AWV
Learning Lab

April 18, 2024
2:00 pmto 3:30 pm ET




Learning Lab Documents NAACOS

* Agenda

* Learning Lab Note Template — used to add takeaway

information for future use
* Presentations by Member ACOs

* Meeting recordings and documents found on Learning Lab

under Education & Events on the NAACOS website.



http://www.naacos.com/

Housekeeping Items NAACOS

*  The learning lab is meant to be a classroom type of setting

*  We request that participants be on camera whenever possible. This helps
keep you engaged in the meeting material and place faces with names of
participants.

* Questions are not only welcomed, but they are also imperative to enhance
everyone's learning experience.

*  We may call on you at any time for your opinion on the current topic of
discussion

* Please mute your microphone when not speaking and unmute when
speaking.

* Please add your First and Last Name to Zoom.
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Agenda NARGOS
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Speakers
2:00 pm-2:10 pm Learning Lab Opening Melody Danko-Holsomback,
Intfroduction NAACOS
2:10 pm-2: 40 pm Care Coordination in Primary Care Angela Zavala DNP APRN FNP-C,

Nursing Director, Megan Bjerrum,
LPN Care Coordinator, and
Stephanie Anderson, LPN Care
Coordinator, Primary Care

Pariners

2:40 - 3:00 pm The Medicare Annual Wellness Visit Kevin McNeill, MD, Associate

Opportunities Medical Director, Lehigh Valley

Accountable Care Organization,
and Lehigh Valley Physician
Hospital Organization.

3:00-3:10 pm AWVs: Oh The Possibilities Melody Danko-Holsomback,

T NAACOS
3:15pm-3:25pm QandA Aftendee participation
3:25pm - 330 pm  Adjourn Melody Danko-Holsomback
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Angela Zavala DNP APRN FNP-C,
Nursing Director
Primary Care Partners

Megan Bjerrum, LPN,
Care Coordinator
Primary Care Partners

Stephanie Anderson, LPN,
Care Coordinator
Primary Care Partners




Speakers NAACOS

Kevin McNeill, MD

Associate Medical Director, Lehigh Valley
Accountable Care Organization, and Lehigh Valley
Physician Hospital Organization.

Melody Danko-Holsomback, MSN, CRNP
VP of Education, NAACOS




Care Coordination in
Primary Care




OBJECTIVES

0 CARE COORDINATION MODEL

O ANNUAL WELLNESS VISIT WORKFLOW AND
DATA INTEGRATION FOR PATIENT PLAN OF
CARE

O TRANSITION OF CARE AND CHRONIC
CARE MANAGEMENT PROGRAM

0 COLLABORATION OF CARE
COORDINATORS WITH CARE TEAM

0 OUTCOME IMPACT WITH THIS MODEL



ABOUIRES

Angela Zavala DNP APRN FNP-C

Angela is a board-certified Family Nurse Practitioner by the American Academy of Nurse Practitioners. Working in
healthcare for over 20 years she has experience in adult and neonatal intensive care, ambulatory surgery and
primary care. She has worked as a nurse practitioner at Primary Care Partners in Lincoln, NE, for the last 5 years.

In od?i’rion to herrole as a clinician, she is also a member of the leadership tfeam and serves as the Nursing
Director.

Megan Bjerrum, LPN, Care Coordinator

Megan has been an LPN since 2007. After working in long term care for 7 years made the decision to focus her
nursing career on more preventative care and started working at Primary Care Partners. She has worked as a

Care Coordinator for the last 5 years with the emphasis of her role being performing Annual Wellness Visits for
Medicare patients.

Stephanie Anderson, LPN, Care Coordinator

Stephanie is a Care Coordinator at Primary Care Partners and for the last 4 years has led the Chronic Care
Management program for complex patients. She graduated in 2013 from Southeast Community College in
Practical Nursing and is licensed in the State of Nebraska. She also has an MBA and bachelor’s degree in

management with certificates in sales and marketing, accounting, human resources, and office management
from Peru State College.




90% insurance
payments

13 providers, 5
/ owners

3 locations (all

" owned) /5 employees

Medicare
patients: 4100

ACO-One
Health NE
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Value of Care Coordinators

“Care coordination in the primary care practice involves deliberately organizing
patient care activities and sharing information among all of the participants
concerned with a patient's care to achieve safer and more effective care.”

Care Coordination. Content last reviewed August 2018. Agency for Healthcare Research and Quality, Rockville,
MD.


https://www.ahrq.gov/ncepcr/care/coordination.html

CARE
COORDINATOR
PRIMARY ROLES

O1

In our Clinic:
5 Care Coordinators Annual
*4 CC perform AWV. Each CC Wellness Visits

manages 2-3 provider's AWV for
confinuity

*1 Care Coordinator Manages
CCM

*TOC calls shared among the's
@(C

02

Transition of
Care

03

Chronic Care
Management



Preventative Health Maintenance

ANNUAL Risk Stratification

W ELLN ESS ( Medication and Health History
VlS |TS \ Reconciliation

-
Functional Assessments-Fall risk, Home Safety

Assessment, Memory Assessment, Barriers

G

Advanced Care Planning




ANNUAL
WELLNESS VAISES
WORKFLOW &
PREVENATIVE

GUIDE

*Preparation

*Records & Documentation
*Discussion

*New orders

*Collaboration

PR|MARY
PARTNER

Patient Mare, RO&
Todays Date:
Annual Wellness Preventive Plan
Who qualifies/frequency Last Rex Due Next N/A

‘Abdominal aortic aneurysm
screening

Family history of abdominal aortic aneurysm or a man
between age 65-75, who has smoked at least 100
igarettes in life/once

Alcohol misuse

Those who use alcohol but don’t meet criteria for
depen

Breast cancer screening

Women age 40 and older/yearly

Dexascan/ Bone Mass.

65/0lder with diagnoses R/T osteoporosis or estrogen
Deficiency/ every 2 years

Cardiovascular disease (lipid
profile)

All/every 5 years (more frequent if abnormal)

Cervical/vaginal cancer

All women/ 3-5 years

Colorectal cancer screening

‘All patients age 45 and older

Depression Screening

Alljyearly

Diabeles screening (fasling
glucose)

AlL/2 times per year

Diabetes screening and self-
management training

Those with diabetes

Glaucoma testing

Those at risk/yearly]

Hepatitis C screening

Those born between 1945-1965 OR prior illicit drug
use, OR a blood transfusion before 1992/once

HIV screening

Those at risk or ask for test/yearly

Lung cancer screening (low dose
CcT)

Those age 55-77 who smoke (or quit in the last 15
years) and have a 20 pack-year history/yearly

Obesity screening and
counselin;

Those with body mass index of 30 or more/not stated

Prostate cancer screening

Men over 40/yearly/PSA blood test

Influenza vaccine (flu shot)

Alljyearly

Prevnar 20 (pneumonia vaccine)

‘Allionce 65 and over (must be given >Lyr after Prevnar 13
or Pneumovax 23; if patient received complete series
Prevnar 13 & Pneumovax 23 give >5yrs after series)

Prior pneumococcal vaccination,

Those under 65 with preexisting condition

Tobacco use/ cessation

Those who smoke/varies

Wellness visit

All with Medicare B longer than 12 months/yearly

Services not

covered under Part B Medicare but MAY be covered under Part D

Shingrix (2 shot series) Varies/varies/varies
Zostavax (shingles shot) Varies/varies/varies
Tdap vaccine Varies/varies/varies
(tetanus/diphtheria/pertussis)

Td (tetanus/diphtheria) vaccine | Varies/varies/varies
COVID series Varies

Updated 10/23




ANNUAL WELLNESS VISIT

AWV occurs several days prior to the
FRENEMEREFEALEH SRR patient’s annual comprehensive exam.

Preventive Health - Patient confirms that she. - wears a seatbelt, - wears sunscreen and < has a living will -,

but denies having unlocked guns in the home, © any spousal abuse or © being a victim of family violence © CC ObTOinS perﬂ ne n'l' records pre pO res

COLORECTAL SCREENING: Colonoscopy: Normal (11/17/2017), *Comments: no further testing needed

(11/17/2017) - H H H
BONE DENSITY: Patient Declines Further Dexa Scans Dexa, Bone Density: Osteopenia / AMI/2yrs (04/04/2022) STO n d | n g Ord erS for preve n TO Tlve Scree n | n g
MAMMOGRAM: Patient Declines Further Mammograms Mammogram: Normal (04/04/2022) -

PAP SMEAR: was last done 2005 with normal results- No Further Testing - d U e To be Col Y |p | eTed
INFLUENZA VACCINE: was last done 11-1-2023 Recommend Annually -
PNEUMOCOCCAL VACCINE: was last done Prevnar13: 11-19-18. Pneumovax: 5-2-15. Prevnar 20: 4-1-2024.

TETAMUS VAGCINE: was last done Tdap: 5-8-16. The next one is due 2026 - Communication with provider prior to

SHINGLES VACCINE: Patient Reports That She Never Had Chicken Pox -

COVID-19 VACCINE: was last done Moderna Bivalent: 11-1-2023 © RSV-Abrysvo: 11-20-2023 Comp exam 'I'O Close The |OOp on iSSUGS,
RISK STRATIFICATION:: bOrrierS, gOpS ih care.

Age: 80-84 -
Hospitalizations (annually): Two or more

Non-Admissions ER visit (annually): One to Two
s Pl = o8 o - AWV documents scanned and completed
Chronic Condition Diagnosis: Three or more, conditions are stable and well controlled. H H

Behavioral/cognitive diagnoses: One or more for prOVI d er reVIeW

Cancer diagnoses (within in last 2 years): None - Potential significant risk factors include: declining eyesight,

chronic weakness or fatigue, at risk for falls, lack of family support chronic pain

RISK LEVEL: High Risk: Patient has multiple chronic conditions, or a catastrophic condition, with complications, and

significant risk factors. - date risk stratification complete: 4-1-2024 - completed by: MBjerrum LPN ©




TRANSITION OF
CARE
CALLS AND

VISHS

Contact with
|en=E m, patient within 5
Q- m— ’ 2 *ﬁ" days of
I . discharge

Hospitalization

Contact with
patient within 48
hours & office
visit with provider
to follow within
14 days of
discharge



Transition of Care

Medication Reconciliation

Assessment of potential barriers to the
|> plan of care from hospital

Early intervention and communication
with provider if potential complications

CC: Ms. 15 81 year old White female. she s a ransiion of care patient. This will be a telephone follow up from recent hospital stay: Information s provided by the the patient
Date of Admission was 7-15-2021, Date of Discharge was 7-16-2021. Medical problems to be addressed include Pneumonia/ weakness. The following lab tests were done: CK-MB, baponin |, CK/
Myoglobin, CBC, blood and urine cuture, hepatic function panel, INR, basic metabolic panel,total T4, TSH, Lipase, Procalcitonin. The following radiology tests were done: chestCT, chestx-ray. The
following procedures were done: EKG Current symptoms are coughing improved now justa dry cough, temp normal, ired and notsleeping well. Patientreports no questions or concerns athis

tme. Reviewed discharge istructions with patientfamily member and questions answered. Medications reviewed and reconciled. Face to face appoiniment made for 7-23-2021 Symptoms started
on 12:2021




PR|MARY CARE
PARTNERS

Providers notify CCM nurse of high-risk
patients

Individualized care plan developed

20 minutes of time per month for patient
coordination of care

Improves tfreatment plan adherence and
early identification of problems

Collaboration with providers and updates
with care plan and patient care needs

Your Partner in Health

IMPORTANT INFORMATION REGARDING
CHRONIC CARE MANAGEMENT

Dear

We enjoy and appreciate the opportunity to provide you with ehensive primary care. Insurance

'y In a p:
team and the patient to maintain the best pumhle health. Examples include diabetes, high blood
pressure, heart disease, depression and others.

What is chronic care management?

Your physician and primary care team will careful monitor and provide comprehensive care for your
chronic health conditions in a systematic way to supplement regular office visit care.

How can you benefit from chronic care management?
> Youwill receive monthly calls from your care coordinator: _Steph A, LPN

You will have preventive care services scheduled, many of which are covered by your insurance,
and your medications will be closely monitored.

Y

> Youwill receive a personalized, comprehensive plan of care for all of your health issues.

> Your care will be coordinated by your physician and staff, including care you may receive at other
locations, such as specialists’ offices, the hospital, other health care facilities, or your home.

Please let us know if you have questions about his new benefit.

Sincerely,

Brandon Webb, MD

BW/sja
SusanJomaon, Do Bjer VD Angely ol APRN DN _Kathen iffer, APR
: Vood Lincoin, Ne. 68506
Nathan DeNel, DO Brasdon Wb, MD FAAFP Derek Hut okowski, APRN NP Ashely Gunderson, PA-C
i 2

Rachel Blake, MD FAAFP MD  Kate Dannewitz, APRN NP

1245 6w 5t Lincoln, NE 66555
leph Fax:




B Goals
Add Goals tom

=] Goal-HTN Decrease blood pressure with a goal of maintaining blood pressure less than 130/80. , Maintain adequate blood pressure to reduce the risk of
target organ damage. Cardiovascular disease including heart attack and heart failure , Stroke , Kidney Failure , Retinopathy with risk of blindness , Continue
appropriate follow-up visits with your doctor as advised.

B Goal-Hyperlipidemia Increase HDL levels, and decrease total cholesterol, LDL, and triglyceride levels. , Make lifestyle modifications to decrease the risk of
0% cardiovacular disease. , Attend follow-up visits with health care provider as advised.

Goal-Diabetes Maintain adequate glycemic control to minimize the risk of macro and microvascular lications. Complications of diabetes
[E includes: cardi disease disease, peripheral vascular disease, peripheral i kidney disease ing to
0% failure, Goal for glycemic control is a HgbA1C of <7% according to the ADA and <6.5% according to the AACE. , Attend follow-up visits with doctor as
advised.

B Chronic Care Management
E Goal-Depression and/or Anxiety Optimal remission of symptoms aimed to restore psychosocial and occupational functioning. , Continue follow-up visits 1
0% with health care providers as advised. i Add Chronic Care Management Item]

=
o VA

Care Plan Initialed and discussed with patient. . Encounter 1: Date of Encounter: 2/13/2024 Person providing services: SJAnderson LPN Clinical labor for
today's encounter was performed via phone conversation with patient , chart review and update , medication management , and care plan update . Services
Provided: see log notes, docman, TOC notes. RECOMMENDATIONS given include: avoidance of caffeine , avoidance of cigarette smoke , and call neuro if
] you have not heard from them. Keep all upcoming appts as scheduled. CB if they need anyhting or have any questions are all . CCM Coding: >180 minutes
oy G0aI-Obesity of clinical labor time spent today. Comples CCM Management > 60 minutes Comples CCM: Each additional 30 minutes

Encounter 1: Date of Encounter: 3/21/2024 Person providing services: SJAnderson LPN Clinical labor for today's encounter was performed via phone
conversation with patient , chart review and update , medication management , and care plan update . Services Provided: Pt reports that he is doing better.

E Goal-CVD Maintain blood pressure below 130/80 to reduce the risk of macro and microvascular complications, , Modify lifestyle factors that influence
0% the progression of cardiovascular complications. , Attend follow-up visits with PCP and cardiologist as advised.

g [

B Interventions Able to walk with just a cane for balance. He did see neuro who suggested that he stay both of plavix and xarelto. He will have cataract surgery coming up
0% so does need a post op RECOMMENDATIONS given include: avoidance of caffeine , avoidance of cigarette smoke , and schedule PO. Keep all other appts as
Add Interventions Item scheduled. Call if he needs anything . CCM Coding: Greater than 20 minutes of clinical labor time spent today. 20 minutes or more of clinical labor time

spent this calendar month.

PI-HTN Increase physical activity and assess physical response Physical activity at least 40 minutes per day 3-4 days of the week., No more than 48 hours

without exercise. , Perform routine blood pressure monitoring with home bp cuff and log results. Avoid caffeine, cigarettes and any stimulants 30 minutes
before checking blood pressure. Bring blood pressure log to each visit. When taking blood pressure keep body in relaxed position with legs uncrossed and
feet flat on floor, ADA recommends daily sodium intake less than 2400mg, and for those with HTN less than 1600mg per day. For perspective, 1 tsp of table
o saltis equal to approximately 2400mg of sodium. , Encourage the DASH diet. (Dietary Approaches to Stop HTN) Diet rich in fruits, vegetables, low-fat dairy
products with reduction in saturated and total fat., Weight reduction in overweight and obese patients. , Take anti-HTN medications daily as prescribed. ,
Notify provider for new or worsening symptoms. Chest pain, headache, shortness of breath, dizziness, palpitations, edema, or syncope.

% Followed by Dr Ongstad




OUTCQO v

AS OF MARCH 2024, PCP
HAD TOTAL OF 4100
MEDICARE PATIENTS

ROLLING TOTAL OF AWV
COMPLETED OVER THE LAST
YEAR IS AT 76%




OUTCQO v

Pioneer Greens Clinic

Acute Hospital Utilization (AHU) - PBA*

Emergency Department Utilization (EDU)

Total Medicare FFS Expenditures

Observed-to-Expected Ratio Observed-to-Expected Ratio Per Beneficiary Per Month

(Risk Adjusted)

(Risk Adjusted)

- o,
0.87 p 3% 0.69 b 4% $837 a 8%
My Practice Change from My Practice Change from My Practice Change from
2023Q3 2023Q2 2023Q4 2023Q3 2023Q4 2023Q3
0.85 0.94 0.72 1.05 $773 $885
My Practice All Regions My Practice All Regions My Practice AllL Regions
2023Q2 2023Q3 2023Q3 2023Q4 2023Q3 2023Q4

Meadowlark Clinic

Acute Hospital Utilization (AHU) - PBA*

Emergency Department Utilization (EDU)

Total Medicare FFS Expenditures

Observed-to-Expected Ratio Observed-to-Expected Ratio Per Beneficiary Per Month

(Risk Adjusted)

(Risk Adjusted)

- 0,
0.87 p 3% 0.74 w 6% $760 p 2%
My Practice Change from My Practice Change from My Practice Change from
2023Q3 2023Q2 2023Q4 2023Q3 2023Q4 2023Q3
0.85 0.91 0.79 0.92 $748 $858
My Practice My Region My Practice My Region My Practice My Region
2023Q2 2023Q3 2023Q3 2023Q4 2023Q3 2023Q4



OneHealth Nebraska ACO Medica

Annual Cost Per Patient

$12,000 9.7% $11,701
Under " 10.2%
$11,000 Budget <11 997 Under
$10,267 $10.508 " Budget
$10,000 $9,56539:625 £5.240 $10,513
$9,124 ——" ,' $10,166
$8,994 $8,818
$8,000

2017 2018 2019 2020 2021 2022 2023 Q3 2023 Q4

Est Est
Budget Spend Linear (Budget) Linear (Spsend)



OneHealth Nebraska ACO

600 ER Visits & Hospital Discharges/1,000
500 - 459 454 448 479 461 434 371873
417 o 374376376396
400 ' 350 328 362 374
260 257261 265 2 |

300 260 65 256 241 939 23 103 16917173
200 ' 178 176 170 64153 175
100

O‘OP*-F‘\NF\F\T\OOOOOOOOOOOOO\O\DNO\&D\ODDODO ﬁﬁﬁﬁﬁﬁ NN NN N NN o Mmoo ™

§8B5 3838553838555 8823383883388858538838523388
Hospital DC/1,000 ER Visit/1,000



Collaborative
Care

Care Coordinators work with the providers
to communicate concerns, barriers fo
care, and close gaps between the AWV
and preventative exam.

Nurse led AWYV is an effective way to assist
Medicare patients in meeting their
preventive needs while allowing providers
more time to focus on chronic and acute
needs.

Together nurses and providers can
improve the quality and value of care
Medicare patients receive.



https://doi.org/10.1177/0733464820947928
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The Medicare Annual Wellness Visit
Opportunities

Kevin McNeill MD
Associate Medical Director LVHN ACO

Lehigh Valley
Health Network




WHO WE ARE

LEHIGH VALLEY HEALTH NETWORK

13 HOSPITAL CAMPUSES

5 INSTITUTES

1 CHILDREN’S HOSPITAL

300+ PRACTICE LOCATIONS

9 COMMUNITY CLINICS

28 HEALTH CENTERS

20 EXPRESSCARE LOCATIONS

2 CHILDREN'S EXPRESSCARE LOCATIONS
55 REHABILITATION LOCATIONS

80+ TESTING AND IMAGING LOCATIONS
20,300+ EMPLOYEES

1,600+ PHYSICIANS

850+ ADVANCED PRACTICE CLINICIANS
3,700+ REGISTERED NURSES

72,800 ACUTE ADMISSIONS

235,500 ED VISITS

1,700+ LICENSED BEDS

5-TIME MAGNET® HOSPITAL




LVHN ACO’s MSSP

* ACO Mission-To foster a collaborative delivery of patient centered, high-value care to support
individuals and groups in the achievement of better health and well-being

* ACO Vision- To elevate the health and well-being of our beneficiaries and the communities we

serve

* Set up as a distinct legal entity (LLC)

* ~40,000 Medicare fee-for-service beneficiaries, attributed for 2024
* Founded in 2014, started program in 2015

Agreement Period 1 Agreement Period 2 Agreement Period 3
(2015-2017) (2018-2021) (2022-2026)

e Track 1 (upside only)

e Earned Shared
Savings

¢ Quality above
average

e Philadelphia Area
Wage Index (AWI)
introduced

e Track 1 (upside only)

e Newark AWI

e AWI net worth
S30M per year

e MIPS increases

e Pathways to Success
BASIC Track Level E

e Second year in
down-side risk

e aAPM bonus
payable in 2024



Depression is Not a Normal Part of Growing Older
https://www.cdc.gov/aging/depression

e Older adults are at increased risk.

*  We know that about 80% of older adults have at least one
chronic health condition, and 50% have two or more.

* Depression is more common in people who also have other
ilinesses (such as heart disease or cancer) or whose function
becomes limited.

* Older adults are often misdiagnosed and undertreated.

* Healthcare providers may mistake an older adult’s symptoms
of depression as just a natural reaction to illness or the life
changes that may occur as we age, and therefore not see the
depression as something to be treated.

* Older adults themselves often share this belief and do not
seek help because they don’t understand that they could feel
better with appropriate treatment.

[ Depression Screen  #

v PHQ Depression Screen

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Little interest or pleasure in doing things 1 - several days
3 - nearly every day
Feeling down, depressed or hopeless - s
3 -nearly every day
PHQ Total Score 0

Expand to PHQY: Depression Monitoring

2 - more than half the days

2 - more than half the days


http://www.cdc.gov/aging/depression
http://www.cdc.gov/aging/depression
http://www.cdc.gov/aging/depression

Do you or any of your friends or family members have any v No
concerns about your memory?

IIIIJ

Mini-Cog Assessment

Word List Version [ | Version 1| Version 2 || Version 3 || Version 4 || Version 5 || Version 6
Clock Drawing 0O 0=Inability or refusal to draw a clock | 2=Normal clock
Three Word Recall [ | 0=Zero words recalled || 1=One word recalled || 2=Two words recalled || 3=Three words recalled

Mini Cog Score

Mild cognitive impairment (MCI) is significantly misdiagnosed in the primary
care setting due to multi-dimensional frictions and barriers associated with
evaluating individuals' cognitive performance.

M | | d COg n |tlve Sabbagh MN, Boada M, Borson S, Chilukuri M, Dubois B, Ingram J, lwata A,

Porsteinsson AP, Possin KL, Rabinovici GD, Vellas B, Chao S, Vergallo A,

I m p a | r m e nt Hampel H. Early Detection of Mild Cognitive Impairment (MCI) in Primary
Care. J Prev Alzheimers Dis. 2020;7(3):165-170. doi: 10.14283/jpad.2020.21.
PMID: 32463069.



Fall Risk
Vaishya R, Vaish A. Falls in Older Adults are Serious. Indian J Orthop. 2020 Jan 24;54(1):69-74.
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC7093636/

* The falls in elderly are on rise and taking
the shape of an epidemic.

* Prevention of these falls is far better than
the management.

» Safe living environment of the elderly
people helps in prevention of these falls.

NFALL

e The management of the falls should focus PREVENTION
¥ PREVENTIOR

on the causative factors, apart from
treating the injuries caused by the falls.



http://www.ncbi.nlm.nih.gov/pmc/articles/PMC7093636/

Follow up Metrics/Opportunities Missed?

* Source of Expected: Falls - 25% of 65+ fall annually https://ncoa.org/article/get-the-facts-on-falls-prevention

* MCI/Dementia (prevalence is 234/10,000) & Depression (prevalence is calculated from MSSP population

Expected vs Actual Visits/Diagnoses Post AWV

Diagnosis of Mild Cognitive Impairment (MCl)/Dementia in Problem I 136
List within 30 days of AWV 1230

Diagnosis of Depression on Problem List within 30 days of AWV I 213 10452

Diagnosis of Fall Risk on Problem List within 30 days of AWV 0 15370

0 2000 4000 6000 8000 10000 12000 14000 16000 18000

W #Visits/Diagnoses Expected

NOTE: Data source EPIC 1/1/22-12/31/22. Expected estimates based on condition prevalence in LVHN ACO MSSP population; 2% dementia & 17% depression.


https://ncoa.org/article/get-the-facts-on-falls-prevention

Follow up Metrics/Opportunities Missed?

* Source of Expected: Falls - 25% of 65+ fall annually https://ncoa.org/article/get-the-facts-on-falls-prevention

* MCI/Dementia (prevalence is 234/10,000) & Depression (prevalence is calculated from MSSP population

Actual vs Expected Referrals

Referral to Psychiatry within 30 days of AWV I 205 1230

Referral to Neurology within 30 days of AWV . 630 10452

Referrals to Physical Therapy (PT) within 30 days of AWV ‘ 6 16370

0 2000 4000 6000 8000 10000 12000 14000 16000 18000

W #Visits/Diagnoses Expected

NOTE: Data source EPIC 1/1/22-12/31/22. Expected estimates based on condition prevalence in LVHN ACO MSSP population; 2% dementia & 17% depression.


https://ncoa.org/article/get-the-facts-on-falls-prevention

The Growing
Problem

Research suggests that substance
use disorders are on the rise among
older adults in the United States.

Eight million older Americans have a
substance use or mental health
condition.

Baby boomers have different
lifestyles and attitudes compared to
earlier generations of older adults.

Dealing with stressful life events can
lead to risky behaviors.

* Retirement

* Loss of a spouse

* Development of chronic
disease

* Substance Abuse and Mental
Health Services Administration.
(2011). Leading change: A plan for
SAMHSA'’s roles and actions 2011-
2014. (HHS Publication No. SMA
11-4629). Rockville, MD:
Substance Abuse and Mental
Health Services Administration.

* (Mattson, M., Lipari, R.N., Hays,
C.and Van Horn, S.L. A day in the
life of older adults: Substance use
facts. The CBHSQ Report: May
11, 2017. Center for Behavioral
Health Statistics and Quality,
Substance Abuse and Mental
Health Services Administration,
Rockville, MD).



SUD Screening

*  SASQ: How many times in the past year have you had X or more drinks in a day? (X = five for men; four for women)

* NIDA Single Question: “How many times in the past year have you used an illegal drug or used a prescription medication for non-medical
reasons (for example, because of the experience or feeling it caused)?”

SBIRT

Screening, Brief Intervention, and
Referral to Treatment




Inconsistent screen prior to pilot

With protocol in place screening
was done approximately 50% of
the time

2 PDSA cycles resulted in slight
workflow changes:

Laminated prescreen distributed
by front desk

Laminated AUDIT and DAST 10
distributed by clinical staff

Screening test scored by clinician

Baseline |Baseline |15t 1% i I3
AUDITC& |NIDA& |intervention |intervention [intervention [intervention
AUDIT DAST 10 |AUDITC NIDA DAST 10
AUDIT
Numerator 0 0 84 84 0 0
Denominator 144 144 110 110 110 110
Rate 0.0% 0.0% 76.4% 76.4% 0.0% 0.0%
Second Second Second Third Third Third Third
intervention |Intervention |Intervention [intervention |intervention |Intervention [Intervention
NIDA AUDIT DAST 10 AUDIT C NIDA AUDIT DAST 10
43 0 0 42 42 0| 0
78 78 78 90 90 90 90
55% 0% 0% 47% 47% 0% 0%




Coding
Opportunities

* AWV encounter enhances
capture of clinical problems as
appropriate

* Update problem list for accuracy
* HCC education
* BPA prompt

* Optimize coding




LEHIGH VALLEY HEALTH NETWORK ‘ Your health deserves a partner.
" MSSP Filter / Primary Care

MSSP Primary Care YOY HCC Code Reconciliation

2023 MSSP Filter / Primary Care | | ‘“ ‘l ‘l || || || || ||

January February June. August September ber  December

w2022 w2023

3M HCC Engage Clinician Metrics - Diagnostic Coding Reconciliation e e
Physician Leadar: Dr Jennifer Staphens it deeris o i ‘G:'IIE
This dashboard reflects tha performance of ciinicians turrently using she 3K HCC Engage 1o04 1o manage the capture and reconcillation of patient diagnosis codes. Thaparformance "E',f::?_'f:;',!::;?n.:
data ks caloulazed through the addition of applicable chroaic oo n codescaptured during an encouriter phiss those dismissed {via 3kt and /or the Eplc BB4), comparedtoall the procealionbisoal ks e bk diic:
codes presented o indivicusl ciimcians (via 36 and Epic). The geal |5 for accurate code caprure and recondiilation

Nobe: It is impartant to first sehect the oorrect HOC spacific view from the Seeciaiey Specific HOC Vigw filter before filtering on Practice, Department, or Provider.

l:almdw\'w m«mw _!n_tlnj spod:mr SpocH‘-cHtcH‘im Mlq.r Practice Department Provider HCC Code and Name
ek -,.l (s B 1 - - - iy .l'll - Wt vl = Al ol & - (Al -

Encounter Type _ visitrype  Attributed Plan - Primary Payor Primary Plan | 3MProvider?  HMasEPAAlert?  Has3M Message? .

E - [ume= =] [ =N | Foax a | [ | [ -

Cede Reconciliation Performance % Total Encounters Total Patients Total Encounters with BPA Total Encounters with 3M Message Tatal Encourters with 30 Message and BPA
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Annual Wellness Visit Trends

Annual Wellness Visit Completion
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AWV Progress




Public Wants Patients/Families to Have Biggest Say in Medical 1in 10 Report Discussing Their Own End-of-Life Care Wishes

.. . s .
Decisions, and Doctors to be Honest About Prognosis With a Health Care Provider
Percentwho say they have ever had a Percentwho say they have ever participated in a
Who do you think should have the greater say in decisions When a patient is seriously ill, do you think it is more conversation w\ilth a zoctor or other discussion withva doZtor or othefhealts care
about which medical treatments to pursue for seriously ill important for their doctors to emphasize hope, or health care provider about their wishes provider about another family member’s wishes
patients who are near the end of their lives? moreimportant for doctors to be completely honest for end-of-life care: for their care at the end of their life:

even if there is little chance of recovery?

Total 3%

By Age (years

Patients and their
families
87%

Be completely honest
88% 30-49

04

w0 [
sure/No answer

5% By Gender

Doctors

Other/Not
; Men 11%
sure/No answer Emphasize -
5% hope Women
= [ 12% ]

Care Wishes

Views and Experiences with End-of-Life Medical Care in the U.S.
KFF
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High Priority (1) A

u
Ad Va n c e a re P I a n n I n B PA (D) This patient is high risk for 1 year mortality based on the end-of-life care index. by |
‘ .
This patient is high risk for 1 year mortality based on the end-of-life care index.
Please complete the advanced care planning. Consider taking one or more of the
actions below:

1. If patient supplied documents, give to staff to scan into chart, using the correct
scanning workflow.

Patie nt is h |g h riS k ba se d on ﬁéstrim the S‘.ts\i:\_nk and provide to patient, have them complete and bring to the
the End-Of Life Care Index PA Advanced Healthcare Directive

E ncou nt er iS M e d iC are annua I I\?n Esesvgg é’?,ﬂ :;li'gﬁ\:-'te advanced care section with patient. Including the Serious
wellness visits el

No documented advanced Acknowedge Reason

care planning in the past 1 e

year

Recommends
documentation of advanced

.
Ca re pla n n I ng' (D Hiah risk for end of life index (1) This patient is high risk for 1 year mortality based on the end-of-iife care index. |
Peter J Baddick Ill, DO This patient is high risk for 1 year mortality based on the end-of-life care index. Please complete the advanced
&> PCP - General care planning. Consider taking one or more of the actions below
P y Cvig: Med Tradition...
rimary Cvg icars/fracktion 1. If patient supplied documents, give to staff to scan into chart, using the correct scanning workflow. ]
Piegjes Cadeine 2. Print the PA link and provide to patient, have them complete and bring to the next visit. i
Bified Lok Nene PA Advanced Healthcare Directive |
Pharmacy: RITE AID #11058 - 3. Review and complete advanced care section with patient. Including the Serious lliness Care questions |
LEHIGHTON. PA - 241 NORTH o

ET 1595121 LEHIGH




(® Advance Care Planning Status t 1

Discussed with ACP status
[ Spouse (O) Has declined to make decisions
[] Parent [ Other (please spacify) (0 Has existing documents not currently in the EHR

() Has existing documents reviewed in the EHR and there are no changes at this time

(0) Has made new ACP decisions and they are noted in the EHR

Additional notes
— | @Goals of Care
(® Advance Care Directives

> What is your understanding now of where you are with your illness? -

Health Care Representative (Person designated by the patient verbally or in a writing
¥| other than a HC Power of Attorney or Living Will to make health care decisions for >
them. If the patient has not identified an individual, then next of kin.)

e . : S - AT
Scanned Document [ ves | No | What did you (clinician) communicate to the patient?

How much information about what is likely to be ahead with your illness would you like
to have?

on File Pr—— > If your health situation worsens, what are your most important goals?
gsl’;:strsam" il |E| > What are your biggest fears and worries about the future with your health?
Comments Jok-3 ‘ ‘ @+ ‘ ® ‘ IR Hmu% } > What abilities are so critical to your life that you cannot imagine living without them? -
[ o -
P s 2psiacar PEEm—— If you become sicker, how much are you willing to go through for the possibility of
vanced care planning reviewed and discussed with patient. s i i
LVHN approved Pennsylvania Advance Health Care Directive form BN EE e
given to patient and encouraged to discuss with family or next of > How much does your proxy and family know about your priorities and wishes? -
mﬂh Iggmg%g&;ﬁ;%g&iﬁg ?;:(?rtda FC,? Qg?i%da;%pze?gaﬁgaeﬁd u > What gives you strength as you think about the future with your illness?

Based on the conversation about what's important to your patient and what is known

Health Care Agent / Durable Power of Attorney (Person designated by the patient in 2 . : ] .
e b about his/her illness, please include your recommendations.
¥ Health Care Power of Attorney to make health care decisions if the patient is unable to
() Unable to complete due to advanced dementia, delirium, encephalopathy or intubation.
do s0.)
Scanned Document | Yes |m Reviewed by iMCNElLL KEVIN A
on File —

Crmerentinnwd  TIEE Reviewed time 1511912022 | 1:16 PM | Now |




cognltlv.e The Epic EOL Index model is a logistic
COmPUtl ng regression model that predicts risk of 12-month

[ ) I. .
Model Brief: e

End of Life
Care Index It takes in 46 input features including

demographics (e.g., age, sex, insurance status),
labs (e.g., albumin, RDW), comorbidities (e.g.,

such as those relating to cancer, neurological
diagnoses, cardiologic diagnoses, and more),
and medications.
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Serious lliness
Conversation/GOC

Goals of Care Discussions with Seriously Ill Patients Seen During a Medicare Annual Wellness Visit

100%
90% 85% 86%
0,
80% 78% 75%
71% 70% 69%
70%
2
» 60%
>
L 50%
O
S 40%
0,
X 30% 27% 0% 3%
20% - 15% SR
1000 I l
0%
July August September October November December January February March
FY24 MAW Visit Month

% Yes mmmm%No - - - .Llinear (% Yes)




SDOH Screening

The Robert Wood Johnson
Foundation estimates social
needs account for as much as
80% of health outcomes.

Manatt, Phelps & Phillips, LLP.

Medicaid’s role in addressing

social determinants of health.

Robert Wood Johnson
Foundation. Feb. 1, 2019.
Accessed Dec. 21, 2021

i

i
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SDOH Screening-focuses on the 5 domains for which the positive BPA fires (Food, Housing,

Transportation, IPV, Financial Resource Strain).

Social Determinants of Health - LVHN Overall Usage

oho domains
iscal At-Risk E t ith
F.I.s_c_a Yo = C_?I‘_lFa_l::f:Da-t?!- . = D_.ge ... Completed Encounters Eligible Encounters At-Risk Encounters At-Risk Referrals s nc::n erswi
i 0 60.17% 19,571 6.57% 3.50%
- - - # 19.52%
Gender Value Based Registry Ethnicity Language Race Domain

Care Venue Chronic Condition

Screened Encounters | Completion Status

2.313 e 2 .
I l I I I 1,168 1,146 Referral Discipline
Jul 22 Aug 23 Naw 22 c n 24 eb 24 Mar 24

ep 23 Oct 23

v

Completed Encounters




SDOH Screening LVHN

Successes .
e Standardized screening

* Number of patients screened
* Expansion of screening to IP settings

* Integrating FindHelp into the EMR

Challenges

Tying SDOH to health outcomes or access to
healthcare

Defining “success or improvement” (ie
are our interventions making a difference)

Leveraging FindHelp to fullest potential

* Availability of/partnerships with

community resources

Lack of financial incentives (risk adjustment, FFS
revenue, quality payments) to screen &
address, volume of patients w “needs” based
on positivity rates (sensitivity of the tool to
capture patients w modifiable factors)



L B B I & H V. AL L E Y H E A L T H N E T W & R K

Summary

* Anintegrated approach to AWV results in
strong capture rates, improved
performance in population health
management, and opportunities for
advanced care planning.

* Opportunities abound in identifying and
managing at risk patients

Lehigh Valley
Health Network
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Advancing Value in Health Care

While use of AWVs is increasing, what information isn’t
being used in positive actions in your ACO?

Other than quality reporting, how are abnormal values
being followed up on?

Are actionable care plans embedded in EMRs or office
workflows?

Are advanced care plans and POA information available
where and when they are most needed? (the ED)

Let’s discuss what your ACO is or isn’t doing and how to
advance the information collected in the AWV to improve
patient quality of life and care.



Contact Information NAAGOS

Speakers
*  Dr. Kevin McNeill: Kevin A.Mcneill@lvhn.org

* Angela Zavala: azavala@primarycarepartnersne.com

NAACOS Staff
* Melody Danko-Holsomback: mdholsomback@naacos.com

* Karen Fetterolf: kfetterolf@naacos.com
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Thank you
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Session Notes NAACOS

Note Template Questions:

What problem does the topic address?

What population of patients could benefit from this?

What didn’t | know or haven’t thought about trying in my ACO?
Could any of this presentation work in your ACO or CIN?

If yes, how? If no, why not?

Al

You may use this template to document notes from the presentation
that you feel would be helpful in your practice.

56



	AWV�Learning Lab
	Learning Lab Documents
	Housekeeping Items
	Agenda
	Speakers
	Speakers
	Care Coordination in Primary Care
	OBJECTIVES 
	ABOUT US
	�2024: Primary Care Partners, �Lincoln, NE.
	Value of Care Coordinators
	CARE COORDINATOR PRIMARY ROLES��In our Clinic:�*5 Care Coordinators ��*4 CC perform AWV. Each CC manages 2-3 provider’s AWV for continuity��*1 Care Coordinator Manages CCM��*TOC calls shared among the 5 CC�
	ANNUAL WELLNESS VISITS 
	ANNUAL WELLNESS VISIT WORKFLOW & PREVENATIVE GUIDE��*Preparation�*Records & Documentation�*Discussion�*New orders�*Collaboration
	ANNUAL WELLNESS VISIT
	TRANSITION OF CARE �CALLS AND VISITS
	Transition of Care
	CHRONIC CARE MANAGEMENT
	CCM PATIENTS
	OUTCOMES
	OUTCOMES
	Slide Number 22
	Slide Number 23
	Collaborative Care
	Slide Number 25
	The Medicare Annual Wellness Visit Opportunities
	Slide Number 27
	LVHN ACO’s MSSP
	Depression is Not a Normal Part of Growing Older https://www.cdc.gov/aging/depression
	Slide Number 30
	Slide Number 31
	Follow up Metrics/Opportunities Missed?
	Follow up Metrics/Opportunities Missed?
	The Growing Problem
	SUD Screening
	Slide Number 36
	Coding Opportunities
	2023 MSSP Filter / Primary Care
	Annual Wellness Visit Trends
	AWV Progress
	Slide Number 41
	Advance Care Planning BPA
	Slide Number 43
	Cognitive
	Serious Illness Conversation/GOC
	SDOH Screening
	SDOH Screening-focuses on the 5 domains for which the positive BPA fires (Food, Housing, Transportation, IPV, Financial Resource Strain).
	SDOH Screening LVHN
	Slide Number 49
	References
	Questions
	AWVs: Oh The Possibilities!
	Contact Information
	Thank you
	Appendix
	Session Notes

