B. Clinical Performance Measures (e.g., % diabetics with HbA1C <9%)

We collect this type of data routinely and use it for:

Quality Improvement
Reporting

Practice Management
Pay for Performance
Other

XX XX X

SETMA does extensive clinical performance measures, all of which are found on our website at the following
link: http://www.jameslhollymd.com/PublicReporting.ctm I will only illustrate three here:

1. Diabetes
2. Hypertension
3. Lipids

The following is the front page of our Diabetes Disease Management tool:

J : : Patient | Jonny ZTest
Diabetes Management Diabetes Since ent | B | T
" Typel ™ Typell { GDM { Pre-Diabetes Month Wear| 2009 e S M Navigation
Other f+ Diabetes { General
Joslin Treatment Goals Imp Diabetes Concepts Cripe Frafmency ?f tesl Home
Diagnostic Criteria Screening Criteria Evidenced-Based Recs | == il | - -
e i Diabk Sys Review
_mai Most Recent Labs _Check for New Labs
Dental Care 081072010 Smoker m o . K T | Diabetic Hiztory
y—— i (% | 2.2
Dilated Eye Exam | 02/03/2011 Metabolic Syndrome ™ + Hogal1C £l e
Previous | 122 || 102mzon ¥
Flu Shot 1011872011 Framingham Rigk Scorez EE [oeri20Ti
el el 10-Year General Risk % ;;3 il
——— ‘ear General Ris! )
HgbAl1C 10/25/2011 : == : Cardio Exam
Preumovax 01/262012 10-Year Stroke Risk Yo WMean Plasma Glucose 357.0 In=ulin
: 125 ) Foot Exam
Urinalysis 07/07/2011 foocibondeo MCEE L Bon e [ 11
Aspirin * Yes { Mo Weight Management Lipids Management Fructosamine I I i Neurological Exam
Statin © ves ¢~ Np  HPT Management  Immunizations Cholesteral 165 0921201 S ;
: oL | 13 | 0972112011 Complications/Education
Vital Signs Finger Stick HDL | 30 | D3/21/2011 Initiating Insulin
Height 72.00 Waist 34.50 Glucose Trigycerides | 111 | Darz112011 .
: : = o Insulin Pump
VWeight Hips 37.50 Pulse §.00 Trig/HDL Ratig | 3.70 ;
BHI 0.00 Chest 36.00 Blood Pressure Renee | 75 | 01/09/2012 Lifestyle Changes
Body Fat %/ 32.2 Abdomen | 38 [ 140 [lf 95 Fastng |75 | 01/09/2012 Diabetes Plan
Protein Reg Ratio 0.92 BP In Diabetics | | Insulin | | 11 : :
Education Booklet Given On
BMR BER | Vitale Over Time HOMA-IR 061152011
Na | 123 | 0700712011 &
: K (| | 070712011 Diabetes Education
Current 5Q Insulin Dose as of Blood Sugars .
Magnesium | | 07/07/2011
Time of day Units  Type Units Type mo/d L [ 07072011 Telephone Record
0.00 o | i [ 0700772011 Last DE
0.00 0.00 | ) : ,
Diary - U Microalbumin | | 08/18/2010
il dooe | Albumin/Creat | EX
0.00 0.00 | 2 i
Urinalysis | Labs Ower Time |

The Diabetes Disease Management tool is interactive with all of the patient’s record. The following is a link to
the full Diabetes Management Tool tutorial: http://www.jameslhollymd.com/Tutorial Diabetes.cfm

From the work documented in the Diabetes Disease Management Tool, the following analytics can be done.
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Chronic Diabetes - HgbA1c Trending
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Through this longitudinal display, in 2009, we discovered that our patients who were well controlled all year
were often losing their control of diabetes in October, November and December. We then did further audits to
see if they were being seen less often and being tested less often and they were. In 2010, in September, we sent
letters to all 7,000+ patients with diabetes alerting to this fact. We indicated we wanted them to enjoy holiday
celebrations but to maintain their exercise and dietary discretion. We had them sign a contract to be seen twice
in those three months and to be tested twice. In 2011, our audit showed that this phenomenon had disappeared.
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=434 \!ll=  Chronic Diabetes - Measures Comparison (Most Recent 12 Months)
Sedithuda s
i
Controlled Group Time Basis: Prior 12 Months
Controlled Group Constrained to: All SETMA Controlled Group
Practice: SETMA 1, SETMA 2, SETMA West I Selected Group
Provider: None
N ] A
8.0 7 4.0
2 L6 3.5
B L 3.0
2 =5 "
&‘6 3 B 3 E 20
[ 0 n B
260 55 g 1
< = 108
5.5 1 05|
o : .
5.0 L= Yearly Visit 0.0 L=
Hgbalc Frequency Ghyco LDL Urinalysis
HgbAlc Standard Visit Yearly Yearly LDL | Yearly UA
Avag Deviation Frequency Glyco Tests Tests Tests
Controlled 6.1 0.7 Controlled 45 Controlled 22 2.0 2.0
selected 8.6 1.6 Selected 3.4 selected 4.4 2.5 25




The above compares the standard deviation of our controlled patients with diabetes (gold) and that of the
uncontrolled. We established our goal to be .7 for our diabetes populations. We discovered that our controlled
patients were seen 1.2 times more often. This is statistically significant and we saw an opportunity to improve
the control of all of our patients by making sure that all patients with diabetes had 4-5 visits a year.

3.0 2.0
2.0
1.0
0.0
Diabetic 0.0
Medications Appt. Not Kept
Diabetic Appt. Not
Medications Kept
Controlled 1.3 Controlled 0.5
Selected 2.2 Selected 0.6

No leverage points for improvement were found in the data above. (the controlled are gold and are patients with
diabetes treated to goal and the selected are the uncontrolled patients in purple)

Financial Class Ethnicity Gender
60% 70% 70%
50%
40% 60% 60%
30% 50% 50%
20% o
10% l 0% 40%
— o
Ry s & N b @ o 30%
& g 5t o I & 20%
& i & & & 5 & & s 20%
R S i o ® 10%
&L @ & &€ 0% 10%
e < African American Caucasian Other/None 0%
& Asian Hispanic Female Male
Self Blue HMO HMO Fee For . " PPS- African | Ethnicity - o | Other/
Pay Cross | Capitated Carvice Legal | Medicaid | Medicare Outreach American | Asian Caucasian | Hispanic None Female | Male
Controlled | 16.9% | 11.6% 40.5% 0.0% | 0.0% 24% | 27.9% 0.6% | | Controlled 34.1%| 0.8% 60.6% | 2.9% | 1.6% | | Controlled | 55.9% | 44.1%
Selected | 24.2% | 14.8% 29.5% 0.0% | 0.0% 3.7% | 27.6% 0.2% | | | Selected 35.1% 1.1% 57.9% 3.4% | 2.5% | | Selected | 54.3% | 45.7%

From the above, we found that our HMO capitated patients who have a zero office co-pay are treated more effectively
than Fee-for-Service Medicare allowing the inference that the cost of care for the FFS Medicare patients is a barrier to the
effectiveness of care in that when that barrier is removed in a similar population that the care improves. We were able to
see that for diabetes we had eliminated ethnic disparities of care.
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100%

Patient Age
80% 50%
60% 40%
40% 30%
20% 20%
0% 10%
LDL Aspirin Prescribed Dilated Eye Nephropathy
Blood Pressure Foot Exam Flu Shot Smoking Cessation 0%
<18 1829  30-39 4049 50-59 6069  70-79  80-89 S0+
L[_)L E:P Aspirin Yearly ‘r’.eariy Yearly | Attention for
Controlled, | Controlled, | | =7 | Foob | Dilated | "o |t <18 | 18-29 | 30-39 | 4049 | 50-59 | 60-69 | 70-79 | BO-B9 | 90+
<70 <130/80 Exam | Exam = phropathy
Controlled | 68.7% 51.4% G4.8% | 79.1% | 56.8% | 84.6% 94.3% Controlled | 0.0% | 0.5% | 1.5% | 5.8% | 14.9% | 25.2% | 31.2% | 17.8% | 3.2%
celected | 57.6% 47.6% 61.8% | 82.3% | 526% | 75.3% a2.4% Selected | 0.1% | 1.3% | 3.3% | 9.6% | 21.1% | 27.8% | 23.8% | 11.6% | 1.4%

From the above profile, we were able to see that our older patients have better control of diabetes than our
younger patients. Concerned that this might reflect co-morbidities rather than excellence of care, we tested the
patients for malnutrition (pre-albumin), weight loss and appetite and found that they were not malnourished but
were responding well to increased attention.

The following is the diabetes quality measurement set of PCPI. The elements are collected automatically

without the provider doing anything, but at the point of service, once the provider completes the audit of
patent’s care can be reviewed by the provider.

PCPI Diabetes Management

Has the patient had a Hemoglobin A1c within the last year? Yes Order HgbAlc I
Date of Last | 10282011

Has the patient had a Lipid Profile witin the last year? Yes Order Lipid Profile |
Date of Last | 0212011

Has the patient had a urinalysis within the last year? Yes Order Urinalysis |
Date of Last | 07/07/2011

Has the patient had a dilated eye exam within the last year? Add Referral Below
Date of Last | 02/03/22011

Has the patient had a flu shot within the last year? Yes Order Flu Shot I
Date of Last | 10/132011

Has the patient had a 10-gram monofilament exam within the last year? Yes Click to Complete: |
Date of Last | 08/24/2011

Is the patient on Aspirin? Ho Add Medication Below
Is the patient allergic to aspirin? (+iYes [ No

Is the patient's blood pressure controlled (<130/80 mmHg)?
Today's Blood Pressure 140 [f] 95

Does the patient have at least one visit schedule for the next six months? I:I FEE

Has the Diabetes Treatment Plan been completed with the last year? Yes Click to Complate: |
Date Last Completed | 12/28/2011

Referrals Double-Click to Add/Edit Active Medications  Double-Click to Add/Edit
Referral | Date Brand Name Dose -
BYETTA 5 meg/0.02 1
per dose

CY'CLOBENZAPRINE HCL S mg

DICYCLOMINE HCL 10 mg =
1 | 1 »

Cancel |
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The following is the PCPI diabetes audit for 2011. Once again, 2009, 2010, 2011 and the first quarter of 2012
are on our website.

Diabetes Consortium - Blood Pressure Management

E & M Codes:
Encounter Date(s):

Report Criteria:

Clinic Only
Jan 1, 2011 through Dec 31, 2011

Patients 18 to 75 With a Chronic Diagnosis of Diabetes
Specialists Excluded (Dr. Ahmed Included)

Systolic Diastolic
Location | Provider | <120 | 120-129 | 130-139 | 140-149 | 150-159 | 160-169 | 170-179 | >=180 Not <75 75-79 80-89 | 90-99 | 100-109 | >=110 Not
Present Present
SETMA | Aziz 26.6% 31.8% 19.2% 13.6% 5.0% 2.9% 0.3% 55.0% @ 13.1% 256% 5.5% 0.3% 039 0

1 Duncan 351% | 353% @ 18.4% 8.0% 1.1% 0.8% 0.0% 50.1% 9.7% 35.1% 3.8% 0.0%
Henderson | 36.3%  33.1% @ 18.1% 7.8% 29% 1.0% 0.3% 55.4%  118% 28.1% 4.0% 0.2%
Murphy 305% @ 294% | 23.0% 9.5% 36% 2.2% 0.8% 48 5% 8.1% 33.9% 72% 1.7%
Palang 106% @ 332% @ 204% 16.1% 6.5% 2.0% 0.5% 54.5% 5.0% 32.2% 5.8% 0.8%
Thomas 140%  412%  211%  149% 6.1% 1.8% 0.9% 281% | 149% | 50.0% 6.1% 0.0%
SETMA 1 Totals: 285%  324%  21.3% 10.8% 38% 1.9% 0.4% 514% 100% 31.6% 5.5% 0.7%
SETMA | Ahmed 36.3% @ 244% | 28.1% B8.9% 1.6% 0.3% 0.1% 631%  126% 216% 22% 0.3%
2 Anthony 206% @ 331% @ 19.8%  11.8% 2.7% 1.7% 0.8% 484%  181% @ 29.6% 3.0% 0.7%
Anwar 17.0%  480% @ 249% 7.0% 20% 0.7% 0.0% T12% | 142%  125% 1.5% 0.2%
Cricchio, A = 25.1% 362% | 23.0% 9.3% 36% 1.7% 0.3% 66.5% @ 136% @ 250% 41% 0.4%
Cricchio, M | 35.3% @ 235% @ 209%  11.6% 35% 2.8% 12% 58.9%  124% 207% 6.5% 0.8%
Deiparine 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Holly 28.2% 58.2% 10.0% 1.8% 0.6% 0.6% 0.0% T00% | 182%  112% 0.6% 0.0%
Leifeste 376% @ 268% @ 23.2% T7.0% 26% 1.1% 0.5% 54.3% 150% 253% 42% 0.5%
Wheeler 20% @ 327% @ 28% @ 11.1% 4.6% 4.4% 1.4% 574% T77% 27.7% 6.1% 1.0%
SETMA 2 Totals: 30.8% 312% 242% 9.0% 25% 1.3% 0.5% 604% 134% 220% 3.3% 0.5%
SETMA | Curry 23.9% 305% | 24.1% 12.6% 6.3% 1.4% 0.0% 529% | 129% @ 279% 4.9% 1.4%
West Deiparine 216% @ 274%  222%  142% 7.0% 4.3% 1.6% 50.7% 9.1% 240% | 121% 3.0%
Halbert 306% @ 249% | 21.9% 120% 6.0% 3.3% 0.7% 516%  133% 276% 54% 1.8%
Hom 247% @ 415% | 31.9% 1.4% 0.2% 0.2% 0.2% 530%  148% 31.3% 0.8% 0.2%
Qureshi 31.9%  396% @ 17.2% 6.1% 24% 1.8% 0.3% 51.7%  156% 28.5% 2.1% 1.6%
Satterwhite | 17.9% = 289%  252%  11.6% 5.0% 1.3% 1.0% 429% | 150% @ 23.6% 7.0% 2.3%
Wardiman 262% @ 227% | 26.5% 17.0% 35% 2.2% 0.3% 511%  146%  27.8% 4.3% 1.4%
SETMA West Totals: 25.9%  305% 242%  104% 45% 2.3% 0.7% 51.1% 133% 274% 54% 1.7%

There are currently twelve different published audit sets for diabetes. We track all of those. The following is

the audit set with measures, discriminators and the aggregate score for the NCQA Diabetes Recognition

program. That program changed this in February of 2012 and SETMA is updating our audit to reflect the new
standards. All of SETMA providers and clinics have NCQA Diabetes Recognition.
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T=.: . NCQA Diabetes Measures

'

i % Encounter Date(s): January 1, 2011 to December 31, 2011

Location Provider | Encounters | Alc 9.0 | Alc < 8.0 | Alc< 7.0 BP > EP < Eye Exam | Smoking LDL == | LDL < 100 | Nephropathy
Name <= 15% == 60% == 40% 140/90 130/80 == 60% | Cessation | 130 <= == 36% == B0%
<=35% | >=25% >=80% | 37%
SETMA 1 Aziz 1,078 106% | 725% | 583% | 18.2% | 568% | 60.2% | 956% | 13.5% | 69.6% 83.4%
Duncan 766 8.6% 795% @ 674% | 125% | 68.7% 93.6% | 154% | 65.9% 81.6%
Halbert 1 0.0% | 100.0% & 100.0% & 0.0% | 100.0% 0.0% | 100.0%
Henderson = 848 101% | 784% | 66.5% 9.4% 69.5% | 604% @ 95.9% @ 13.1%  66.4% 84.2%
Murphy 1,504 6.0% 84.7% 70.5% 14.3% 57.7% 85.1% 10.6% 75.5%
Palang 675 5.5% 42.7% 19.7% 53.0% 95.5% 7.7% 50.1%
Thomas 166 9.6% 705% | 47.0% | 18.1% | 56.0% | 77.7% | 100.0% @ 1l4% | 627%
SETMAZ = Ahmed 2,038 14.4% 8.3% 617% | 63.9% 113% | 64.2%
Anthony 843 9.7% 789% | 66.1% | 141% @ 665% | 665% | 83.5% | 10.3% | 69.4%
Anwar 1,408 B.5% 783% | 64.0% 5.0% 800% | 64.8% | 96.5% | 112% | 65.8%
Cricchio, A | 884 11.9% 9.2% 717% | 646% @ 80.2% @ 10.1% | 69.6%
Cricchio, M 964 7.0% 76.9% 63.7% 15.5% 60.8%  65.0% 9.5% 68.0%
Deiparine 1 0.0% 100.0% 0.0% 100.0% 100.0%
Holly 283 67% | 841% | 714% | 3.9%  83.0% | B8L6% 113% | 714%  97.5%
Leifeste 991 6.3% Bl6% | 71.0% | 13.3% @ 63.2% @ 72.4% 7.9% 70.0% 89.2%
Whesler 679 6.9% 850% | 741% | 2L6% @ 57.1% (RO 8L7% | 12.8% | 62.7% 90.3%
SETMA Curry 435 0.0% 752% | 60.2% | 16.1% | 60.9% | 70.8% | 88.9% | 13.6% | 64.1% 87.6%
West ' peiparine 836 9.4% 72.0% @ 57.2% | 232% | 522% 955% | 13.0% | 59.1%
Halbert 1,346 101% | 738% | 61.8% | 201% @ 554% [RERCHN 93% | 149% | 61.5%
Hom 802 5.9% 79.6% 66.7% 2.1% 68.8% 92.2% 16.2% 55.0% 81.2%
Qureshi 484 628% = 523%  91%  71.1% [JCECE %1%  163%  585%
Satterwhite 370 603% | 47.3% | 241% | 54.6% 950% | 19.5% | 5L1%
Vardiman 572 9.5% 729% | 60.0% | 215% @ 47.9% [ACHN 65% | 150% @ 58.2%
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This is the master template for the Lipid Disease Management Tool

The following is the master template in the Lipid Disease Management Tool built by SETMA. The is the link
to the full tutorial: http://www.jameslhollymd.com/Tutorial Lipids.cfm

i
OTiFizoNM

With the use of the disease management tool for Lipids, the following auditing and analytics can be done
electronically.

WEAST /.
Sa=,
z nE] Chronic Hyperlipidemia - LDL Trending
"'-fssnu\é@
110.0 — Twelve Month Controlled Group Aver...
— SETMA1
105.0 N — SETMAZ
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— Agziz, Muhammad
e /\ \/I W_ = Deﬁmri:e,a&r:;r
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=
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)
5 B5.0
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e
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65.0
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30


http://www.jameslhollymd.com/Tutorial_Lipids.cfm

140.0
120.0
100.0

Average Value

o B & 8 8
o D oD oo o

Chronic Hyperlipidemia - Measures Comparison (Most Recent 12 Months)

Controlled Group Time Basis

Controlled Group Constrained to: All SETMA

Average LDL

Standard
Deviation

Controlled

73.8

24.2

132.9

28.5

LDL Blood Smoking
Pressure Cessation
LDL BP Smoking
Controlled | Controlled | Cessation
<70 < 130/80 | Provided
Controlled |  87.8% 55.7% 88.1%
Selected 0.0% 46.5% 88.9%

Practice: SETMA 1, SETMA 2, SETMA West

Provider: None

6.0

5.0

~
=]

Visits Per Year
w
=)

. Prior 12 Months

2.0
1.0
0.0
Visit Frequency
Visit
Frequency
Controlled 5.3
Selected 2.8

14

Lipid Medications

Lipid
Medications
Controlled 1.2
Selected 0.7

Controlled Group

Selected Group
3.0
B 20
-
©
-9
b
g 1.0
0.0
Yearly LDL
Tests
Controlled 19
Selectad 24

Appt Mot Kept

Kept

Controlled

0.6

Selected

0.3

The following audit shows that we have not eliminate ethnic disparities in care of patients with dyslipidemia.
We believe this is cultural and we are working on it. We see once again that our Medicare Advantage

patients (HMO) are better treated that our Medicare FFS patients.

31



Ethnicity Financial Class

o

Iy
@
&

P E PSP
&

African American ég o QQ‘J f
Asian &
African - . .| Other/ Self Blue HMO HMO Fee For s - PPS-
ican Asian | Caucasian | Hispanic I' Pay o Canitated iy Legal | Medicaid | Medicare Outreact
Controlled 22.9% | 0.6% 72.2% 2.5% | 1.8% Controlled | 7.5% 4.7% 59.4% 0.0% | 0.0% 0.9% 26.9% 0.5%
Selected 28.9% | 1.5% 65.6% 2.1% | 2.0% Selected 30.7% 21.4% 24.1% 0.1% | 0.0% 2.3% 21.2% 0.1%

There is no nationally endorsed quality metric set for lipids, therefore SETMA design this one and the audit
bellows shows our performance.

The following is the audit of the Lipid Quality Metric set which allows us to see leverage points for
improvement.
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Lipid Audit

E & M Codes:
Encounter Date(s):

Clinic Only

01/01/2011 through 12/31/2011

Location | Provider | of Lipia’ | Treatment | Synatome | (SR | Lfestle Rk | ool o sutin | Hemoglobin prciir,
Profile Plan Assessment Therapy Control
SETMA 1 Aziz 96.0% 88.3% 51.2% 67.2% 99.9% 9% o% 79.9% 57.3% 76.7%
Duncan 26.9% 96.5% 88.0% 60.9% 99.4% 77.5% 68.2% 85.9%
Halbert 100.0% 100.0% 100.0% = 100.0% = 100.0% =
Henderson 20.8% 94.5% 84.1% 57.8% 2% [ 66.8% 85.9%
Murphy 95.3% 95.3% 87.4% 69.0% 99.8% m 6.7% 81.9% 71.1% 79.5%
palang 66.8% 74.2% 87.4% 62.3% 99.3% 74.9% 8L.1%
Thomas 83.6% 94.7% 84.1% 67.1% 99.5% 79.6% 74.8%
SETMA 1 Totals:  89.0% 91.0% 79.0% 63.8% 99.7% 79.2% 62.8% 81.1%
SETMA 2 Abbas 100.0% 100.0% 100.0% s 100.0% 100.0% 100.0% 100.0%
Anthony 90.5% 95.8% 82.1% 62.0% 100.0% 66.1% 79.0% 65.8% 80.2%
Anwar 95.0% 92.1% 88.6% 65.0% 100.0% 82.2% 72.7% 65.2% 88.2%
Cricchio, A 91.1% 74.9% 51.7% 75.0% 99.9% 81.8% 82.7%
Cricchio, M 91.7% 96.7% 88.8% 63.1% 100.0% 64.0% 81.5% 64.7% 74.8%
Holly 97.2% 99.0% 96.0% 74.3% 100.0% 95.2% 89.0% 72.5% 96.0%
Leifeste 92.7% 95.4% 90.2% 63.8% 99.7% ss5% I = 72.1% 84.3%
Murphy 100.0% 100.0% 100.0% s 100.0% 100.0% o = 100.0%
Wheeler 90.8% 96.4% 89.8% 56.1% 99.8% oo [N 7% 73.2% 70.5%
SETMA 2 Totals:  92.6% 93.8% 86.0% 62.2% 99.9% L o 62.6% 81.9%
SETMA West | Curry 91.0% 86.6% 92.2% 51.1% s [T 62.0% 74.9%
Deiparine 84.1% 91.5% 55.3% 98.8% s63% I e 57.9% 65.8%
Halbert 82.5% 93.2% 74.7% 98.6% 62.2% 69.5% 63.7% 72.3%
Horn 85.3% 97.3% 54.9% 100.0% 1% I 67.9% 96.7%
Qureshi 80.2% 97.8% 76.7% 53.3% 99.6% 50.0% 78.3% 53.5% 87.6%
Satterwhite 81.1% 91.8% 86.7% 55.9% 1% [[IEEEEIEEEN - 68.5%
Vardiman 81.0% 94.7% 68.8% 52.2% o B 63.2% 72.1%
SETMA West Totals:  83.6% 93.5% 65.6% 52.5% 99.2% soe [ 2 61.3% 76.9%
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The following is the Hypertension Disease management Master Template

This is the link to the full tutorial:

Hypertension Management
Guidelines

Beginning Blood Pressure

http://www.jameslhollymd.com/Tutorial Hypertension.cfm

Patient | Jonny

||zTest |

Age [31 |Sex

Highest Blood Pressure

| 033172008 | |0

(v ]

Vital Signs
Blood Pressure

Pulze Pressure

Trial1 | 140 14|95

| 45

Trial 2 | |

Trial 3 | 1]

Pulze 5.00

Height 72.00  inches
Weight pounds
BMI [0.00

Body Fat | 322 | %
Waist 3430 | inches
Hips 37.50 | inches
Ratio 0.2

Framingham Risk Scores

10-%ear General Risk

132

10-%ear Stroke Risk

Global Cardio Score

Metabolic Svndrome - ¢ &+ 0

Vitals Ower Time

| 05052008 | {210 i 110 |

Major Rizsk Factors

[ Tobacco Use
[ Dwslipidemia
[ Diabetes Mellitus
Famihy Hx of CW Dizease
[ Male <55
[ Female = &5
Sex
v Male
[ Postmencpausal Female

Additional Risk Factors

[+ CHF
v cAD
| A
Iv Stroke

[ Peripheral Vascular Disease

[ Renal Insufficiency
[ Retinopathy

Calculate Assessment

Blood Pressure Classification

Hypertension - Stage 1

Recommended Follow-Up

| Recheck in 2 months

Rizk Group

| Group C - High Risk

Treatment Bazed on Risk Assessment

Mavigation
o HPT { General

Home

Dippers and White Coat
HPT and Diabetes
HFT and Depression
HPT and the Elderty
HPT, Insulin Resistance
Izplated Systolic HPT
HPT and Kidney Dizeaze

Evaluation

Drug Therapy

Lab Results

Labs Over Time

Lifestyle Changes
Treatment
HPT Plan

Physician Role

Patient Information
Click for Documents

Physician Information

Classification
Rizk Stratification

The following are the audits and analysis which we perform for hypertension as we look for patterns and points
of leverage for improving the care of our patients with hypertension as we see their health improve and for a

lower cost.

The analytics allow us to compare the patients treated to goal and those who are not to goal in order to discover
leverage points for improving the care of all patients. Elements analyzed are frequency of visits, numbers of
medication, gender, payer class, ethnicity, age, frequency of testing, etc. In that these analytics are all done
electronically, they do not take much time and can be done with increased frequency for increased value. One
of the most important elements of analysis is the determining of whether a change was made when a patient is
seen who is not to goal. The overcoming of clinical inertia is critical to the improving of patient health or

outcomes.
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http://www.jameslhollymd.com/Tutorial_Hypertension.cfm

Faggges®

Controlled Group Time Basis
Controlled Group Constrained to
Practice

Provider

Average Blood Pressure

. Prior 12 Months
. All SETMA
: SETMA 1, SETMA 2, SETMA West

. None

Systolic

Systalic

Cantrolled

122.0

146.9

Diastolic

Standard
Deviati
Systolic
Controlled 104
Selected 12.6

Wisit Frequency

Visit Frequency

Controlled

ER ]

Selected

1.7

Confrolled Group
Selected Group

Chronic Hypertension - Measures Comparison (Most Recent 12 Months)

Smwoking Cessation

Provided

Smaking Cessation
Provided

Controlled

2B.5%

Selectad

88.2%

Below, you will see an element entitled “Treatment Changed.” In the patients who were not to goal,
80.2% of the time a change was made in the treatment! That is excellent.

9.0

6.0

2.0

0.0

Appis Made  Appts Not Kept

Appis Made

Appts Not Kept

Controlled

7.0

0.4

X

0.4

B0%
70%
60%
S0%
40%
0%
20%
10%

0%
Upcomming Appt

MM Therapy

Plan Care
Risk Stratification

Upcemming

MM

Therapy Plan Care

100%
0%
0%
40%
20%
0%
& P & & &
& & F L &
& & & & &
& ¥ <
&
o HPT HPT oL Lost Treatment
BP led Improving | Degrading | Controlled | Control Changed
Controlled 100.0% L2.8% 40.8% 54.1% 0.0% 0.0%
Selectad 0.0% 23.3% 66.3% 44.9% 66.3% 80.2%

Controlled

27.3%

0.0%

74.6%
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27.8%

0.0%

76.1%




0% 1.6
60% 1.4
50% 1.2
40% 1
30% 0.8
0% 0.6
0.4
10%
0.2
0%
Exercisa Alcohal Male  Alcohol Female Stress Caffzina Potassium Magnesium Caldum Fish Oil Sak o
Prescription HPT Medications
Exercise Alcohol Alcohol ) . : . . i Wiaight .
p wbion Male Female Siress Caffeine | Potassium | Magnesium |  Calcium Fish il Salt Mgt HPT Medications
Controlled 5.1% 30.1% 39.1% £9.3% £9.3% £9.3% 69.3% £9.3% £9.3% 63.3% 22.1% Controlled L5
Selected 4.5% 69.8% 34.3% 35,50 £9.8% £9.8% £9.8% £3.8% £3.8% £3.8% 21.3% Selected L&
Financial Class Ethnicity
£0% 70%
50% 607
507
40%
30%:
20%
10%
0%
Self Pay Blue Cross. HMO Capitated  HMO Fee For Legal Medicaid Madicare PPS-Outreach  Workmans Comp African American Caucasian Cther/None
Service Asian Hispanic
§ . _ § African . . . | Other/
Salf Pay | Blue Cross | HMO Capitated | HMO Fee For Service | Legal | Medicaid | Medicare | PPS-Outraach | Weorkmans Comp American Asian | Caucasian | Hispanic Nona
Controlled 22.1% 15.7% 33.8% 0.0% | 0.0% 3.0% 25.1% 0.2% 0.0% Controlled 30.6% | 0.9% e 1% 2.4% 2.1%
Selectad 24.9% 17.5% 30.9% 0.0% | 0.0% 3.2% 23.3% 0.3% 0.0% Salected 38.4% | 0.6% 57.0% 2.3% 1.6%
Patient Age Gender
40% 0%
0%
20%
10%
0%
= 18 18-29 30-3% Female Male
<18 |18-29|30-39|40-45|50-53 | 60-65 |70-73|80-89 | 50+ Female | Male
Controlled | 0.5% 1.2% 3.2% 8.8% | 19.2% | 23.9% | 24.6% | 15.3% | 3.1% Controlled 57.1% | 42.9%
Selected | 04% | 1.7% [ 3.9% | 10.9% | 21.2% | 22.9% | 23.4% | 13.4% | 2.4% Selected | 52.1% | 47.9%

This is the PCPI Quality Metrics SET for hypertension and following that is the audit for hypertension
care.
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Physician Role in Hypertension Management

< =l <] <] x| <] "1 «]

Blood pressure measured at least once this visit
Blood pressure measurement repeated if elevated
Blood pressure classification determined

Weight reduction discussedirecommended
Sodium intake discussed/changes recommended
Alcohol intake discussedichanges recommended
Exercize discussedirecommended

Appropriate follow-up scheduled

[ Generate a follow-up document for the patient at least yearly

Date Last Generated 01092012

Physician Role in Hypertension Management

E & M Codes:

Report Critenia:

Clinic Only

Encounter Date(s): Jan 1, 2011 through Dec 31, 2011

Patients 18 And Older With a Chronic Diagnosis of Hypertension
Specialsits Excluded

Location Provider Blood Repeat BP Class Weight Sodium Alcohol Exercise Follow-up
Pressure (Elevated) Assessed Reduction Intake Intake Discussed Scheduled
Measured Discussed Discussed Discussed
SETMA 1 Aziz 99.8% 0.3% % 93.9% 54.9% 98.7%
Duncan 99.1% m 92.1% 91.8% 73.4%
Henderson 99.8% 76.8% 96.1% 52.4% _ 55.0% 66.2%
pas mm s 5%
Thomas 99.8% _ 59.8% 67.9% 65.3% 60.9% 72.6%
SETMA 1 Totals: 99.5% _ 84.1% 62.6% 61.5%
s o PEECISNNCERE o oo
Cricchio, M 99.7% 50.4% 86.6% 98.8% £9.3% 88.0% 97.2%
Holly 100.0% 94.0% 97 5% 99.8% 98.3% 97.5% 99.2% 98.3%
Leifeste 99.8% 73.9% 83.9% 99.2% 83.6% 81.5% 90.4%
Murphy 100.0% - 100.0% 100.0% 100.0% 100.0% 100.0%
Whesler 99.7% “ 84.1% 93.7% 84.0% 81.9% 98.9%
SETMA 2 Totals: 99.8% 70.5% 94.6% 64.8% 60.4% 90.6%
SETMA West Curry 99.9% 88.1% 84.8%
Deiparine 99.9% _ 67.3% 83.5% 65.6% 58.0% 53.2%
Hom 100.0% 91.6% 75.6% | 223% | 165% | 94.5%
Qureshi 99.8% 79.3% 95.8% 82.5% 75.9% 50.2%
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C. Organizational Measures (e.g., days to 3" available appointment)

We collect this type of data routinely and use it for:

Quality Improvement
Reporting

Practice Management
Pay for Performance

Other

Organizational measures which SETMA routinely collects are:

Daily Cash Flow report — in order to sustain our quality initiatives, we must maintain the fiscal
soundness of the practice. The third prong of the Triple Aim is “lower cost,” which really addresses the
issue of sustainability. SETMA is debt free and maintains careful accounting of our overhead, cash
management, over time, timeliness of payments, cash balances and strategic planning which requires
financial resources. All of these are measured and reported on daily and quarterly and annually. They
are not included in summary because they are confidential, but they are as critical to quality
improvement as anything else we do.

Hospital admission and discharge tracking -- SETMA designed the IMRC (Inpatient Medical Record
Census) which tracks date of admission and date of when the history and physical examination was
completed and date of discharge and date when discharge summary was completed. Nine years ago, we
have five different departments trying to keep an accurate hospital census. Now there is a central,
electronic one.

Inpatient Medical Record Census Home

Q

\" Search for Patients

Incomplete Complete - 6 months only Complete more than § months

LastMame First Name DOB Haspital Adm Date Dis Date Provider HP Date DS Date CBQ

05 Baptist 04/2712012 Leifeste  04/27/2012
24 Christus 04/26/2012 AZiz 042712012
16 Christus 04/26/2012 Murphy  04/26/2012
25 Christus 04/26/2012 Halbert  04/26/2012
30 Baptist 04/26/2012 Hally 04/27i2012
09 Baptist 0472612012 Haolly 042712012
24 Baptist 0472512012 Haolly 04/26/2012
07 Christus 04/25/2012 Aziz 04/25/2012
10 Baptist 0472512012 Qureshi  04/25/2012
09 Baptist 0472512012 Anwar 04/25/2012
17 Baptist 04/25/2012 Leifeste  04/26/2012
08 Baptist 04/25/2012 Leifeste 04/25/2012
08 Baptist 04/25/2012 Hally 04/26/2012
12 Baptist 0472512012 Haolly 04/26/2012
14 Baptist 0472512012 Haolly 04/26/2012
18 Baptist 04/25/2012 Qureshi  04/26/2012
25 Baptist 0472512012 Anwar 04/26/2012
12 Baptist 0472512012 Haolly 04/26/2012
27 Baptist 04/25/2012 Hally 04/26/2012
25 Baptist 04/25/2012 Deiparine 04/26/2012
27 Baptist 04/25/2012 Hally 04/26/2012
01 Baptist 0472512012 Qureshi  04/268/2012
01 Baptist 0472512012 Qureshi  04/268/2012
18 Christus 04/25/2012 Murphy — 04/26/2012
25 Christus 0472512012 Palang  04/26/2012
26 Christus 0472512012 AZiz 04/26/2012
06 The Medical Center  04/25/2012 Thomas 04/26/2012
11 The Medical Center  04/25/2012 Thomas 04/26/2012
01 The Medical Center  04/25/2012 Thomas 04/26/2012
21 Altus Inpatient Baptist 04/24/2012 Anwar 042512012
12 Baptist 0472412012 Haolly 04/25/2012
30 Baptist 0472412012 Haolly 04/25/2012
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3. Work Flow completion — everything we do is electronic. Daily we audit whether providers have
completed their work flow where they are alerted to telephone messages, laboratory results,
consultations and procedure results.

Provider Workflow Items - Non Telephone
4/25/2012 8:00:06 AM

Total QOutstanding Items

Ahmed, ] 6
Anthony, S 16
Anwar, S 51
Aziz, M 36
Colbert, B 15
Deiparine, C 1
Duncan, N 5
George, W 1
Halbert, D 6
Holly, 1 3
Kusnoor, V 7
Leifeste, A 5a
Luviano, D 1
Palang, R 6
Thomas, M 5
Vardiman, 1 5

Wheeler, M 16

4. Referral Tracking

04/24/2012
0111042012

gE_‘::E
i

08192010

;

—-
-

Transfer of Care Doc
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SETMA monitors the progress of referrals through the system from their origination, to their approval,
to the appointment or procedure being scheduled to the results of the referral request being returned to
the order provider.

5. In 2008, SETMA formed a Foundation through which our patients can receive support for needed care.
The provider can send a Care Coordination Referral for any of the following causes. They are all
processed the day they are received. For each of the last three years, the partners of SETMA have given
$500,000 to the foundation. We have seen dramatic changes in patients’ lives due to their having access
to care they could not otherwise afford. None of the Foundation money can profit SETMA.

Care Coordination Referral

Patient | Jonny | ZTest | HomePhone | (409)833-9797 |

DOB Sex Work Phone | [ ) - |

Please provide care coordination for this patient in the areas selected below.

[ Alcohol Rehabilitation [ SETMA Foundation
[ Assisted Living [ Dental Care
[ Disabilty Application Assistance [ DSME

[ Drug Rehabiltation [ Living Expenses
[ Employment Counzeling [ Medication

[ Handicap Access, Bath [ MNT

[ Handicap Access, Home [ Procedures
™ Home Health [ Transportation
[ In-Home Provider Services Other |

[ In-Home Safety Evaluation

[ Insurance, Assistance Obtaining s rs
[ Lives Alone

[ Long Term Residence Placement

[ Mutritional Support

[ Protective Services, Adult

[ Protective Services, Child

[ Tobacco Cessation

Click to Send to Care Coordination Team
Click once and the request will be automatically sent.

6. Number of days until the next appointment is available — Patient experience who requested As Soon As
Possible Appointment

e A total of 1919 appointments were made with the type “ Established — ASAP%’ from February
15 thru April 15.

e Ofthe 1919, 990 where scheduled the same day the request was made.

e Ofthe 1919, 666 were scheduled the next business day (Friday scheduled on Monday) after the
request was made.

e Ofthe 1919, 199 were scheduled within two business days (Friday scheduled on Tuesday) after
the request was made.

e Ofthe 1919, 64 were scheduled within three or more business days (Friday scheduled on
Wednesday) after the request was made.
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Wait Time in Days
12/19/2011 8:00

Established Fatient

Mew Patient Spot Spot
Dr. Ahmed 52 52
r. Anthany 0
Oir. Arvwrar 10 10
Dr. Aziz 15 15
Dr. Colbert u] 4
Wr. Cricchio &3
Or. Curry 9 I
Dr. Deiparine 17 ]
Mrs. Duncan 15
Dr. George 1 1
Or. Halbert 3 3
Mrs. Henderson 15
Dr. Hally 42 42
Mrs. Horn 1
Or. Kusnoaor ] 0
Or. Leifaste 45 42
Dr. Luvianao 1] 0
Or. Wurphy d g
Dr. Palang 2 1
Dr. Qure shi 1 1
Dr. Spiel 23 37
Or. Thomas 16 16
Dr. Wardiman 10 g
Mrs. Wheeler 16

Wait Time in Days
4/23/2012 8:00
Established
Mew Patient Spot Patient Spot

Dr. Ahmed 44 a0
Mr. Anthony 2
Dr. Anwar 7 7
Or. Aziz 7 7
Ms. Cash 0
Or. Colbert 1 1
Or. Curry 70 70
hlr. Davis 0
Ms. Darden 0
Or. Deiparine 14 2
Mrs. Duncan 0
Or. George 1 1
Dr. Halbert 2 3
Mrs. Henderson 0
Dr. Hally 30 79
Mrs. Hom 0
Dr. Kumar 35 0
Or. Kusnoor 1 1
Dr. Leifeste 42 43
Or. Luwiano 2 1
Or. Murphy 9 10
Dr. Palang 7 1
Dr. Qureshi 2 1
tr. Read 0
Dr. Shepherd 0 0
Or. Spiel 23 30
Or. Thaomas 1 1
DO “ardiman 1B 14
hrs. Wheeler 9
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7. How many patients received their Hospital Care Summary and Post Hospital Plan of Care and
Treatment Plan (previously called “Discharge Summary”) at the time of leaving the hospital?

e For 2011, 97.7% of all discharges had documentation completed at the time of discharge.

e For the past 39 months, SETMA has discharged 12, 236 patients from the hospital, 99.1% of the
time, the patient, family and/or care giver has received the Hospital Summary at the time of
discharge.

The receiving of this document is one of the most critical steps in our “reducing preventable
readmissions” quality improvement initiative.

This same document is completed for patients seen in the emergency department and discharged without
having been admitted to inpatient status.
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D. Patient Experience Measures (e.g., % reporting doctor explained things clearly)

X We collect this type of data routinely and use it for:
X Quality Improvement
X Reporting
X Practice Management
Pay for Performance
Other
Total Poor Fair Average Good Very Good Excellent Comments
1. Call answered quickly? 100% 0% 1% 2% 10% 3% 54% 57 56% Pt. Responss
2. Was it easy to obtain an
appointment?? 100% 1% 1% 2% 9% 3% a5%
3. Was the front office
(check-iny helpful in
answernng questions and
resolving problems? 100% 0% 0% 1% 2% 3% 9%
4, After check-in, was your
wait time appropriate? 100% 0% 1% 2% 10% HM% 6%
5. Was the nursing staff
helpful in answering
gquestions? 100% 0% 0% 1% A% 2% 9%
6. Do you feel comfortahle
following the insrtuctions
yvou received for self care? 100% 0% 0% 2% 9% % 7%
7. Was your call returned
in a prompt manner hy the
nursing staff? 100% 0% 1% 1% A% 29% B0%
8. What is your confidence
level in your provider? 100% 0% 1% 2% 9% 30% 8%
9. Your overall opinion of
our chinic. 100% 0% 0% 1% 6% 29% G4%

Confidence in Provider

105%

Luviano

100% -

95% -

[Henderson

90% -

85% -

80% -

eiparine

iz

75% -

Providers

% of Very Good & Excellent Responses
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SETMA is studying the Consumer Assessment of Healthcare Providers and Systems (CAPHS) program to see
if we can adopt it to improve our patient satisfaction analysis.

The following are the minutes from the April, 2011 QIO Committee meeting about patient satisfaction
results.

The past survey results were analyzed comparing fourth quarter 2008, 2009, and 2010. The most recent 4"
quarter data showed a decline from 4™ quarter 2009 where results were at their peak. Each clinical coordinator
received the data and reviewed this data with the Director of Operations. Provider data was sent individually to
each of them for their review. Clinical Coordinators were instructed to share the results with staff and
brainstorm ideas and ways to improve results. SII typically has the best scores. The Mark A Wilson SETMA
West (MWSW) clinic will rearrange the clinic responsibilities for the desk clerks. SI has recently moved clerks
to different pods. This occurred during the 4™ quarter of 2010. Staff have adjusted to the transition and are
settled now in new positions and time will show if this move was beneficial to patient satisfaction.

The survey results were compared to first quarter 2010 and 4™ quarter aggregate 2010. Survey results overall
have declined however SI has shown the most dramatic decline. In the two specific areas — speed of nursing
staff returning calls and confidence in provider SII maintained above 50% in each of these categories. There
was slight improvement in returning calls to 57% and a slight drop in physician confidence to 67%. MWSW did
not see improvement with phone calls however the desk clerk change has not taken place. The score for this is
33%. The physician confidence is above the target and did improve to 67%. SI dropped significantly in
returning calls to 29% and the physician confidence also dropped to 35%.

MWSW supervisor, by May 2, 2011 follow through and rearrange unit clerks to have an extra devoted to walk
in patients and assisting with patient calls in addition to the 5 clerks assigned to providers. This has been done
through staff cross training and required no additional hire at this time.

SI supervisor, by April 29, 2011 will meet individually with each staff member and provider to discuss scores
and brainstorm ideas for improvement. Director of Operations will discuss weekly with supervisor progress
made and initiatives started to monitor progress. Supervisor will seek patient feedback by specifically setting
time on Wednesdays to meet with random patients from each pod to ask about their care, response to phone
calls etc. Also when the next survey is done, depending on staffing availability, attempt to have non SETMA 1
employee offer to assist patients with reading and understanding questions as many of the clientele at SI are
elderly and may need assistance with seeing the survey questions.

The committee met and recommended having 6 — 10 random friends/family call the main SETMA number to
see if there are identified issues with satisfaction related to appointment staff. The callers will complete a survey
about each call. They will be looking to see if the staff identified themselves, if they were asked if the call was
related to a medical question or an appointment and their overall impression of the call. The survey will be
ready for use by Monday May 2 and the identified callers will receive general instructions to use in order to
prevent an actual appointment from being made but that can still capture the information needed. Calls will be
made Monday and Wednesdays between 8 and 9 am and then either Tuesday or Thursday in the afternoons.
Each caller will be asked to make 3 calls on different days. Results will be analyzed and taken back to the
subcommittee for recommendations.
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XXX X

Because turnover is a measure of employee satisfaction, SETMA yearly evaluates the turnover rate for our

We collect this type of data routinely and use it for:

E. Staff Satisfaction Measures (e.g., % burnt out)

Quality Improvement

Reporting

Practice Management
Pay for Performance

Other

organization. Since 2007 we have seen significant decrease in turnover. The Human Resource department is
responsible for ensuring an employee friendly atmosphere. There have been several initiatives over these years
that recognize and reward the employees. These efforts have paid off as evidenced by the turnover, see results

below.
Department | # FTE’s #FTE’s # # 2011 2010 | 2009 year | 2008 2007 yr | 2006
authorized | filled as of | resign | termed | Year year | end year end | end yr end
12/31/11 ed end end | turnover | turnover | turnover | turn
turnover | turn over
over
SETMA 225.5 221 14 5 9% 7% 17% 13% 42% 39%
Wide

SETMA also does employee focus groups where random employees are chosen to participate. With these focus
groups the employees are able to bring up issues they would like to see changed within the organization. The
last of our focus groups revealed a very small amount of issues to discuss.
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Addendum A
SETMA'’s Major Initiative to Reduce Preventable Readmissions

The following is a description of the tools, of the audits and the analytics associated with SETMA’s major
quality improvement initiative to decrease the preventable readmissions. Our program is working as one
hospital reported that our 30-day readmission rate at their hospital had dropped to 7.6% for all admissions.

The first step in this process is the completion at the time the patient leaves the hospital of a summary of their
hospital stay and of their instructions and schedule for the transition to the ambulatory setting or to other points
of care. The following is a link to the tutorial which explains all of our preparation of this document.

http://www.jameslhollymd.com/Tutorial Discharge Summary.cfm

Hospital Care Admission Date | 04M18/2012 Facility | Baptist Rehab Home
Summa Discharge Date | 042012012 Type | Discharge Summary Histories v
ry Scheduled Admission [ ¥es [ No Health v
Admitting Di is Status Discharge Diagnosis Status Re-order v
| | Discharging To System Review
| | ’HUn‘Ie— Physical Exam v
| | Discharge Condition Procedures
stable
| | 5 Radiology v
| | Prognosis
| | Eugd EKG
| | High risk for ooy
| | readmizsion? Hydration v
Additional Admitting Dx Additional Discharge Dx [ "
ional Admittin ional Discharge NN : Nutrition (v
" 1 - 31 minutes .
~ ) Hospital Course
Admitting Chronic Conditions Discharge Chronic Conditions Re-order =31 minutes. .
COPD (chrenic obstructive pu | COPD (chronic obstructive pulmonary | Days in ICU Nursing Home
COPD (chronic obstructive pu | COPD (chronic obstructive pulmonary | | | Follow-up Instr
CHF (congestive heart failure | CHF {congestive heart failure) | Days on V' Antibiotics Follows-up Loc
Hyperlipidemia | Hyperlipidemia [ | |
P — P— - ) Document
Allergic rhintis with asthma w | Allergic rhinitis with asthma without si | Days on Ventilator
Asthma Asthma | | Follow-Up Doc
Pre-diabetes Pre-diabetes . -
Diabetes melitus associated | Diabetes meliitus azsociated with rece | fallEish B ssessmenk 03/30/2012
T ——— | Rheumatoid aortitis | Funct?unalAssessment 04/01/2011
| | Pain Assessment 04/01/2011
| | Karnofsky/Lansky Scale 0410/2012
| | Palliative Perf Scale 04/10/2012
| | Last Hospral Discharge  ™5/05/2009
Diabetes melitus and insipidus | Diabetes melitus and insipidus with of | Hu3|_3rtal FD_”'JW'UD ezl
Care Transition Audit Fnlep Exceptions . . ”
[ Patient To Follow-Up With Non-SETMA Provider | | [l
[ Patient Ok To Follow-Up = & Days | | I

The summary of the hospital stay is completed with a suite of templates. As is show in the green outline above,
the keys to the Hospital Care Summary and the Post Hospital Plan of Care and Treatment Plan are:

1. Designation of the patient as high risk for re-admission or not. If they are high risk a series of
interventions are initiated which are discussed below.

2. Hospital follow-up call is schedule which occurs on day after discharge and is a 12-30 care coaching at
which time a third medication reconciliation is done. The first is done at admission, the second at the
time the patient leaves the hospital and the third during the care-coaching call. A fourth reconciliation is
done at the follow-up clinic visit.

3. PCPI Care Transitions audit is performed.
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Nothing is more is more important to the process of successfully decreasing preventable admissions than is an
effective Care Transition process. In SETMA’s Model of Care -- Care Transition involves:

L.

ed

Evaluation at admission -- transition issues: “lives alone,” barriers, DME, residential care, or other
needs

Fulfillment of PCPI Transitions of Care Quality Metric Set

Hospital Care Summary and Post Hospital Plan of Care and Treatment Plan

Post Hospital Follow-up Coaching -- a 12-30 minute call made by members of SETMA’s Care
Coordination Department and additional support

Follow-up visit with primary provider

Focus in care coordination by the NPP are the links between:

Care Transitions - ...continually strive to improve care by ... considering feedback from all patients
and their families... regarding coordination of their care during transitions between healthcare systems
and services, and...communities.

Preventable Readmissions - ...work collaboratively with patients to reduce preventable 30-day
readmission rates.

Once the Care Transition issues are completed, The Hospital Care-Summary-and-Post- Hospital-
Plan-of Care-and Treatment-Plan document is generated and printed. It is given to the patient and/or
to the patient’s family and to the hospital.

The following is a link to my presentation on SETMA’s 14-year history of developing the tools and capacities
to do effective Care transitions. It is entitled, Care Transitions: The Heart of Patient-Centered Medical Home.

http://www.jameslhollymd.com/Care-Transitions-The-Heart-of-Patient-Centered-Medical-Home.cfm

The following are examples of SETMA’s Care Transitions audit:
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‘=.:ii1_ Care Transition Audit (Section A)
o L#‘“ Discharge Date(s): 01/01/2011 through 12/31/2011

U
Provider | Reasonfor | Discharge Mﬁ:‘::i‘:’“s Documentation ~ Cognitive | _ Pending Major Follow-Up ol
Hospitalization | Diagnoses RECntiled of Allergies Status Test Results | Procedures | Care Plan | Response to
Treatment
Ahmed 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Anwar 98.3% 99.5% 90.8% 94.3% 94.8% 98.1% 97.4% 94.3% 97.9%
Aziz 99.0% 99.9% 97.1% 97.5% 97.0% 98.7% 97.8% 98.0% 96.8%
Curry 98.6% 100.0% 98.0% 98.0% 98.0% 08.6% 96.6% 95.2% 98.6%
Deiparine 97.9% 99.9% 96.1% 98.0% 98.2% 97.7% 97.7% 97.2% 98.3%
Halbert 100.0% 99.6% 98.7% 97.4% 97.0% 100.0%6 97.4% 98.3% 98.3%
Hally 96.5% 99.6% 91.8% 94.7% 94.7% 94.2% 93.9% 92.1% 96.5%
Leifeste 98.1% 90.7% 94.9% 96.9% 96.9% 97.4% 96.5% 96.0% 97.4%
Murphy 98.4% 100.0% 96.7% 96.3% 96.3% 98.0% 96.7% 97.6% 97.2%
Palang 99.0% 100.0% 98.1% 98.1% 97.1% 99.0% 97.6% 98.1% 97.1%
Qureshi 96.9% 99.7% 92.4% 96.2% 97.1% 096.4% 96.4% 95.2% 96.6%
Satterwhite 97.4% 90.1% 97.4% 93.2% 94.9% 97.4% 94.0% 94.0% 95.7%
Spiel 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%6 100.0% 100.0% 100.0%
Thomas 97.7% 99.8% 89.7% 93.7% 93.2% 97.9% 95.3% 93.2% 97.4%
Vardiman 98.0% 100.0% 95.1% 97.1% 99.0% 98.0% 98.0% 98.0% 97.1%
'I'SOI:;raII:J: 98.0% 99.8% 94.5% 96.4% 96.4% 97.5% 96.6% 95.8% 97.3%
SHEAST 70
o i T ‘o . .
NorTan i Care Transition Audit (Section B)
%__";‘_@“ Discharge Date(s) 01/01/2011 through 12/31/2011
 assoo®
Community
Provider Af:lvan_ced Rgason for Physical Psychosocial Resoi_.lrces Medic_:ation Discharge Fol!ow:llp Dischqrge
Directives Dlscharge Status Status Coordinated List Orders Instructions Materials
Referrals
Ahmed 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Anwar 90.1% 98.3% 95.0% 94.8% 88.4% 88.2% 88.2% 88.2% 88.2%
Aziz 095.6% 98.7% 97.2% 97.8% 84.0% 94.6% 94.6% 94.5% 93.3%
Curry 03.2% 90.3% 08.0% 98.0% 85.0% 93.2% 03.2% 03.2% 03.2%
Deiparine 94.6% 98.0% 98.5% 98.2% 92.3% 92.2% 92.2% 92.1% 92.2%
Halbert 96.6% 99.6% 97.8% 98.7% 84.1% 94.3% 94.8% 94.8% 94.8%
Hally 89.7% 96.3% 95.3% 95.6% 88.4% 87.0% 87.2% 87.2% 87.2%
Leifeste 93.4% 97.8% 98.0% 96.5% 91.4% 91.4% 91.4% 91.4% 91.2%
Murphy 96.3% 98.0% 97.6% 99.2% 85.0% 94.7% 94.7% 94.7% 94.3%
Palang 95.2% 99.0% 97.1% 98.6% 91.4% 96.2% 95.7% 95.7% 95.7%
Qureshi 90.0% 96.9% 97.4% 96.6% 88.3% 89.0% 89.0% 88.6% 88.8%
Satterwhite 05.7% 97.4% 04.0% 97.4% 77.6% 82.0% 83.8% 83.8% £82.9%
Spiel 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Thomas 89.2% 97.4% 94.4% 92.3% 88.5% 86.2% 86.2% 86.2% 85.9%
Vardiman 94.1% 97.1% 99.0% 96.1% 92.2% 89.2% 90.2% 90.2% 90.2%
SETMA
it s 02.0% 97.9% 97.0% 96.7% 88.3% 90.8% 90.0% 00.8% 90.6%

The second most important part of Care Transitions is the scheduling of the hospital follow-up, care-coaching
call. The following is the follow-up call scheduling template.
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0411812012
0472012012

041812012

2

Angel Home Health
Hospice of Texas

{1
Regular

The following BI analytics are done on all patients who leave the hospital. They contrast patients who are
readmitted and those who are not looking for leverage points for decreasing readmissions. Thus far, we have
found only two variables that really predict readmission probability:

1. Did the patient receive their care coaching call.

2. Were they seen in the clinic in follow-up within three days if they are high risk and within six days if
they are not.
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Prompt Selections

Beginning Discharge Date:
Ending Discharge Date:

Include Readmits:

Ethnicity:

Financial Class:

Zip Code:

Age:

Gender:

Living Arrangement:
Encounters for this Selection:

Readmission

Average Days:
Mode:

Previous Hospitilization

Average Days:
Mode:

Follow-up (Clinic Visit)

Average Days:
Follow-up Visit (%:):

Follow-up (Call)

Call Completed (%:):
Unable to Complete (%):

Selection Group 1

Jan 1, 2011
Dec 31, 2011

Within 30 days

All

All

Al

All

Both

Mone Selected
680

Selection Group 1

11.79
1.00

9.39
2.00

6.81
37.94%

74.536%
6.47%
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Selection Group 2

Jan 1, 2011
Dec 31, 2011

Mat Within 30 days
Al

Al

all

Al

Both

Mone Selected

322%

Selection Group 2

10.24
2.00

19.11
68.40%

77.55%
6.91%



Hospital Discharge Analysis

Section Il - Patient Measures

Prompt Selections

Beginning Discharge Date;
Ending Discharge Date:

Include Readmits:

Ethnicity:

Financial Class:

Zip Code:

Age:

Gender:

Living Arrangement:
Encounters for this Selection:

Ancillary Services
Hospice:
Home Health:
Physical Therapy:
Case Management:
Assisted Living:
Nursing Home:

Living Alone
Patient Lives Alone:

Barriers to Care
Financial Barriers:
Social Barriers:
Assistive Device:

Habits
Tobacco Use:
Alcohol Use:
Illicit Drug Use:

Disease - Not in Compliance
Diabetic:

Hyperlipidemia:

Hypertension:

CHF:

Care Transition Audit
Transition Audit Completed:

Selection Group 1

Jan 1, 2011
Dec 31, 2011

Within 30 days

Al

All

All

All

Both

Mone Selected
630

Selection Group 1

1.62%
4.26%
0.15%
0.00%
0.44%
21.32%

1.62%

5.09%
5.29%
12.94%

21.32%
10.15%
2.50%

40.95%
23.78%
22.49%
89.45%

94.85%
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Selection Group 2

Jan 1, 2011
Dec 31, 2011

Mot Within 30 days
All

all

all

All

Both

Mone Selected

3235

Selection Group 2

1.36%
2.82%
0.25%
0.00%
0.37%
16.253%

2.35%

4.90%
6.54%
9.02%

23.947%
12.25%
1.64%

39.20%
28.40%
23.56%
88.51%

94.17%



L. Hospital Discharge Analysis

2.t section lll - Patient BMI and Changes Made

%, ¢
¢ agspo™

Prompt Selections

Beginning Discharge Date:
Ending Discharge Date:

Include Readmits;

Ethnicity:

Financial Class:

Zip Code:

Age:

Gender:

Living Arrangement:
Encounters for this Selection:

Body Mass Index

Less than 18.5;
Between 18.5 and 25:
Between 25 and 30:
Between 30 and 35:
Between 35 and 40:
Greater than 40:

Selection Group 1

Jan 1, 2011
Dec 31, 2011

Within 30 days

All

All

All

All

Both

MNone Selected
630

Selection Group 1

6.03%
24.56%
28.09%
15.59%

9.41%

7.79%
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Selection Group 2

Jan 1, 2011
Dec 31, 2011

Mat Within 30 days
&l
all
all
all
Both
Mone Selected
3225

Selection Group 2

6.82%
23.94%
25.27%
18.05%

8.19%

3.65%



Hospital Discharge Analysis
Section IV - Readmission Diagnoses

Promipt Selections

Selaction Group 1 Selection Group 2
Beginning Discharge Date: Jan 1, 2011 Jan 1, 2011
Ending Discharge Date: Dec 31, 2011 Dec 31, 2011
Include Readmits: Within 30 days Mok Within 30 days

Ethnicity: All All
Financial Class: Al All
Zip Code: Al Al
Age: Al Al

Gender: Both Both

Living Arrangement: Mone Selected MNone Selacted
Encounters for this Selection: £80 3235
Selection Group 1 Selection Group 2

Top 5 Principle Diagnoses of Readmission

|mlﬂsﬂn55mnl}iapme5 Description Rank Readmission Description
1 78550 | Symp resp unsp chest pain Diagnoses
2 7805 Shofness OF Breath 1 TBESD | Symp resp unsp chest pain
3 78097 Altered Mental Status 2 TBE0S Shoitness Of Breath
i 486 | Prieumonia organism NOS 3 Fam2 Gan symg
Synoope/oolapse
5 579 Hem gi tract
4 78067 Alterer] Mental Status
5 2859 Anemia unsp

Top § Supporting Diagnoses of Readmission

| Rank | Readmission Diagnoses | Description | Rank Readmission Description
1 4011  Esseniisl hypertension benig Diagnoses
2 413 Essential hypertension unsp 1 4019 | Essential hypartension unsp
3 496 | (hronic sirway obstruction NEC 2 4011 | Essential hypertension benig
4 2859 APEMiE unsp 3 25040 | Dial meltus ren manif typ I
5 25040 | Diab meius ren manif typ 11 1 2859 Anemia unsg
5 495 | Chonic airway cbstruction

NEC

By analyzing the above data, it is possible to find leverage points for decreasing readmission.
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The Hospital Care Summary and the Post Hospital Plan of Care and Treatment Plan document along with a
personal explanation of the tool is the method by which responsibility for the patient’s care is transferred from
the provider and the inpatient to the patient and the ambulatory setting. We call that tool The Baton.

The Baton — the transition of care tool

“The Baton” is a pictorial representation of the patient’s “plan
of care and the treatment plan,” which is the instrument
through which responsibility for a patient’s health care is
transferred to the patient. Framed copies hang in all pubic
places throughout SETMA’s clinics. A poster copy hangs in
every examination room. The poster declares:

Firmly in the providers hand
--The baton — the care and treatment plan
Must be confidently and securely grasped by the patient,
If change is to make a difference
8,760 hours a year.

The poster illustrates the following seven key principles:

1. That the healthcare-team relationship, which exists between the patient and the healthcare provider,
is key to the success of the outcome of quality healthcare.

2. That the plan of care and treatment plan, the “baton,” is the engine through which the knowledge and
power of the healthcare team is transmitted and sustained.

3. That the means of transfer of the “baton” which has been developed by the healthcare team is a
coordinated effort between the provider and the patient.

4. That typically the healthcare provider knows and understands the patient’s healthcare plan of care
and the treatment plan, but that without its transfer to the patient, the provider’s knowledge is useless
to the patient.

5. That the imperative for the plan — the “baton” — is that it be transferred from the provider to the
patient, if change in the life of the patient is going to make a difference in the patient’s health.

6. That this transfer requires that the patient “grasps” the “baton,” i.e., that the patient accepts, receives,
understands and comprehends the plan, and that the patient is equipped and empowered to carry out
the plan successfully.

7. That the patient knows that of the 8,760 hours in the year, he/she will be responsible for “carrying
the baton,” longer and better than any other member of the healthcare team.
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It must be remembered that when a patient leaves the hospital, until they are seen in the office or home, the
provider team member who is in charge of the patient's care is the patient or a family member. Therefore the
baton must be successfully passed to the patient, if the coordination, integration, and continuity of care are to be

maintained.

Care Transition Audit

The Analytics

Has the resson for hospitalization been documertecd? Ho Click to Update Review I
. . . Have discharge disgnoses been entered? Ho Click to Update/Review I
To successfully achieve and sustain reductions , o : ik to UpdateReview |
. d Lo, h 1 h R X Have the patient's medications been updatedieconcied? Yes IERIER S REE s e
1n réeadmissions, nea thcare Organlzatlons must Haye the patlents alerdies Beatiuptsten Yes Click to UpdateReview I
traCk, audlt, and analyze the data. A£lz0 document allergiesireactions to medications,
Has the patient's cognitive status been documented? Ho Click ta Update/Review I
oy . i 7 Ho Click to Update Review:
Care TranSltlon -1n June’ 2009 the AMA Have pending results or tests been documented? :
" .. H : d h d e Ho Click to Update/Review:
released the "PCPI Care Transitions PRI R TR e i
" . f4l el Hasz & followy-up care plan been completed? Ho Click to Update/Review
measurement set". This transition audit is one e = '
. Has the patient's progress to goalstrestment been Ho Click to Update/Review:
" " " "
of the tools used to "build" the "baton" and then documentect?
to make sure that the complete "baton" has been Have advanced directives heen completed and & Ho Glick to LpdateReview |
surrogate decision maker named or & reason given for
transferred to the next team member. riot completing an achvanced care piar?
Ha= the reason for discharge been documented? Ho Click to Update/Review I
Has the patient's physical status been documented? Yes Click to Update Review I
Has the patient's psychosocial status been documented? Ho Click ta Update/Review I
Haz a list of availskle community resources been Ho Click to UpdateResviewn: i
documented?
e
Has @ list of coordinated referrals been documerted? Yes Click ta Lipdate Review i
Has the currertireconciled medication list been Cies o
discussed with the patientfamilyicaregiver? L |
Hawve the dizcharge orders been discussed with ez Mo
the patientfamilyicaregiver? L |
Have the followe-up instructions been discussed ez [ No
with the patientfamily/caregiver? i |
Have the dizcharge materials been printed and T oves O Mo
given tothe patiertifamilyicaregiver? L |

Cancel

Preventing Readmissions: Lessons to Date

What we have learned so far about decreasing readmission rates is:

e The disease-management model-of-care will not solve this problem. Healthcare providers can’t see
patients often enough, give them enough medications, or do enough procedures on them, to effectively

reduce readmissions and/or to sustain any reductions which are achieved.

e Care, even within the same organization or system, is still too fragmented to effectively achieve
reductions in readmissions. Team building and learning how to effectively use teams are key to this
process. SETMA’s current, active effort is to create a “team spirit and collaboration” between four
SETMA departments which are working extraordinarily well individually but which are experiencing

barriers to a full, integrated, team approach between departments.

e Analytics will be an important part of discovering leverage points for the improving of
readmission rates. SETMA has deployed Business Intelligence analytics for that purpose. Because
health deteriorates, and on an individual basis and on organizational level, methods must change to
respond to that deterioration; it is imperative to continue to redesign the readmissions-reduction effort to

keep pace with new realities.
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There is no “silver bullet” for solving the problem of readmissions. A multi-pronged effort will
gradually improve readmission rates, until it is suddenly apparent that the system is working. Research
will be required to determine the percentage contribution of each element to the success of the effort.

Readmissions rates will always be a challenge. They can be managed effectively with a system such as the one
used at SETMA. More details on this system are available at www.jameslhollymd.com under Your Life Your
Health by accessing the icons entitled Care Transitions and Care Coordination Here are additional lessons we
have learned in this process.

1.

2.

w2

The problem of readmissions will not be solved by more care: more medicines, more tests, more visits,
etc.

The problem will be solved by redirecting the patient’s attention for a safety net away from the
emergency department.

The problem will be solved by our having more proactive contact with the patient.

The problem will be solved by more contact with the patient and/or care giver in the home: home
health, social worker, provider house calls.

The problem will be solved by the patient and/or care giver having more contact electronically
(telephone, e-mail, web portal, cell phone) with the patient giving immediate if not instantaneous access.

Readmission rate will be reduced with a Seamless Collaboration Between these members of SETMA’s
healthcare team:

Hospital Care Team

Care Coordination Department
I-Care (Nursing Home) Team
Healthcare Providers

Clinic Staff

Hospital In-Patient Staff

SETMA'’s most recent development in this quality initiative is that when a person is identified as a high risk for
readmission, SETMA’s Department of Care Coordination is alerted. The following ten steps are then instituted:

1.

2.

AN

>

Hospital Care Summary and Post Hospital Plan of Care and Treatment Plan is given to patient, care
giver or family member.

The post hospital, care coaching call, which is done the day after discharge, goes to the top of the queue
for the call — made the day after discharge by SETMA’s Care Coordination Department. It is a 12-30
minute call.

Medication reconciliation is done at the time of discharge, is repeated in the care coordination call the
day after discharge and is repeated at the follow-up visit in the clinic.

MSW makes a home visit for need evaluation, including barriers and social needs for those who are
socially isolated.

A clinic follow-up visit within three days for those at high risk for readmission.

A second care coordination call in four days.

Plan of care and treatment plan discussed with patient, family and/or care giver at EVERY visit anda
written copy with the patient’s reconciled medication list, follow-up instructions, state of health, and
how to access further care needs.

MSW documents barriers to care and care coordination department designs a solution for each.

The patient’s end of life choices and code status are discussed and when appropriate hospice is
recommended.

10. Referral to disease management is done when appropriate, along with tetehealth monitoring measures.
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Currently, SETMA’s determination of whether patients are high risk for readmissions is intuitively determined,
i.e., at discharged based on experience and judgment, a patient is designated as potentially high risk for
readmission. SETMA is designing a “predictive model” for identifying patients at high risk for readmissions
and instituting the above plan for interdicting a readmission. This is an attempt to quantify the most effective
opportunities for decreasing preventable readmissions.

There is a significant body of science associated with “predictive modeling.” It is clear that tradition models
of care delivery will not “work™ in a sustainable program for decreasing readmissions. Traditional disease
management will not result in changing the patterns of care. In a January/February, 2012 Professional Care
Management Journal article, the following abstract addressed changes needed to affect a decrease in
preventable readmissions:
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