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1) LLu'aﬁﬂﬁaam'sa‘ﬁ’ﬂu%nﬁqsummmuLﬁu@mﬂ'ﬂ (Value-based
Health Care Delivery: VBHC)
* UgNULaraIAUIENaUYBINITIAUINITFVAINLUULLUAMAT (“WHAT”)
° ﬁmwaqLLmﬁﬂmﬁmU'%miqmmwLLUULﬁu@mﬂ'ﬂ (“WHY?)

® NFPUIUNITIAUINITAVANRUULLUANAT (“HOW”)
2) nsalfnyn (Case studies)

3)  unumvasnvuaulgulsuaziuURMulunszuIung
U7 3UN133n358UUUNIsFUN U UIURe ludssmalne
(“What’s next?”)
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Organizational Excellence Model _
Michael E. Porter’s Value Chain Framework

Q: “AnAn (value) NasAnsnsladeuaulvignainaasls?”

r
Firm Infrastructure

Human Resource Management

Support <
Activities Technology Development

Procurement

Inbound | Operations | Outbound | Marketing
Logistics Logistics And Sales

~
Primary Activities

Pix source: www.businesssetfree.com/porters-value-chain; www.hbs.edu/faculty/Pages/profile.aspx?facld=6532



Q: “AaA (value) NszuuUsn1sgunInasladaaulvigiaalsauziuduufoasls?”

INFORMING &
ENGAGING

MEASURING

ACCESSING

PREVENTING

» Medical history

« Control of nisk
factors (obesity,
high fat diet)

« Genetic
screening

« Clinical exams

* Monitoring for
lumps

» Medical history
* Determining the
specific nature
of the disease

* Genetic
evaluation

*Choosing a
treatment plan

“MONITORING] | DIAGNOSING | PREPARING

= Surgery prep
(anesthetic nsk

* Surgery (breast
preservation or

chemotherapy)

TNTERVENING RECOVERINGT

REHABING

*In-hospital and
outpatient wound

= Advice on self = Counseling s Explaining patient » Counseling on  } Lounseling 1= Counseling on
screening patient and family ! choices of ! the treatment ! on rehabilitation ! long term risk
« Consultation on on the diagnostic | treatment | process Eopﬁons.process . management
nsk factors process and the «Patient and t Achieving » Achieving compliances= Achieving
diagnosis family psycho- compliance *Psychological compliance
logical counseling counselin
*Self exams *Mammograms » Procedure- r *Range ofq *Recurmng
«Mammograms * Ultrasound ' specific ' movement mammograms
*MRI ' measurements | «Side effects (every 6 months for p
*Biopsy : : i measurement the first 3 years) Vs
*BRACA1,2 . E E E ’
« Office visits « Office visits ¢Officevists  pHospital stay 1. Office visits i « Office visits H \
»Mammography *Lab wisits «Hospital | visits | Visits to outpatient]- Rehabilitation *Lab wsis ]
lab visits *High-nsk ' or radiation facility visits *Mammographic labl
clinic visits ' chemotherapy and imaging cente
units visits

» Other imaging

* Penodic mammogra\hy

A\

assessment, mastectomy, healing

EKG) oncoplastic * Treatment of side
alternative) effects (e.g. skin

«Plastic or onco- -Adjuvam damage. cardiac

plastic surgery therapies Complicaﬂons,

evaluation (hormonal nausea,
medication, lymphodema and
radiation, chronic fatigue)
and/or * Physical therapy

« Primary careprovidersare often the beginning and end ofthe care cycle
« The medical condition is the unit of value creationin health care delivery

Source: Porter ME (2008). Annals of Surgery, 248(4), 503-509.

«Follow-up clinical
exams

« Treatment for any
continued side
effects

[]Breast Cancer Specialists
[ Other Provider Entities




Hg11uazaIAUITZNBUVBINITIAUINITEUATNLUULIUAMIAT
(“WHAT 99)

« The most powerful single lever for reducing cost and improving
value is improving outcomes

NAANSNI9AALN +
¢ [ 7N
AN ﬂﬁzaumsmmaaﬁgﬂ'w

Outcomes +
Patient Experience

j—

ARIAN ? —
Cost Direct Costs +
VA LU E . Fumu Indirect Costs

AUNUNIIATS

Quality

v 1'%
+ AUNUN9DBY

« Value cannot be understood at the level of a hospital, specialty,
intervention, or for overall primary care

« Value is created in caring for a patient’'s medical condition over
the full cycle of care

Source: Modified from: Michael Porter (2016); www.himssinnovationcenter.org/solving-healthcare-value-equation



Hg11uagaIAUTENAUYBINITAIAUINITHUATWRUULLUANIAN
(“WHAT IS NOT”)

Incremental “Solutions” Have Had Limited Impact

» Prior authorization for expensive services

» Patient copayments and deductions

« Electronic medical records

« Evidence-based medicine

« Safety/eliminating errors

* Introducing “lean” process improvements

« Care coordinators

« Retail and urgent care clinics

* Programs to address generic high cost areas
(e.g. readmissions, post acute)

* Mergers and consolidation

¥

« Restructuring health care delivery is necessary, not incremental improvements
Source: Michael Porter (2016)




N1V IUIRANITIAUINITEVAINLUUBIANAT (“WHY ")

From Value-Based Payment To Value-Based Health Care Delivery

Harvard
Business
Review

3

ECONOMICS & SOCIETY

The Case for Capitation

by Brent C. James, MD and Gregory P. Poulsen

FROM THE JULY-AUGUST 2016 ISSUE

WANTDIYSI8H

Capitation Payment

VS.

Harvard
Business
Review

ECONOMICS & SOCIETY

How to Pay for Health Care

by Michael E. Porter and Robert S. Kaplan

LMSJ’IQ"IEJfIJQ’)\‘IiJiﬂ'IiL%Uﬂ’JU
Bundled Payment

(“Disease Capitation”)
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(Value is NOT a code-word for cost containment)

Who Gets the Savings from Waste Reduction?

With most health care payment methods, much of the savings from waste cuts goes into the pockets

of payers (mainly insurers and, to a much lesser degree, employers and patients), not to the care delivery
groups behind the quality improvement initiatives. That undermines the groups’ finances and ability

to invest in further innovations that rein in spending. Population-based payment is the only system

that allows groups to benefit from reducing all three categories of waste.

--------- e.g. DRGs e.g. Capitation

TYPE OF % OF ALL Cost- Fee for Per Population-
WASTE WASTE  plus service case based payment

Production level
Inefficient production of
individual care units, such as

drugs, tests, nursing support

Case level

Use of unnecessary

or suboptimal services
in treating a case

Pro

5% Payer Pro

50% Payer Payer

Population level
Unnecessary
or avoidable

patient cases

45% Payer Payer Payer

SOURCE INTERMOUNTAIN HEALTHCARE
FROM “THE CASE FOR CAPITATION,” JULY-AUGUST 2016 © HBR.ORG



Ien15ERUdINafan1TAIUANAUNY AT lildWgInITanaUNLY
(Value is NOT a code-word for cost containment)

Why DRGs Are Not Bundled Payments

Critics of bundled payments point to Medicare’s experience with a superficially similar
approach: the diagnosis-related group, or DRG, payment model. DRGs, which date
back to 1984 and were adopted in many countries, were a step forward, but they did
not trigger the hoped-for innovations in care delivery.

Why have DRGs failed to bring about greater change? DRGs make a single payment for a
set of services provided at a given location; however, the payment does not cover the
full care cycle for treating the patient’s condition. By continuing to make separate
payments to each specialist physician, hospital, and post-acute care site involved in a
patient’s care, DRGs perpetuate a system of uncoordinated care.

Moreover, DRG payments are not contingent on achieving good patient outcomes.
Indeed, many DRGs fail to cover many support services crucial to good outcomes and
overall value, such as patient education and counseling, behavioral health, and
systematic follow-up. Under the DRG system, therefore, specialty silos in health care
delivery have remained largely intact. And providers continue to have no incentive to

innovate to improve patient outcomes.
Source: Michael Porter (2016)
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N1V IUIRANITIAUINITEVAINLUUBIANAT (“WHY ")

uuan Health services payment model

229 anA.UHsUUszineaa1usnsIsaLsa

7 dayment Bundle payment,
Capitation2
basec
dayment

1.0 DRGs (IP) Pay-for-performance, etc.

Activity-
based
payment

Capitation

e e me o Fee-for-services payment
Source: 3304 AITAUUAR (2561)



Healthcare Financing Systems of Thailand (2561)

Payment Mechanisms:
Salary, Fee-for-Service,
Global Budget,
Capitation, DRGs, etc.

)

o
_—./'

Providers in
Public & Private Sector

Taxes Payers

ues) |
Hospitals Ambulatory

Employer-based Facilities

= (CSMBS)
— / NHSO

private health P Si(c)li?ty
e L Office (SSS)
e
Individual & >,
Employer’s - . a
private health = - (\\ Commercial |
insurance <& - > Insurance - —

(Voluntary) — / | Comp ameS’

Generalists
Motor vehicle’s ownets & PCPs
(Mandatory by the Motor ‘ .
Vehicle Victim Protection Law) Patients paying out-of-pocket i RS RR

Pix source: Adapted from Bodenheimer TS, Grumbach K (2009). Understand health policy: a clinical approach



NUNYBIUIANNITIAUINITFUAINHUULLUAMA (“WHY”)

5115918 ¥UNNAADFULUUNITIAUINITEUAIN: novnukanus:nuaumwuKkvsa U 2562
Payment Systems vs. Care Delivery Models
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NHSO Payment FY2562: Continuum of Care? vs. Fragmented Care??

4 \i
\ cure )

A
Acute Post/sub acute
phase T ° phase
s [PCR \
navnu » Not end b End of life
stage phase
B N\ey/ B ™
nawu hawnu
, | B" B
Intermediate |["" oo
( care J Reb. WLTC
v E— TT™
Gain b Dependent/ IP PC
el Disability phase
g (B 8
‘ nau "“W iy o

Ye7 Long term Palllatlve
care h—»t care 7

( Death > ( Clinical recovery> /" Quality of life Quality of life
\ ~ Re-ablement \_ Independent ~ Good death

Source: W.gy.93501 USnteln. NHSO Payment (2561)



Continuum of Care in the “Care Cycle” for the Elderly:
Multiple Care Models as Part of Integrated Care Delivery Systems

— Long Term care
C"nlc Balance
. hronic care Adjustment
Aging Traveling model
toge;hir Intermediake NUrsing Care
mode model Facility
Rehabilifativ
Reh@¥ifitative Death

Care Facility =
Invasive Palliative
model Care Facility
e Acute care Terminal
are yce Hospital Care
End of Lif
Health care S

model

Source: Tishihiko Hasegawa (2013)



Hospital Care
“Hospital Patient Care Teams”

|
i

Non-Hospital Care

- “Non-Hospital Patient Care Teams’

Primary Care Clinics

Non-Personal Care
(Population Health)

HEALTH
PromoTIioN SURVEILLANCE

RESEARCH MoNiTORING

PUBLIC
HEALT H

COMMUNICATION

DISEASE
FREVENTION

ANALYSIS
RISK

OUTBREAKS

EPIDE MICS

“Public Health Practitioners
& Public Health Administrators”

“Healthcare Administrators’



N1V IUIRANITIAUINITEVAINLUUBIANAT (“WHY ")

ForuM ON VALUE-BASED HEALTH CARE DELIVERY

Value-Based Health Care Delivery

Michael E. Porter, PhD

he challenges of delivering health care in the United

States are receiving growing attention as costs continue to
rise and evidence of uneven quality accumulates.' * These
problems are not unique to America but are raising concerns
in many countries, even those with universal insurance
coverage. My work has examined the structure and orga-
nization of health delivery viewed from a value perspec-
tive, where value i1s defined as the health outcomes
achieved per dollar spent.*

To achieve a high-value health care delivery system,
universal coverage i1s necessary but not sufficient. Universal
coverage is essential not only for equity but also for efficiency.
The lack of universal insurance in the United States creates
much inefficiency. including those that arise from the distortive

Porter

introduce concise thinking and manage diseases better, al-
most all of these efforts take the basic structure of delivery as
a given. Instead, as we have learned in other fields, we need
to achieve consensus on what a high-value health care deliv-
ery system would look like to guide the choices of every
system participant.

Some suggest that empowering consumers is the key to
fixing the health care delivery system. I disagree. Consumers
can play a more active role in improving their health and
participating in their health care, but consumers cannot over-
come today’s dysfunctional structure no matter how much
they are asked to pay. Consumers cannot be expected to
select the best providers and integrate their own care in a
fractured system. Physicians must transform health care de-

Annals of Surgery * Volume 248, Number 4, October 2008

Source: Porter ME (2008). Annals of Surgery, 248(4), 503-509.
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What Is Value in Health Care?

Michael E. Porter, Ph.D.

In any field, improving performance and account-  value is a central challenge. Nor

ability depends on having a shared goal that is value measured by the process

os the i ests and activities of all stakehold of care used; process measure-
unites the interests and activities or all stakenoia- ment and improvement are im-

ers. In health care, however, stakeholders have portant tactics but are no sub-
stitutes for measuring outcomes
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NITUIUNITIAUIATFUAINLUULLUAMAT (“HOW”)

O JANUIBUINITHUATNKUUYTAINTG
Organize into
integrated
practice units
(IPUs)
YYIYNISVINIUSANS 9 - : e oL
Ry o  w Expand Measure ?ﬂwaaWﬁLLazmunu
UATNNUANTINEINTY excellent ! ) outcomes v a
nUrsusaznaulsi services andcosts for  LoYNTIVAUINTI
v v 4  geograpically every patient #1915y Uqeunsazau
ATDUAGUNNWUY y v
WoNlgI5ZNINNEAUNYIUE Integrate Move to o W
care delivery ALY UEINTUNAING
between « > bundled o & o 1
separate paymentsfor | auasnwmnavua (lailinis
care cycles ' a )
facilities s I18UAY episode of care)

o Build an enabling information technology platform

, WAIUITLUUTDUAF TAUNALNDFEUUAUUN A INN15UTZEIUURAZNITINYIY
Source: Michael Porter (2016) U E



NITUIUNITIAUINITHEUNINLUUBIAMAT (“HOW”)

151RBINTITYTUINTIEN T 15?
What do you mean by (People-Centered) Integrated Health Care Delivery?

o = 1

MR INABEN

9

® YIUINITNITIAUINITFUNINIENINUNNRBEIVIYEIVI64 9 (specialties)
* Uﬁiﬂé’m’]isz‘m’i’lﬁﬂiﬁquumw (interprofessional care teams)
* YUNTIENINIVTINGUAW (health care sector) NuaIAUsEYIFIAUN (SDH)

® YIUINITNTEUIUNIAUATNIHUYTENINENTUUINTHUNINITOANNEINA
(organizations)

* Ysann1sszndnanisdasiulsn asaasuguain Snwalse Wundniw (functions)

* YIAUNNTILNIN “care models” dmsuusiaznguyuseyns: acute/hospital
care, emergency care, primary care, subacute care, long-term care,
palliative care & end-of-life care, mental health services

° Uﬂiammﬁsz‘vhamiu‘%msé’ﬁummwmé (clinical medicine) AUNISN19TU
d1519546% (population health)



NITUIUNITIAUINITHUAINUUUDIAMAT (“HOW”)

The Outcome Measures Hierarchy — « o s3maasns

/
) ”
Tier Survival d143eAU
1
Health Status
* Achieved clinical status
Achieved Degree of health/recovery
or Retained + Achieved functional status
* Time to diagnosis and treatment
Tier Time to recovery and return to normal activities « Time to return home
2 * Time to return to normal activities
Process of Disutility of the care or treatment process (e.g., diagnostic errors and - Care-related pain/discomfort
Recovery ineffective care, treatment-related discomfort, complications, or adverse
effects, treatment errors and their consequences in terms of additional » Complications
treatment) ) A L.
* Re-intervention/readmission
Ti Sustainability of health/recovery and nature of * Long-term clinical status
;er recurrences * Long-term functional status

Sustainability

of Health Long-term consequences of therapy (e.g., care-induced
illnesses)

Source: Michale Porter (2016)



NITUIUNITIAUINITHUAINUUUDIAMAT (“HOW”)

“N13InNaaNIENTEAUF S URUBL UM

OQutcome measures

Type 1 diabetes in children and adolescents

Mortality rate

Disease-specific quality of life of patients, such as the MY-Q measuring
emotional well-being, social interaction (with parents, family, friends, at
school), diabetes management (worries, treatment barriers, self-
efficacy, self-esteem or problematic eating)

Parents' quality of life, such as the MY-Q

Time to diagnosis
Time to adequate care
Time to return to normal life

Type 1 diabetes-related hospital admission s for severe hypoglycemia
or diabetic ketoacidosis (number of admissions and length of stay)
Severe hypoglycemia at home

Angiopathy (acute myocardial infarction, stroke)
Nephropathy

Retinopathy

Neuropathy

N/A

Source: Laura Ludtke, Senior Consultant, Jens Deerberg -Wittram (2016)



Outcome Hierarchies for Breast Cancer and Knee Osteoarthritis

Source:. Porter (2010)

Breast Cancer

Survival rate (1-yr, 3-yr, 5-yr, longer)

Remission

Functional status

Breast preservation
Breast-conservation-surgery outcomes

Time to remission
Time to achievement of functional
and cosmetic status

Nosocomial infection

Nausea or vomiting

Febrile neutropenia

Limitation of motion

Breast reconstruction discomfort or
complications

Depression

Cancer recurrence
Consequences of recurrence
Sustainability of functional status

Incidence of second primary cancers
Brachial plexopathy
Premature osteoporosis

Dimensions

Survival

I

Degree of health or recovery

Time to recovery and time to return
to normal activities

Disutility of care or treatment process
(e.g., diagnostic errors, ineffective care,
treatment-related discomfort, compli-
cations, adverse effects)

!

Sustainability of health or recovery
and nature of recurrences

I

Long-term consequences of therapy
(e.g., care-induced illnesses)

Primary Acute Knee Osteoarthritis
Requiring Replacement

Mortality rate (inpatient)

Functional level achieved

Pain level achieved

Extent of return to physical activities
Ability to return to work

Time to treatment
Time to return to physical activities
Time to return to work

Pain

Length of hospital stay
Infection

Pulmonary embolism
Deep-vein thrombosis
Myocardial infarction
Immediate revision
Delirium

Maintained functional level
Ability to live independently
Need for revision or reoperation

Loss of mobility due to inadequate
rehabilitation

Risk of complex fracture

Susceptibility to infection

Stiff knee due to unrecognized
complication

Regional pain syndrome




NITUIUNITIAUINITHEUNINLUUBIAMAT (“HOW”)

00000

Anchor Physician SNF /IRF /LTCH / PT Home Health Readmissions

Epsiode Hospitalization Fee Schedule > Episode

Trigger 90 Days Ends

Moving to “Bundled Payments” for “Care Cycle”
31318 RUEINIUINRITNITYLAINEININUA
(Lailainsaneiqunuwsas visit/episode of care)

Source: https-//accelerohealth.com/bundled-payments/



BUNDLED PAYMENT

Individual Payments @ . Bundled (Single) Payment

t == 4 -
(O] O |

Ng” $

Bundled payment is a single payment to providers or healthcare facilities for all services to treat
a condition or provide a treatment such as a knee or hip replacement. Bundled payments
encourage better coordinated care and more efficiency, as providers won’t be paid more for
delivering more of the services covered by the bundle. For consumers, it's similar to a prix fixe
dinner in that they know the entire cost of the meal.

Source: https://nahueducationfoundation.org/toolkit/Infographics.cfm



NITUIUNITIAUINITHEUNINLUUBIAMAT (“HOW”)

NSUANEY “Integrated Value-Based Health Care Delivery Models”

#1 Hospital Value-Based Purchasing (VBP) Program, USA

#2 Patient-Centered Medical Home (PCMH), USA

#3 Accountable Care Organizations (ACOs), USA

#4 Integrated People-Centred Health Services (IPCHS), WHO



Delivery Model#1: Hospital Value-Based Purchasing (VBP)

® Acute care hospitals receive adjusted payments based on the quality of care they
deliver, with continuously refined VBP measurements

SAFETY CLINICAL CARE

1. CDI: Clostridium difficile Infection . . 1. MORT-30-AMI: Acute Myocardial

2. CAUTI: Catheter-Associated Domain Weights Infarction (AMI) 30-Day Mortality Rate
Urinary Tract Infection 2. MORT-30-HF: Heart Failure (HF) 30-Day

Mortality Rate
3. MORT-30-PN: Pneumonia (PN) 30-Day

3. CLABSI: Central Line-Associated
Blood Stream Infection

4. MRSA: Methicillin-Resistant Clinical Mortality Rate
Staphylococcus aureus Safetv Care 4. THA/TKA: Elective Primary Total
Bacteremia 259% 259 Hip Arthroplasty (THA) and/or 1_’ota'l

5. SSl: Surgical Site Infection Colon Knee Arthroplasty (TKA) Complication
Surgery & Abdominal Rate

Hysterectomy Person and Community Engagement
6. PC-01: Elective Delivery Prior to Person and :
39 Completed Weeks Gestation and Coc Community Hospital Consumer Assessment of

Healthcare Providers and Systems (HCAHPS)
Reduction Engagemen Survey Dimensions:

Communication with Nurses
Communication with Doctors
Responsiveness of Hospital Staff
Communication about Medicines
Cleanliness and Quietness of Hospital
1.  MSPB: Medicare Spending per Environment

Beneficiary (MSPB) (l:)isch:rge !tr?formation
are Transition

CMS’s VBP Domains & Measures (FY2019-2020) 8. Overall Rating of Hospital

Pix source: https://www.qualityreportingcenter.com/wp-content/uploads/2017/09/VBP-IQR-HACRP_HAI_Webinar_Slides vFINAL508.pdf

EFFICIENCY AND COST REDUCTION

VAW e

No



Delivery Model#2: Patient-Centered Medical Home (PCMH)

® Relies on the sharing of electronic medical records (EMRs) among all providers on the
coordinated care team, potentially reduce redundant care and associated costs.

® Primary care, specialty care, acute care (hospital care) are integrated.

® Led by a patient’s primary physician who directs a patient’s total clinical care team.

Pix source: https://www.healthcareplainandsimple.com/understand-health-care/the-future-of-health-care-pcmh.aspx



Delivery Model#2: Patient-Centered Medical Home (PCMH)

e.g. Registration,
Empanelment, Catchment @

MEDICAL HOME )/ |

MAPPING e.g. Patient Journey,

Value Stream Mapping

©,

COLLABORATIVE
WORKFLOW DESIGN

e.g. Outcome @

INCENTIVE MANAGEMENT
Measurement, & ANALYTICS
Payment St )
' 5%-?-@
o= *§ .
Moasure Incontive Namber
CLINICAL
INTEGRATION
e.g. Digital Solutions

. Email

e.g. Consultation,
Referral Systems,
Coordination,

Collaboration,

Integrated Care

Pix source: https://rnrindc.files.wordpress.com/2010/06/pcmh.jpg



Model#2: Patient-Centered Medical Home (PCMH)

e.g. The Journey of Heart Failure Patients [ - eeresiscore

v Laboratory work-up
(kidney, liver, electrolytes)

v NPs
v Lung/IVC echo
v Chest X-ray
v Stevenson Classification
v NPs point-of-care*
v Lung/IVC echo*
* If ovailable
Emergency
v Everest score
© v Weight change
v Electrolyte monitoring
— ® v Estimated plasma volume
2 = - v Echocardiograph
HF Patient |n-paf|enf [2) rogrophy
Pre-hospital @®  Hospitalization

X 08 e

® Cardiologist  Nurse Primary Care
Physician
@ ° Out-patient
” ) Discharge

Everest score

. v
v “Dry” weight
v NPs
v Estimated Plasma Volume
o v Lung/IVC echo
Chronic

Post-Discharge

Patient reported dyspnea and edema
Weight change (difference/dry weight)
Estimated plasma volume

NPs (difference/dry BNP) point-of-care
Phone/Telemonitoring, embedded
clinical decision support

K L "

Pix source: httn///heartfailure.onlineiacc.ore/content/earlv/2017/12/07/i.ichf.2017.09.023
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(NEJM
Cata IYSt New Marketplace

Nina Jain, MD, MBA, MSc, Toyin

Level‘aging IPU PrinCipleS in Okanlawon, MD, MPH, Kirsten

. Meisinger, MD, MHCDS & Thomas
Primary Care W. Feeley, MD
Case Study -

Cambridge Health Alliance, USA

Source: WHO (2015) WHO global strategy on integrated people-centred health services 2016-2026 Executive Summary



Q: How Should A Workflow in Primary Care Clinics Be Organized?

Traditional Schedule
Traditional clinic schedules structure workflow around PCP appointments.

Primary care Medical Nurse Medical

Time physician assistant 1 RN practitioner assistant 2
8:00 Patient A Aps :tif et':: i‘t\h Triage Patient H A: astiisetn\:iah
8:10 Patient B Aps :ti?;,xi;h Patient | A;:ltfctam :h
8:30 Patient C A::ti?et,::iéh Patient) A;:it?:x }h
9:00 Patient D P Patient K patient K
9:30 Patient E A: :t‘?:,::iéh Patient L A:::?etr::lth
10:00 Patient F A:::fet:t'if:h PatientM Apsastiisetnvtvihtllh
10:30 Patient G Aps :t';c::,:: iéh Patient N Apsasti?:nv;iltih

Source: Union Square Family Health, Cambridge Health Alliance, developed with David Margolius, MD

NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society



Q: How Should A Workflow in Primary Care Clinics Be Organized?

“Practices at the Top of Licenses”

Evolving Schedule

Union Square reorganized workflow to reflect team-based care and place patient time at the
center of staff attention.

Primary care Medical Nurse Medical
Time physician assistant 1 RN practitioner assistant 2
8:00 Huddle
8:10
E-visits and Panel
phone visits management
8:30 Acute patients
) . RN care
9:00 Complex patient management
9:30 Complex patient
E-visits and
Coordinate with phone visits Panel
n h itali
10:00 o:: ::ias';‘tsst:nd BP/DM management
coaching
10:30  Huddle with el Huddle with MD

RN, NP
30 patients are seen or contacted in the first 3 hours of the day.

Source: Union Square Family Health, Cambridge Health Alliance, developed with David Margolius, MD
NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society



“Traditional Work Flow in Primary Care Clinics”

Preventive Chronic
Med Disease Medication New Acute
Intervention Monitoring Refill Complaint Test Results

NN [ S

Customer Customer Customer Customer Customer

Provider

Customer

/Customer Customer Custo:er \
Referral to
Healthcare Mental Specialist Certified
Support Case Health after Medical Clinical
Team m Provider Assessment Assistant Dietician Pharmacist

Pix source: Southcentral Foundation & Institute of Healthcare Improvement (2010)



“Redesign: Parallel Work Flow in Clinics”

Patient-centered care pathways, risk adjusted for each group of patients

Chronic
" ¢ of study Preventive Dlselfase
Medication Tlestrosulsnfo . intemey Gariors
refill intervention Acute Mental
Health
o Undiagnosed or In clinic Concern
Chronic disease changing new point of care
monitoring onsumer concern testing
Custors Customer
Customer C“smme' CustomeiGustomer Customer Customer
C stomer
Customer Customer
Customer l
Certified Behavioral
Case Clinical PR Medical Health
Healthcare : : i ietici
Manager Pharmacist ( Provider \ Assistant Dietician Consultant
Support —— <> y 74— <> <>
Team Se=’

Pix source: Southcentral Foundation & Institute of Healthcare Improvement (2010)



Patient-Centered Integrated Care Delivery:

“Care is no longer primarily based on visits/episodes of care.”

View Menu

Previsit

The time of recognized
need or risk by system
or time of patient
contact to check-in

Care team plans for the
encounter

PN
( Visit )
\ Seew P
Time of check-mn to
departure from health
center

Patient’s encounter
with clinician and
care team

Post-visit

Departure to
completion of visit
plans/actions

Between visit
Completion of visit
plans/actions to

previsit

Care management

Source: Kristen Meisinger, Cambridge Health Alliance (2018)




Delivery Model#3: Accountable Care Organizations (ACOs)

® Focusing on coordination and data sharing among team members to help achieve

these goals among their entire patient population.

Payer Partners

Insurers
Employers
States
CMS

® Clinical and claims data are shared with payers to demonstrate improvements in

outcomes such as hospital readmissions, adverse events, patient engagement, and
population health.

Source: PricewaterhouseCoopers/DHG; Pix source:



Delivery Model#3: Accountable Care Organizations (ACOs)

® Physicians, hospitals, and other healthcare providers work as a networked team to
deliver the best possible coordinated care at the lowest possible cost.

oo *er? 200

¢ Uy W=y 2 o Wy '
B SRR SRR S
Independent Alignment Integration

All Providers

Consumers
Employers

Physicians
Medical Groups
Risk Shift Hospitals
Government Payors Other Providers

Health Plans

Source: PricewaterhouseCoopers/DHG; Pix source:



Delivery Model#4: Integrated People-Centred Health Services (IPCHS)

d/’@ World Health

s Hea
W3V Organization

ﬂ About us v Health topics v News v Countries v Emergencies v

Service delivery and safety

Service delivery and safety WHO global strategy on people-centred and

integrated health services
About us

Areas of work S i
reas of wor Publication details

i:i Number of pages: 48

Publication date: March 2015
Languages: English

WHO reference number:
WHO/HIS/SDS/2015.6

Downloads

— WHO global strategy on people-centred
and integrated health services

— Executive summary

Source: WHO (2015) WHO global strategy on integrated people-centred health services 2016-2026 Executive Summary



Delivery Model#4: Integrated People-Centred Health Services (IPCHS)

Other
sectors:

., o -
Health Service | | education,
sector: delivery: “ sanitation,

governance, networks, social assistance,
financing & facilities & ; labour, housing,
resources practitioners environment

- & others

Source: WHO (2015) WHO global strategy on integrated people-centred health services 2016-2026 Executive Summary



Delivery Model#4: Integrated People-Centred Health Services (IPCHS)

“A future in which all people have
access to health services that are provided in a way
that responds to their life course needs and preferences, are coordinated across

the continuum of care and are safe, effective, timely, efficient and of azccptable quality”

Strategic Goal 1: Strategic Goal 2: Strategic Goal 3: Strategic Goal 4: g} Strategic Goal 5:
Empowering & Strengthening Reorienting the model Coordinating Creating an

engaging people governance & of care services enabling

accountability environment

4 Strategic Objectives N
1.1 Empowering 2.1 Bolstering 3.1 Defining service 4.1 Coordinating 5.1 Strengthening
and engaging participatory priorities based on care for leadership and
individuals governance life-course needs individuals management
and families 2.2 Enhancing and preferences 4.2 Coordinating for change
1.2 Empowering mutual 3.2 Revaluing promotion, health 5.2 Striving for quality
and engaging accountability prevention and public programmes improvement
communities health and providers and safety
1.3 Reaching the 3.3 Building strong primary 4.3 Coordinating 5.3 Reorienting
underserved & care-based systems across sectors the health
marginalized 3.4 Shifting towards workforce
more outpatient 5.4 Aligning
and ambulatory care regulatory
3.5 Innovating and frameworks
incorporating 5.5 Reforming
\ new technologies payment systems/

Source: WHO (2015) WHO global strategy on integrated people-centred health services 2016-2026 Executive Summary



Delivery Model#4: Integrated People-Centred Health Services (IPCHS)

World Health % : _ : : .
rganization Integrated primary health care-based service delivery

o

Health Topics v Countries v News v Emergencies v

Service delivery and safety

Service delivery and safety Integrated primary health care-based service
delivery in the Global Conference on Primary
About us Health Care, Astana, Kazakhstan
Areas of work
NOVEMBER 2018 | GENEVA =N r
-- The Global Conference on ~C @ {NJH':NLE N-l«:t
Primary Health Care took ON PRIMARY:
place in Astana, Kazakhstan, L ';’_,; T -
on 25-26 October 2018 and HEALTH
brought together 2050 -

delegates from 147 countries.
The conference was held at
the Palace of Independence
and was co-hosted by the
Government of Kazakhstan,
WHO and UNICEF. The aim
of the conference was to commemorate the 40th Anniversary of the Alma-Ata
Declaration and to renew political commitment to placing primary health care (PHC) at
the heart of achieving Universal Health Coverage (UHC) and the Sustainable
Development Agenda.

Source: www.who.int/servicedeliverysafety/areas/people-centred-care/news/ipchs-astana/en/



Level of Healthcare Delivery Systems
(With Referral Systems, Mainly Acute Care)

(Supra-tertiary/Quaternary Care Services)

Tertiary Care Services

Secondary Care Services

Primary Care Services

(family doctor-type services)

Community ]
(Self-care) N198157138UEVYAF1U/Primary Health Care

(population-level, public health-type functions)

n JEUUERD

(Referral systems)

v



Primary Care Team’s Function
(“Care Coordination”)

Specialized care r——
mental
B health unit
control -
centre
Diabetes clinic ngspl;grafi
Referral for
\ multi-drug resistance
Referral for
complications

Diagnostic services

CT
Scan

» Diagnostic support

Cytology
lab

Pap smears

Waste

Environmental
health lab

disposal

inspection
P

Mammography

P

Specialized
prevention services

Cancer
screening
centre

Surgery

Emergency Hospital
department P
f Maternity
Traffic .
accident Placenta
praevia /L

Community
Gender
violence

Hernia

Training centre

Alcoholism
Alcoholics
anonymous
Women’s
shelter NGOs

Pix source: WHO (2008) The World Health Report 2008, Figure 3.5



Care Coordination Innovations
(UnitedHealth Group, US)

PR

Holistic Member View Personal Action Plan

)

. —_— «
'.—: - —j__ ‘ 2
S - ° ; E{

Interactive Coaches, m‘

Personalized Portal, PHR, Online Communities, Onsite Resources,
Messages and Email Tools and Trackers Biometric Kiosks, etc. Direct Malil Cell Phone

Personal Care Consultant

Pix source: Lewis G. Sandy (2010). AcademyHealth 2010 Annual Research Meeting June 29, 2010



Pix source: online.wsj.com



NITUIUNITIAUINITHEUNINLUUBIAMAT (“HOW”)

. . Reducing _
N 1 =
#.4 L‘U@%JI‘:’J\‘!SUWJNHO’MWEIJ’IUW@L‘WEJ Barriers
=Y Y =Y =

#3 Wasulauguuuuvas Changing
n133anulRuInITHUA N Care Delivery

#2 YSuguuuupnudunug

Building
seudneiuguawuazduqe  Relationships

#1 29NUFIY Laying the
d1usun1sugsu Foundation

Engaged Leadership

Source: Wagner EH, Coleman K, Reid RJ, Phillips K, Abrams MK, Sugarman JR. The changes involved in patient-centered medical

home transformation. Prim Care. 2012;39(2):241-259; Pix source: Adapted from Kristen Meisinger, 2018.
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