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UnityPoint-Health Methodist overview

«Founded in 1900 by 3 Deaconesses

*Non-profit, non-denominational

*Annual revenues of $362 million and Charity Care $25M

*AA, bond rating

3,000 employees

*Primary Service Area of 4 Counties, Secondary Service Area of
14 Counties - > 1M in population

Full Service Tertiary hospital including open heart surgery, bone
marrow transplant

«Level Il Trauma Center

Level Il Nursery

*Physician Network — UnityPoint Clinic — 150 Providers, 35
Clinic Sites

*Methodist College

2 Residency Programs with U of | — Family Practice &
Psychiatry
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e UnityPoint Health

* Formed in 1994
¢ Non-profit, non-denominational
* 17 non-profit hospitals

¢ Greater than 900 employed ambulatory
clinic providers
—>2.6 million clinic visits per year

e 25,000 employees

10 regional affiliates
e Annual revenues of $3.3 billion

A Year in the Life of a Patient
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Source: John Hopkins RWJ 2010 (G Anderson)
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UnityPoint Health Aligned Planning

UnityPoint Health Three-Year Roadmap — Proposed 2015

*Support the maturation of our patient-centric, physician driven culture
«Develop a high-performing employed medical group

«Grow a high-performing network of and i
providers

Provider
Alignment

Develop a patient and family engagement strategy
. ized approach for ing risk-

Care
Coordination

a
populations
Deliver high value, team-based care in support of the Triple Aim

«Create an environment that makes UPH the employer of choice
«Identify future talent needs and proactively develop those resources
+Identify, develop, challenge and retain high-performing talent

« Educate and engage our employees in fulfilling our brand promise

Employee
Engagement

«Implement a structured innovation process that breaks down regional and
Sustainability divisional silos to prepare for risk-based reimbursement

« Execute on sustainability initiatives

«Grow strategically in contiguous regions

« Grow consumer base through enhanced access strategy

Building the Infrastructure for
Population Health
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Accountable Care Organizations

* “Accountable” for what?
— Access
— Quality
— Cost
— Scope of “Healthcare” (“Continuum of Care”)
* Wholeness (disease...whole body...whole person...health &
wellbeing...)
« All locations (in-pt, out-pt, MD-offices, NH....pt’s home)
 All persons (babies...elderly; rich... poor; ... everyone)
* Healthy individuals.... Healthy organizations
- “Sustainability” (Economic sustainability)
« Individuals (patients, citizens)
« Institutions (private and public)
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UnityPoint Health MAGHET
Methodist

UPH Methodist Care
Coordination Initiatives

1. Enterprise model of care
coordination

2. Care Coordination Center

METHODIST HEALTH SERVICES CORPORATION
METHODIST MEDICAL CENTER OF ILLINOIS

Integrated Delivery System
Organized Systems of Care
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Office Nursing Home Ancillary
home care
] ] S
7 >
Standard orders  Admissionorders ey gata set Orders Care plan Pulm Rehab
Admission criteria Progress notes Spirometry testing Readmission Care Plan
Discharge Patienteducation  copp template  reduction strategies LTACH
managementplan Medicationhelp  patient education  High risk rounding Care Plan
Timely follow-up Discharge
Discharge orders and management
management plan Enterprise Wide
Standards « Teach back Readmission «Transition coach
« Borg scale « Medication compliance ~ « Screening tool » Home Health/Nursing Hom
« Dyspnea evaluation *Spirometry « First Call « Palliative Care/Hospice
« Stop light triggers +Core measures « Early appointment + Community agencies
« Patient education +Analytics « Medical supply « LTACH

Why COPD
Improving COPD in Strategic Plan

Mortality Cost LoS Readmission
1.20 1.05 1.03 1.28
O+ FS £ dood ool L !
othetteamsSTusStratetOyY-STIOWPTOgIESss

¢ Care not linked to evidence
¢ Wide variation in care

¢ No continuity between settings of care (i.e.
inpatient and office)

Rapid Implementation Plan Developed
to Correct

¢ COPD patient experience before our project




Our COPD Story

Implementation Goals
¢ Evidence based care using one standard

e Maximize elements that cross continuum of
care and multiple diseases

 Extend current programs across continuum of
care

* Minimize meeting times
¢ Rapid implementation

Only 5 months from initial planning to
initial implementation on Feb 7, 2012
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Population Analytics

¢ Patients with COPD on problem list — 4,997

e Current Smokers — 14,852

e Former Smokers — 12,309

¢ Estimate was 15% have COPD — 4,074 patients

e Epidemiologic evidence —8% of approximately
150,000 adults have COPD or 12,000. Many of
these will have stage 1 disease and be
asymptomatic

The Initial Team: August 11, 2011 : met to share goals,
mission and expectations

Team Sponsors — Rick Anderson & Tammy Duvendack

Physician Champion - Kishore Karamchandani

*  Andrea Eitenmiller Jamie Lafollet Lori Krieter
¢ Angie Schierer

*  Anne Padwojski

Joan Golemon Lori Mores

Jody Reynolds Melissa Waldschmidt

¢ Anthony Howard John Howerton Merry Bassi
Ben Hunsley Kathie Finch Nancy Neal
Brian Cohen Kathy Kujawa Patricia Smith
Denise Koetter Keith Knepp Shams Ilahi

*  Gregory Sowards Solivian Furness

« Jaimie Underwood

Kristin Fahey

Toni Fields-Orozco

Team Facilitators — Jasmine Holloway & David Trachtenbarg
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Center for Evidence Based Medicine

David Trachtenbarg
Jasmine Holloway

PrOgraI n Grld Implementation
Phase Monitoring
Phase

WRHITHE SAMETHINKINCS
WE USEDwHEN WE
CREATED THEM

bert Einstein
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Project Organization

[ oo |

Quality and Safety

COPD Project
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Strategy #1
Stick to an Evidence Based Guideline

Standardization of Dyspnea

Figure 8.1-2: Moddtied Medical Research Council |
Questiennairs for Assessing the
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Strategy #2: Maximize What’s There
¢ Pulmonary service
* Respiratory care
* Pulmonary rehab
* Palliative care/Hospice
¢ Transition coach
¢ Office spirometry
* Hospitalists

T. Emergency
a. Emergency Department Orders

b.  Standard criteria for admission
. Smooth transition when admitted
d. Discharge from E

e. Prevention of repeat ED visits
2. Inpatient

a. Admission orders

b. Admission documentation
c

d

e

.
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. Physician progress note

. Inpatient physician billing

. Inpatient Patient education for COPD

. Palliative care

. Home medication planning

. Discharge Orders

. Readmission/Follow-up Process
i. Follow-up appointment

ii. Call center follow-up

iii._Home health follow-up

iv. Transition coach follow-up

v. Pulmonary rehab follow-up

vi. Home equipment follow-up
Home care

Home care documentation

Home Care Patient Education

Nursing Home

Nursing home orders

Nursing home readmission program

Office Care

Standardized COPD data fields

Prototype COPD visit template

Spirometry in offices

Office COPD education

Office readmission program
Analytics
Outcome measure ments
Plan for monitoring

ceEpanTYNTY AT W

Strategy #3

Inclusive Group
* Care requires collaboration across a social network




COPD Discharge Medication
Assessment
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Strategy #4
Develop new processes,
coordinate and communicate
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Chronic Qbstructive Pulmonary Disease
(coPD)
Stoplight

Call 9117 for:

+ Severs thorinest of breath al reat

s (Chest psinthat dozs not go Bwey

o Lips and fingernails burn gray of blue
= Unususl sleepiness or restlessness

Galll Home [lealtth or Doctor fiors

Pam hans L

s Have increased thortnets of breath with usual activity

= Coughing meove Uhan usual

» Have intreased sputum of changes in color

= Mius o e thart acking modicines mase aften

. i restless not lack of sleep

You are doing wall when:
* (ando your normal activities

= Haveno changes In your sympioms

* Usual ici ling your
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COPD Admission / Readmission
Process
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Strategy #5

Minimize Meetings
Entire Group Only Met 3 Times Before Initial Go-live
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¢ |nitial meeting
— Strategy

— Brief overview of COPD & Treatment

* Meetings2 &3

— Multiple brief presentations done by individuals or small groups

for approval

¢ Don’t start with a blank sheet of paper

¢ Changes reviewed by e-mail

¢ Presentation to Quality Council for Approval
¢ Presentation to hospital leadership

¢ Final Celebration

Initial Timeline: COPD project

meeting

Initial meeting explaining project: August 11, 2011

Numerous specific department team meetings to
develop processes

Two other COPD project team meetings: Sept 25 and
Dec 15, 2011 (updates and get teams together to
collaborate and put down silos)

Presentation and approval of COPD project elements
to Quality and Safety Council on October 26, 2011

Jan 23, 2012: Ready for implementation team

Feb 7,2012- Phase 1 implementation, COPD Project
(took only 5 months of planning, yeah!)

Final Team Members — 829

ED-4

Inpatient - 15

Respiratory Care — 2
Pulmonary Rehab - 1
Hospital Medical Group - 7
Coding/Billing - 3
Information Services - 3
Home Health -5
Transition Care - 1
Medication Process - 5
Long Term Extended Care - 5
Nursing Home - 5
Marketing -3

Nurse Call Center —6

Physician representatives -4
IM, FP, Hosp, ED

Palliative Care - 1

Physicians Champion- 1

Compliance -2

Analytics - 2

Pharmacy - 3

Patient - 1

Community - 2

Executive sponsors — 2
CMO, VP Nursing

Secretarial support- 2

Project Management - 2
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Strategy #6
Unwavering executive/physician support

- ‘ ( !
% : SN
Physician
Champion Executive
Sponsors

x/, = \'%\7 /
“Multidisciplinary Enterprise Approach

Outpatient
m |28 -
4

09/10/15

Emergency Inpatient
Ofﬂce Nursing Home Ancillary
home care
] ] S
e >
Standard orders Admissionorders ey gata set Orders Care plan Pulm Rehab
Admission criteria PrOgress notes  gpirometry testing Readmission Care Plan
Discharge Patienteducation  copp template  reduction strategies LTACH
management plan Medicationhelp  patient equcation  High risk rounding Care Plan
Timely follow-up Discharge
Discharge orders and management
management plan Enterprise Wide
Standards « Teach back Readmission «Transition coach
« Borg scale « Medication compliance Screening tool + Home Health/Nursing Hom
« Dyspnea evaluation *Spirometry « First Call « Palliative Care/Hospice
« Stop light triggers +Core measures « Early appointment « Community agencies
« Patient education +Analytics « Medical supply « LTACH

Multidisciplinary IDS Approach

————— Outpatient —— Emergency Inpatient
Home Nursing
Office Ancillary
- [}
i, > I
| S
>
Key data set PulmRehab Care plan Readmission ~~  Standard orders ~ Admission orders
Spirometry testing ~ Care Plan reduction strategies Admission criteria Progress notes
COPD template LTACH Orders ~ Discharge Medication help
Care Plan High risk rounding  management plan  Timely follow-up
Discharge Discharge orders and
management management plan
System Wide
(Affects Multiple Care Settings or Diseases)
Standards « Teach back Readmission «Transition coach
« Borg scale * Medication compliance  + Screening tool « Home Health/Nursing Home
« Dyspnea evaluation +Spirometry « First Call « Palliative Care/Hospice
« Stop light triggers «Core measures « Early appointment « Community agencies
« Patient education Analytics « Medical supply « LTACH
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3 Month Outcomes

20 new care measures in place
Measuring/monitoring systems in place
Increased spirometry

16% increase in total home health referrals for
COPD

Transition coach only 3 of 35 patients
readmitted

Patients in pulmonary rehab have doubled!

09/10/15
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Before

1
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Inpatient Pulmonary Referrals

#Referrals
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COP - 30 Day Indexed Readmi ate - Primary Dy COPCY

A Repcmission Admis

Srdex Admissie

Why COPD
Improving COPD in Strategic Plan (2011)
Mortality Cost LoS Readmission
1.20 1.05 1.03 1.28

Nov. 2013
1.20 1.01 .95 1.06

Outcomes

* In 2015 COPD was developed clinic as a result
of this model

* Model is duplicated with diabetes

09/10/15
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The Care Coordination Center
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Some of the new enhancements
Support the Unity Point Clinic

O = Live

O = pilot August
2014

= Workflow teams
designing pilot i Clinics kNo‘wlul
Discharge

Support
O = Function not
Next Day

performed in Scheduling
Care
Coordination
Center

UNITYPOINT-HEALTH, METHODIST / PROCTOR

L 1
Jeri Cooley,
Manager, Access,
(9375)

Jose Rosalem,
Project Lead/Analyst,
(9135)

Disease Management,

(9356)

1
First Call,
(9135)
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Jeri Cooley,
Man:

o 55,
Methodist/Proctor

Switchboard Operation | | Physician Answering Service |

Centralized Outpatient Procedures/Tests
Scheduling

09/10/15

Annette Irby
Lead Py Deborah Davis-Pechong
Lead Centralized Scheduler

heaithcare business and physician &
frovider answering services

Patient Scheduling for Methodist,
roctor, MDC, and Methodist North
Scheduling for Labs, Radiology, EKS,

Respiratory Care, Vascular Labs, Dietary,
leep Studies, Cardiovascular

“Inbound/Outbound Calls
| Triage for 15t Cal Line
" Red Alert

" Physician 2 Physician Line:
* Codes and Disasters

1 Overfiow Calls from N. Allen
1 Encore and Coffee w/Dactor's
[Registration

Jodi Fults
Nurse Manager,
Referral Management, (9356)
Methodist/Proctor
I T I T
Heidi Cook, Debra Allen, [Mindi samuelson) Open—
RNleadPod1 | (Lead Pod3, Trainer RN Lead Pod 2 Lead, Pod 4

* Follow-Up Process.
*2-day Call Backs

Care Coordination Center Referral Management

AVERAGE
10.0%
00%
H00%
May June sy August Average.

18



Jasmine Holloway,
Director, Care Coordination Center

Disease Management

(9356)

First Call,
(9135)

Patricia Smith, RN LEAD.

i* Matching Line
i* Out-of-Network OB Insurance Process

* Care Gaps.

i* Centralized Inbound Cals,(pilt, 2014)

I* Colon Screening.

I* Patient Transition from Care Navigators, (pilot, 2015)
 Post-hospital Discharge Support

* €D Discharge Support, (pilot, 2015)

i pre-Visit Preparation, (pilot, 2014)

I* Telephonic Risk and Disease Management

I* Tiage Coverage, “After Hours", * Nursing Home
{Cals for Senior Health Providers, * Dac Finder,

i* Chat Room, * Million Hearts Scheduling,

i* On-Line Appointments Requests, * CIHIE and IHIEN
(Coverage, * Prescription Refil,* United Healthcare
Wellness Visit, * Meaningful Use Data Project

Inssist with
*Care Gap Calls

*Post-Discharge Calls
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Outcome for Discharged Patient Survey for the Reporting
Month

Already Contacted by Discharging Unt | 1

Call Completed (phone answered)

Hospice Patient - Not Called | 1

No Answer - includes oice mail and ans machines

Call Outcome

No Contact Number Awailable 8 8

[

Patient Busy - Call Back at a Later Time

Patient Currently in the Hospital 10

=

Unable to Contact Patient
Uncalled

Wrong Number | 6

198

160

comac sz [ ‘

IR —— ‘

socomenan o CoPO- ot coes ‘ .

T I

Call Results Week 1
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Respanses to Stoplight by Week

09/10/15

-

ro

. 1]

Wiesk: 1 Grecn Winal 1 Vil Wik 3 Forimn Weak 3 Vllow Wik 3 Grsen

T2-hour Appolnmant

Al b Ol At 10 T2 Hm
Uk Gt At 0 70 Bl
Hours

A Year in the Life of a Patient

5
Hospital 6
6 Admissions J | Weeks SNF
Social Care
Workers
2
Nursing
Homes

5
Months of
Home Care

4
Occupational
Therapists

16

Physicians

¥

Physical
Therapists

Community
Referrals

Home Care
Agencies

Source: John Hopkins RWJ 2010 (G Anderson)
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" skilled

Long Term

Community Outpatient

Offices
Healthcare wrapped &found the patient
[ connected, information shared, smooth hand-offs ]

Result: Higher Quality, Higher Service, Lower Costs
Source: John Hopkins RWJ 2010 (G Anderson)
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“You can't predict the
future, but you can
create It"

- Peter Drucker

Questions?

Jasmine Holloway, MSN, RN

Director, Care Coordination Call Center/Magnet
UnityPoint Health- MethodistIProctor

221 NE Glen Oak, Peoria, IL 61636

(309) 672-5690
Jasmine.Holloway@unitypoint.org
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