Community — Clinical Linkages:
A Rural Health Sustainability Story

Presenter: Lisa Packard, MS

QI Consultant & CDSME T-Trainer
March 27, 2018

Quality Improvement
@ Orgamzatlons @QLJALIS
CENTERS FO H EALTH




Qualis Health

« A leading national population health
management organization

« The Medicare Quality Innovation Network - Quality
Improvement Organization (QIN-QIO) for
ldaho and Washington

The QIO Program

« One of the largest federal programs dedicated to
improving health quality at the local level

Quality Improvement
Organizations
‘.‘ Shari?g Knowledge. Improving Health Care. | QUALI S

CENTERS FOR MEDICARE & MEDICAID SERVICES H EALTH"‘




e
Washington's Sustainability Story
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Framework for Discussion

The Data

The Theory

The Practice

“The Ability to be maintained at a

certain rate or level”: Sustainability




The Data
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The Data: Prevalence
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Washington Beneficiaries:
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Prevalence among Dual Eligibles
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Disparities in Diabetes Care
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The Theory

Impact of Different Factors on Risk of Premature Death
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SOURCE: Schroeder, SA. (2007). We Can Do Better — Improving the Health of the American People. NEJM. 357:1221-8.



Figure 2

Social Determinants of Health
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Reducing Health Disparities
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The Practice
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Adult Learning — Basis for
Self-Management Education




SMRC'’s Diabetes
Self-Management Program
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SMRC’s Diabetes

Self-Management Program

C Uurricu /!/l m E‘* Appropriate use of medication
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Adult Learning Principles

Brainstorming Guidelines
* Anyone can share
* No commenting during the brainstorm
* No questions until after
 Clarification waits until after




Brainstorm

What is another name for a
boss?






The Triple Aim Framework
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Better Care
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Value of CDSME Workshops
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Value of CDSME Workshops

Estimated cost savings

$71 4 per person savings emergency room Visits
and hospital utilization®

= $35O CDSME estimated program costs

$364 per person net savings

Ahn S, Basu R, Smith ML, Jiang L, Lorig K, Whitelaw N, Ory MG: The Impact of Chronic Disease Self-
Management Programs: Healthcare Savings through a Community Based Intervention. BMC Public
Health, 2013, 13 (1):1141 -




Sustainability Innovations & Trends
Medicare and Medicaid billing

Payment reform quality measures

e Diabetes: DSMP
 Chronic Disease: CDSMP

Insurance carrier billing

State

» Regional opportunities

Federal

 Significant investment

« “Experienced, licensed organizations exist throughout the country—
partner with them!” @




Community-Based Approach
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Implementation ==) Sustainability
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Regional Approaches
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Washington Association of Area Agencies on Aging
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Leader Trainings
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Sample Workshop Flyer

CyacTtnmBas Xu3Hb C
anadeTtom

BecnnaTHbI cemuHap

CemuHap cocTouT U3 6 ceccuin,
NPOACIXUTENbHOCTD KaXXaok ceccum 2,5 Yaca

OTKPbIT ANA BCeX, Y Koro ecTb AuabeT unu
npeaanaber

KorpA

WecTb BTOPHUKOB

23 man 2017 — 27 utoHa 2017
13:00 - 15:30

rae

Southwood Square
Community Center
(dom KynbTypbl)

Y3HAMNTE KAK NYYLLE CMPABNATLCA C AMABETOM

- 3nopoBoe NuTaHwe + BeiGop nekapcTBe HHbIX « Bopb6a ¢ genpeccueil 1 cTpeccom
npenaparos

+ HaBbikn 06LyeHus

« bezonacHbie ynpaxHeHnAa

+ [pepoTepalleHue runormuke My

BecnnaTHbIi ceMUHap, CO3AaHHLIA ONA Nagen ¢ auadbeTom.
Kaxxnas ceccusi hokycupyercsa Ha yecTpaHeHuun npobnem, npuHATN
peLleHWiA 1 yMEHUW NPEOA0NEBATL TPYAHOCTHU, KOTOPOE NOMOMET
CNPaBUTLCA C NMOCTOAHHO MEHSIIOLLMMUCS KU3HEHHBIMKM npoBnemamu,
CBA3aHHBLIMK C AnabeToM 1 npeaavadbeTom.

[ns nonyyeHus 40nNoNHUTENbHON MHAOPMAaLMKA 1 perucTpaLmm,
3BOHUTE HaTtanu no Homepy 206-450-7331.
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Current Sustainability Work

Regional
Approaches

Sustainability
Conferences

Nuts & Bolts v .
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Coopetition
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