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Don Berwick

“The source of energy at work is not
In control, it Is In connection to
purpose.”




It Cannot be Done Alone

* A primary care physician with a panel of 2500 average patients will spend:

* 7.4 hours per day doing recommended preventive care [Yarnall et al. Am J Public
Health 2003;93:635]

* 10.6 hours per day doing recommended chronic care [Ostbye et al. Annals of Fam Med
2005;3:209]

= 18 hrs per day, with no time to address the patient’s agenda



From “Cup Runneth Over”...

Medical Assistant/Care

Provider Coordinator

Behavioral Health Clinical Pharmacist Physical Therapist
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To “Share the Care”

Medical Assistant/Care
Coordinator

LCSW/Behavioral

Health Physical Therapist Clinical Pharmacist




Stanford Coordinated Care Team

2.0 FTE MD (300 pt/FTE), 1 RN CNS, 1 LCSW, 0.6 FTE PT, 1 clinic manager, 1 receptionist, 4
care coordinators/medical assistants (120 pt/cc)




SCC Wonderful Care Coordinators!

SCC patients want one person
they can count on who can
manage communication

with the team.




From MA to Care Coordinator

 CREATE NEW JOB CATEGORY AND PAYSCALE to reflect greater skills and
responsibility

 RESPONSIBILITY for patients in their panel rather than simply perform a set of
TASKS

e STAY WITH PATIENT throughout the entire MD visit
* DOCUMENT THE VISIT

* PERFORM ASSESSMENTS

 BUILD A RELATIONSHIP WITH PATIENTS

* CASE PRESENTATION BY CC at team meeting
 Build skill of hearing/telling the patient’s story
 Build skill of patient assessment using SCC tools



Four MA Levels at Stanford MA1

* MA1 8 out of 8 functions

* Patient Rooming

* Vital Signs

Preparing Medical Records
Patient Phone Calls

Stocking of clinic area
Medication and supply ordering
Check-in/Check-out

Record Retrieval



Four MA Levels at Stanford: MA 2

* MA2 Meets MA1 Responsibilities PLUS 8 out of 10 functions listed below

* Specimen collection/Point of Care Testing

e Customer relationship management

* MyHealth and inbox message management
* Injections and other in-clinic procedures

* Assist with physican procedures

 Assist with billing and referral inquiries
 Disability paperwork management

* Patient phone calls
(including scheduling or discharge phone calls)

* Rx Refill
* Processing Prior Authorization
* Abstraction



Four MA Levels at Stanford: MA 3

MA3 Meets MAZ2 Responsibilties PLUS 7 of the 8 functions listed below

Care Coordination for a panel of patient needs, which includes tracking that patient
referrals and testing are completed

Schedule management responsibilities for a patient panel
Patient outreach to address gaps in care & follow-up
Precepting new Medical Assistants

Internal Clinic audits

Surgery Scheduling for Practice

Expedite communication between patient & provider

Process Improvement work
(at least 3 A3s submitted each year)

MA Certification completion
Health Coaching



Four MA Levels at Stanford: MA4

* MA4 Meets MA3 Responsibilities PLUS 4 out of 5 functions listed below
* Home Visits

* In clinic patient flow management including clinical documentation in
partnership with physician

* Accompany patients to visits outside of the clinic
* Manages own patient panel & schedule of patients

e Serve as "lead" for clinic



Stay With the Patient Throughout the Entire Clinic Visit and Document the Visit

* Flow of the clinic visit
* Vital signs, “What bothers you the most?”
* Health maintenance and chronic disease monitoring tests

* Scribing the visit:
* The patient’s story listed by problem
* Physical exam
* Plan: initial entry of medications, diagnostic studies, referrals
e After visit summary, planning follow up and support



Perform Assessments

e At the visit:

* Point of care testing like A1C, glucose, urine dipstick, Hct
* Lining up health maintenance and chronic disease monitoring

* Between visits:
* Health maintenance
e Studies to monitor health conditions



Let’s see the model at work at Bellin

* Youtube.com Bellin Team Care The Office Visit 3 min 31 sec



Care Coordinators Build a Relationship With Patients

 Patients with chronic conditions want an accessible single point of contact
they can trust: care coordinator

During office visits

Contact between visits based on patient need
Fielding incoming phone calls and e-mails
Supporting with depression/anxiety or crises

Nastasia’s stories



Responsibility for Patients in Their Panel

Authorizations

Diagnostics

Procedures

Consults

Medication refills and adherence

Establish goals and follow up of action plans with patients with chronic health
conditions



Protocols to Address Care Gaps Independently

Immunizations

Diabetes planned care
Health maintenance

Asthma care

Chronic condition monitoring

Protocols available at http://med.stanford.edu/cerc/education/team-
training.html



HEDIS: SCC Results
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Medication Refill Protocol

Medication Refill Protocol
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Analytics Risk Dashboard
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hly “Speed Dating”

e Each care coordinator conferences
with relevant clinician on CC panel
they share

 Each CC works with each clinician —
allows for cross-coverage

* Focus on “red” areas —immediate risk for
poor outcome

e CCpanel~100
 No one “falls through the cracks”
e (Care gaps also addressed



Time for Questions and Comments




Patient Activation Measure: 13 Question Survey

* Guides interactions with patients
* Qutcome measure for the program

Level 3 Level 4

Level 1 Level 2

BUILDING KNOWLEDGE TAKING ACTION MAINTAINING BEHAVIORS

AN(D)
CONFIDENCE

STARTING TO TAKE A ROLE

Increasing Level of Activation




Increasing Activation as an Outcome Measure

Comparative Values by PAM Levels
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Predicted Patient Costs (S)

Cost Savings Potential with Increased PAM

Predicted Average Per-Capita Costs 2 Years Later by Change in PAM Level:
Hibbard

$8,138 $8,385
9000 -

8000 - $7,074 $7,290 $7,290
2000 $6,401 $6,465

6000 -
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4000 -
3000 -
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1000 -

0 -

— I~ —1 —

Level 4 both time / Move Level 3to \ Level 3 bothtime Move Level 4to /Move Level 1 or 2 \Move Level 3or4 Level 1or 2 both
periods Level 4 periods Level 3 to Level 3or4 to Level 1 or 2 time periods

Predicted costs are based upon regression models with log transformed costs that control for age, sex, chronic conditions, natural logarithm of
income and percent of care that was received in-network. Costs were retransformed from log dollars using the Duan smear factor.




Demonstration of Higher Level MA Duties

* Youtube.com Bellin Team Based Care Between the visit work flow 4 min 45
sec



Clinic Huddle

Key points:

Ambuiatory Care Dally Huddie Sheet
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Communication / Trust

Unity around mission

Team room

Clear roles but mutual support
Huddles

Sharing interactions with patients

Dashboard to plan support for patients

Team meetings to present new patients and plan
care

Team operations meetings



Recruiting the Right Staff

e Consider group interviews with the team

* You cannot teach “empathy”
* Ask for an example of when they went out of their way to help a patient.
* Pose a scenario



SCC Story: Nastasia

How do you interview a candidate to make sure the
person has empathy and will be a good team member?



“Stopping the Line...”

* Addressing problems as they arise

* All staff empowered to call out problems and work on solutions (even when
problems are caused by leadership

e RESPECT at all times!



A3 for Problem Solving

1. Whatis the problem or gap? 2. What are the root causes?
Phone calls from patients dropped Front desk, especially lunch
Team room

4. Which actions will address the 3. Based on data, what are the

most important causes? causes in order of importance?
Stagger front desk break with No coordination with senior care

Sr Care front desk front desk staff

CC take turns being “on” for CC not always there to take direct calls

team room calls



A3 for Problem Solving

1. What is the Problem or Gap?
-What goes in an action plan vs. what
goes in patient instruction in clinic note?

3.Which Actions will address

the most important causes?
-Standard work around updating action
Plan and instructions at regular intervals
-Motivational interviewing practice
-Note review in speed dating once a
Month with MD’s

2. What are the root causes?

- Action plans and follow up overlapping?
-Action plans not being updated/followed
-Old data in new clinic note

-Patient’s dis-engaging or tired of action plans

4. Based on data, what are the causes

in order of importance?

1. Patient’s losing interest/motivation
around action plans

2. Standard work not being done around
action plans and check in’s

3. Action plan and patient instructions over

lapping



Welcoming a New Team Member

* Team roles: shadow each team member

* Work along side experienced provider

* Review how to solve problems

* Welcome feedback: “New eyes” can teach you about your program!




Training/On-boarding

* Mission of the team
e Skills review

* Tools, including EMR

* Workflows

* Protocols

e Know what the business is
 How the organization is supported
* Insurance benefits

e Resources



Joy In Practice



Stressors

e Patient issues
* \Worksite issues
* Personal issues



Compassion Satisfaction

The pleasure we derive from being able to do our work well.

A feeling, belief , and/or value that our professional role is a way we can assist or
support people, perhaps humanity




Compassion Fatigue

The cost of caring for others in emotional and physical
pain
* Deep physical and emotional exhaustion

* Pronounced change in the Helper’s ability to feel empathy for
their patients (as well as coworkers and loved ones)



What does compassion fatigue look like on the job?




Effects of Compassion Fatigue

\_Human Doing?

CStress-reIated illness W ( e Anxious, Irritable )
eSleep issues e “Low Morale”
e Appetite issues e Stop listening
eNon-motivated e /N Rumors, gossip
eTardy/Absent Social Withdrawal
o
J
- ™
_ . e /I Distracted
e What is my life’s e N Mistakes
purpose’? e L Memory
: e | Prioritizing
e Human Being vs.
J




Promoting Personal Resiliency

e Pay attention to how your past may be affecting your present

* Vicarious or secondary trauma from past job
* ACEs
* Unrealistic expectations, etc

* Take care of yourself



Promoting Personal Resiliency

e Create boundaries
and thresholds with
entry and re-entry rituals

 Touchstones




Promoting Team Resiliency

* Enhanced MA role enhances “meaning” on the job
* MA scribing a big plus for providers and patients, “magic dust”

* RN role enhancement increases satisfaction



Promoting Team Resiliency

* Meet regularly

e Start staff meetings with the opportunity to breathe, become
“present”

* SCC’s Team Jar for “thank you” notes

* Avoid “divide and conquer” undermining of team — single team
dialogue

Do we have, or want to create, a work culture in which member of
the team can compassionately tell a coworker that he or she may be
showing signs of CF or burnout?



Leaders Promoting Joy in Practice

* Open door/listening/learning communication
skills

* Debriefing
* Team building and development
e Sustainable workload

* Increase participation in decision making and
job control

Supervision and mentoring

Recognition, fairness, and justice

Cross training and new skills

Humor

Promote good relationships within team



70% of Team Engagement is Due to the Team Leader

* Effective leaders know:
* What their people are doing
* How their people are feeling
* Strengths of their people and how to support them



* Questions, comments?

* nposo@stanfordhealthcare.org
 adlindsa@stanford.edu
* Youtube: Bellin Team Based Care

* Protocols available at http://med.stanford.edu/cerc/education/team-training.html

* AMA Steps Forward

* Tune in for a follow up webinar on New RN Roles July 30 12-2 pm
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