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 Introductions

* Progress of health reform/cost containment initiatives
« Value-Driven Health Care

« High Value Care Program

« Total Cost Management

* Questions
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Introductions

\-———/

 John R. Brumsted, MD, President & CEO, UVM Health
Network and CEO, UVM Medical Center

« Anna Noonan, RN, Vice President, The Jeffords Institute
for Quality and Operational Effectiveness, UVM Medical
Center

e Justin Stinnett-Donnell, MD, Value Care Initiative
Coordinator, Central Vermont Medical Center

« Todd Keating, Chief Financial Officer, UVM Health
Network

« Judy Tartaglia, President and CEO, Central Vermont
Medical Center
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UVMHealth.org

Working together, we improve people’s lives.




UVMHealth.org

Value-Driven Health Care

Anna Noonan, RN, Vice President, The Jeffords
Institute for Quality and Operational Effectiveness




Working together we improve people’s lives

\-——-—/

The Jeffords Institute for Quality uses evidenced
based performance improvement methodologies to
optimize the value of the care and services
provided to our patients and families.

The patient and their family are at the center of
everything we do.
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Quality

\-——-—/

Our fundamental belief is that safe, effective and high
quality care is cost-effective care.

The right care, at the right time, by the right provider, in
the right location with the best outcome possible.

Value = Improved Qutcomes
Cost

THE
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Jeffords Institute for Quality:

— Inspiring Extraordinary Outcomes -

Jeffords Institute for

Quality
Continuous .
Patient Data Regulatory Systems Research Infection Community
Safety Analytics Affairs Improvement Prevention Health
Improvement
Office of
Patient and ) EFAP &
Family Community Employee Outreach
Advocacy Health Team Health Services
Management
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The Jeffords Institute provides expertise in the

— following areas: o

= |Implementation of proactive risk reduction and patient safety strategies across the health care
delivery system.

=  Project management of clinical and operational initiatives that optimize outcomes and enhance
the “value” of the healthcare services provided in our region.

=  System improvement and standards interpretation to achieve continuous compliance with local,
state, and federal health care related regulations.

=  Deployment of evidence-based infection prevention strategies that minimize risk to our patients.

= Data analytics and informatics services that advance clinical, operational and research priorities of
the organization.

=  Promotion of research directed towards improving the quality of care, safety, operational efficiency
at the University of Vermont Medical Center and its affiliated partners.

= |Implementation of system level redesign and program development that result in improvement in
the health of our population and our community.

=  Deployment of evidenced based community wellness programs that optimize the health of the
populations we serve.

=  Advocacy for our patients and families to enhance service quality.

= Use of risk adjusted comparative data sets to drive improvement
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Institute of Medicine’s Six Domains of Quality

\______/

« Safety

* Timeliness
 Efficiency

» Effectiveness

* Equity

* Pt Centeredness
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2015 Quality and Accountability Performance Scorecard
University of Vermont Health Network_UVM Medical Center

S T T T
* X X X 16 68.75% 72.55%
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14.69% of 25%
EMORY 72.06%
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5.00% of 5%
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Ranked 16" Overall Among Academic Medical

— Centers in the U.S. )

2015 Quality and Accountability Performance Scorecard
University of Vermont Health Network_UVM Medical Center

Star Rating Overall Rank Overall Score Top Performers

* % % % 16 68.75%

Mortality

< ]
14.65% of 25%
Equity "~._‘ ; Aﬂv
5.00% of 5% y
Cowe nu
fficlency l l — = Safety
sy o Overa Score 17.19% of 25% This chart will be updated on Cctober 02, 2015
6 8 7 50/ after the top performers have been recognized a1
o UHC's Annual Conference on October 01, 2015
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Domain Performance Table

Domain Rank Weighnt Score w::::d ML:;; ::'m 15 14 e 7 '
Overall 16 100% 68.75% 68.75% 64.00% 72.55% 0
Monality 3 25% 58.75% 14.69% 56.25% 76.25%

‘ Safety B 25% 68.75% 17.19% 60.00% 77.50% 2 K
Effectiveness k)| 20% 81.25% 16.25% 79.17% 92.71% a4
Patient Cemeredness 26 15% 62.50% 9.38% 56.25% 79.17% 8 48
Efficiency 21 10% 62.50% 625% 57.03% 75.00% 2 8 5 8 g g = & 2 = =
Equity 1 5% 100.00% 500% 100.00% 100.00% 8 8 R 8 & 8 8 ®8 ®8 8 =8
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Ranked 8" Among Academic Medical Centers In
Ambulatory Care

U Hc 2015 Ambulatory Care Quality and Accountability (AQA) Performance Scorecard

1. 2. 8.0,

The University of Vermont Medical Center, University of Vermont Medical Group

This document presents the measwes evaluated in the 2015 UHC Ambadatory Care Quality and Accountability rmanking. This scorecard provides a comparison of your organization's performance with that of other academic
medical centers. The data were obtained from existing UHC data resources. including the Faculty Practice Solutions Center (22 2014 — Q1 2015), the Access Initiative (22 2014 — Q1 2015), Core Measwres Data Base (Q2
2014 — Q4 2014). and the Operational Data Base (Q2 2014 — Q1 2015). Data from the most recent CMS Quality Resowrce Use Report (Mid-Year QRUR) was also used. The goal of the Ambalatory Care Quality and
Accountability ranking is to assess onganizational performance across a broad spectrum of high-priority dimensions using measures developed by UHC, national organizations or the federal government. The 2015 scoring

and ranking cover the domains of access to care, quality and efficiency. equity. continuum of care and capacity management and throughput. Refer to the methodology white paper (available at wenw.uhc.edu) for specifics
regarding the metrics, scoring, and data sources used.

Overall Composite Performance Rﬂ"k_ Overall Your Weighted AQA Top Score AQA Median Score
denotes ties Score
Overall o o o o
e Bomain Performance) 60.9% 60.9% 65.0% 56.6%
Domain (Weight) Rank Your Score Your Weighted AQA Top Score AQA Median Score

denotes fies Score
Access to Care (30%) “ 55.5% 16.7% 20.0% 16.7%

Includes performance on new patient visits, new patient visit schedule lag and provider-iniiated bump rates for vanous medical and surgical subspecialties.

Continuum of Care (10%) “ 57.5% 5.8% 7.4% 5.8%
Includes performance on Joint Commission Hospital Core Measures ED-1b and ED-0P-18k (median time); ED patients that are low acuity and ED frequent fliers.
Quality & Efficiency (25%) 66.8% 16.7% 18.4% 14.1%

Includes select CMS Walue-Based Payment Modifier Quality and Cost measures at the medical group-level and CT-scan utilization for specific ED patient populations.

ooy Management & Throughput 56.0% 16.8% 20.5% 16.6%

Includes encounters per physician per session and utilization of exisitng capacity for select medical and surgical subspecialties and high cost imaging throughput. Also includes an information-only metric on
encounters per room per hour for select medical and surgical subspecialties.

Equity (5%] 100.0% 5.0% 5.0% 5.0%

Includes access to care measures on appointment schedule lag by payer dlass (Medicaid and Medicare) for select medical and surgical subspedialties and ED length of stay (ED-1b) by gender and race.




4 Year Award Winner in Supply Chain:
Ranked Istin 2012 Among AMC’s and Ranked 2nd from

UHc UHC 2015 Supply Chain Performance Excellence Scorecard

University of Vermont Health Network _UVM Medical Center (214)

This document is designed to help you identify your organization’s strengths and opportunities for improvement at the overall hospital level as well as the 5 largest supply consuming functional areas The time
period for this information is 2Q14-1015 (April 2014 — March 2015). Information about the initiative and the methodology can be found on the Supply Chain Performance Excellence Scorecard (SCPES)
informational page. If you have questions about your performance, contact your UHC Supply Chain Account Executive.

Key Performance Measures Unit of Yo Relative  Hospital Best UHC
Measure Weight Performance Value Quartile Median Rank

Facility-Wide Supply Use
Supply Expense(less drugs, less organs, less blood)/SIS2 Supply Adjusted Discharge ($/pt) 30 lalo) $991 $1,130  $1265 4/46
Major Department Supply Use
IP Drug Exp/Rx Intensity-Weighted Discharge ($pt)y 20 @ $306 $326 $377 T/46
Cardiology Medical Supply Expense/Amb Pay Classifications ($/APC) 10 o $32 $31 $34 17146
Surgical Services Medical Supply Expense/Case ($/Case) 20 lale) $1,661 $2132 $2422 546
Imaging Medical Supply Expense/Amb Pay Classifications ($/APC) 10 o]o] $59 $73 $99 4/46
Laboratory Services (Clinical Operation) Medical Supply Expense/CMI-Weighted Lab Adj Disch ($/pt) 10 =) $87 $60 $77 27/45
Legend

@@ Substantially better than best quartile range & Worse than best quariile range ® Outlier

® Within best quariile range ® Substantially worse than best quartile range i No data or incomplete data from your institution
t#1pty Supply Expense(less drugs, less organs, less blood)/5152 Supply Adjusted Discharge

Z,000

o L

v L L L T T T T ¥ L
MHCID 522 274 T2 214 a8 70 33 3 79 58 388 TT B2 [ ER ] 335 &0 B 23 5 22 14 13 83 27 54 45 EL 151 40 29 10 17 a4 s6 T 43 52 12 15 1 55 32 11 £z

I UHC 2015 Supply Chain Performance Excellence Rank: 2/46 I
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Makmg Nearly 75,000 people die

Health Care Safer from an HAI each year.
* These infections cost the

amnfocion exh year while U.S. healthcare system
receiving medical care. I
billions of dollars each
year
41,000
S ey University of Vermont
e Medical Center’s

“ Getting to Zero”

Infection Prevention
Initiatives

37,000

-’;]:-Luf 37,000 blo Jifma.m
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~ http </ fwww. ade. gov/vitalsigns



Reducing Central Line Infections:

. Optimizing Quality and Lowering Costs :

«  Multidisciplinary team approach:
Evidenced based practice

* Product consolidation
«  Simulation lab training for team

* Insertion checkilist in electronic
medical record

« Ultrasound-guided placement
« Daily assessment of continued need

*  Weekly rounds

+ Monthly data to team and leadership

* Nursing education — care &
maintenance bundle

THE
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Primary Bloodstream Infection Count - Nosocomial
1987 - 2015
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Getting to Zero

\_____/

https://youtu.be/d3XkWRik-CU
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https://youtu.be/d3XkWRjk-CU
https://youtu.be/d3XkWRjk-CU
https://youtu.be/d3XkWRjk-CU

Recognized As Leader in Reducing Hospital

— Acquired Infections ;

Washington, DC, November 21, 2014 — The U.S.
Department of Health and Human Services (HHS), the
Association for Professionals in Infection Control and
Epidemiology (APIC), and the Society for Healthcare
Epidemiology of America (SHEA) today recognized the

University of Vermont Medical Center with the

2014 Partnership in Prevention Award for achieving
sustainable improvements toward eliminating healthcare-

associated infections (HAIs).*
*Excerpt from 2014 HHS Press Release

THE
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http://www.fletcherallen.org/

Results

\-———/

 77% reduction in Central Line infection rates in Medical
Intensive Care and Neonatal Intensive Care Units from
baseline in 2010

« Two surgeon directed initiatives standardized and
reduced variation in practice resulting in:
— 81% reduction in total joint infection rates
— 62% reduction in spinal fusion infection rates

« Joined the Centers for Disease Control and Prevention’s
(CDC) Dialysis Bloodstream Infection Prevention
Collaborative and reduced access-related bloodstream
Infections in six outpatient dialysis centers by 83%.

THE
Universityof Vermont
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http://www.cdc.gov/dialysis/collaborative/
http://www.cdc.gov/dialysis/collaborative/

CDC Collaboration-

CDC Approach to BSI Prevention in Dialysis Facilities

(i.e., the Core Interventions for Dialysis Bloodstream Infection (BSIl) Prevention

1. Surveillance and feedback using NHSN
Conduct monthly surveillance for BSIs and other dialysis events using
CDC’s National Healthcare Safety Network (NHSN). Calculate facility
rates and compare to rates in other NHSN facilities. Actively share
results with front-line clinical staff.

2. Hand hygiene observations
Perform observations of hand hygiene opportunities monthly and
share results with clinical staff.

3. Catheter/vascular access care observations

Perform observations of vascular access care and catheter accessing
quarterly. Assess staff adherence to aseptic technique when
connecting and disconnecting catheters and during dressing changes.
Share results with clinical staff.

4, Staff education and competency

Train staff on infection control topics, including access care and
aseptic technique. Perform competency evaluation for skills such as
catheter care and accessing every 6-12 months and upon hire.

5. Patient education/engagement

Provide standardized education to all patients on infection prevention
topics including vascular access care, hand hygiene, risks related to
catheter use, recognizing signs of infection, and instructions for
access management when away from the dialysis unit.

6. Catheter reduction
Incorporate efforts (e.g., through patient education, vascular access coordi
identifying and addressing barriers to permanent vascular access placemel

7. Chlorhexidine for skin antisepsis
Use an alcohol-based chlorhexidine (>0.5%) solution as the first line skin a
insertion and during dressing changes.*

8. Catheter hub disinfection
Scrub catheter hubs with an appropriate antiseptic after cap is removed an|
time catheter is accessed or disconnected.**

9. Antimicrobial ointment
Apply antibiotic ointment or povidone-iodine ointment to catheter exit sitq

* Povidone-iodine (preferably with alcohol) or 70% alcohol are alternatives for pa
** |f closed needleless connector device is used, disinfect device per manufacture|

*** See information on selecting an antimicrobial ointment for hemodialysis caths
Safety website (http://www.cdc.gov/dialysis/prevention-tools/core-interventions
chlorhexidine-impregnated sponge dressing might be an alternative.

For more information about the Core Interventions for Di
Infection (BSI) Prevention, please visit http://www.cdc.go

National Center for Emerging and Zoonotic Infectious Diseases

Promotion

~=m

A National Impact

Hemodialysis Central Venous Catheter

Scrub-the-Hub Protocol

This protocol outlines a suggested approach to prepanng
catheter hubs prior to accessing the catheter for hemodialysis.
Itis based on evidence where available and

surfaces.

4. Always handle the catheter hubs aseptically. Once
disinfected, do not allow the catheter hubs to touch

theoretical rationale when published evidence isunavailable. 5 Anach sterile syringe, un)|

biood, and flush per facil

Definitions: 6. Repeat for other limb (th
Catheter refers to a central venous catheter (CVC) or a 7.Connect the ends of the
central line

aseptically.

Hub refers to the end of the CVC that connects to the 8. Remove gloves and perfq

blood lines or cap
Disconnection Step|
1. Perform hand hygiene ar|
2.Clamp the catheter (Notd

Cap refers to a device that screws on to and occludes
the hub

Limb refers to the catheter portion that extends from
the patient’s body to the hub

before disconnecting. N¢
Blood lines refer to the arterial and venous ends of the unattended).
extracorporeal circuit that connect the patient’s catheter 3. Disinfect the catheter hul
to the dialyzer
using an appropriate antj
a. (Optional) Disinfect|
Calhe.ter Connection and Disconnection disconnection.If th]
Steps: pad for the subseq
Connection Steps b. Disconnect the blof
disinfect the hub w|
1. Perform hand hygiene and don new clean gloves. he (threads)
2. Clamp the catheter (Note: Always clamp the catheter with friction, makin|
before removing the cap. Never leave an uncapped (e, blood).
catheter unattended).
< Use a separate anti:
3. Disinfect the hub with caps removed using an appropriate hubs “open” (ie., un|
antiseptic (see notes). shortest time possi

a. (Optional) Prior to cap removal, disinfect the 4. Always handie the cathe]

caps and the part of the hub that is accessible and
discard the antiseptic pad (i.e., use a separate antiseptic
pad for the next step).

b. Remove the caps and disinfect the hub with a new
antiseptic pad for each hub. Scrub the sides (threads)
and end of the hub thoroughly with friction, making
sure to remove any residue e.g, blood).

€ Using the same antiseptic pad, apply antiseptic with
friction to the catheter, moving from the hub at least
several centimeters towards the body. Hold the limb
while allowing the antiseptic to dry.

d. Use a separate antiseptic pad for each hub/
catheter limb. Leave hubs "open” (i.e, uncapped and
disconnected) for the shortest time possible.

R e

carman

disinfected, do not allow|
nonsterile surfaces. Hold|
dried.

5. Attach the new sterile cal
Use caution if tape is use|
(see notes).

6. Ensure that catheter is st}
7. Remove gloves and perf{

Checklist: Dialysis Station Routine Disinfection

This list can be used if there is novisible seil en surfaces at the dialysis station. If visible blood or other seil is
present, surfaces must be cleaned prior to disinfection. The preper steps for cleaning and disinfecting
surfaces that have visible soil on them are not described herein. Additional or different steps might be
warranted in an outbreak situation. Considergathering necessary supplies* prior to Part A.

Part A: Before Beginning Routine Disinfection of the Dialysis Station

D Disconnect and takedeown used bleod tubing and dialyzer from the dialysis machine.
u Discard tubing and dialyzers in a leak-proof container?,

ﬂ Check that there is no visible soil or blood on surfaces.

D Ensure that the priming bucket has been emptied’-.

m Ensure that the patient has left the dialysis station®.

Discard all single-use supplies. Move any reusable supplies to an area where they will
be cleaned and disinfected before being stored or returned to a dialysis station®.

D Remove gloves and perform hand hygiene.

PART B: Routine Disinfection of the Dialysis Station — AFTER patient has left station

ﬂ Wear clean gloves.

D Apply disinfectant® to all surfaces”in the dialysis station using a wiping motion {with
friction}. -

D Ensure surfaces are visibly wet with disinfectant. Allow surfaces to air-dry®. -

u Disinfect all surfaces of the emptied priming bucket?. Allow the bucket to air-dry
before reconnection or reuse. -

D Keep used or potentially contaminated items away from the disinfected surfaces. -

m Remove gloves and perform hand hygiene.

Do notbring patient or clean supplies to station until these steps have heen completed.

& Making dialysis safer for patients

Centers for Disease

Control and Prevention
National Center for Emerging and
Zoonotic Infectious Diseases




Ehe New Jlork Times

\-——-—/

The Experts Were Wrong About the Best
Places for Better and Cheaper Health Care

By KEVIN QUEALY and MARGOT SANGER-KATZ DEC. 15, 2015

Grand Junction, Colo.
3rd lowest-gpending for Medicare out of 306 places
|
«— Lower-spending places Higher-spending —

Grand Junction, Cale.

42nd highest-spending for private insurance
L]

«— Lower-spending places Higher-spending —

Burlington, Vt.

S1st lowest-spending for Medicare out of 306 places
L]

+— Lower-spending places Higher-spending —

Burlington, Vit.
24th lowest-spending for private insurance
1

«— Lower-spending places Higher-spending —
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http://topics.nytimes.com/top/reference/timestopics/people/q/kevin_quealy/index.html
http://topics.nytimes.com/top/reference/timestopics/people/s/margot_sangerkatz/index.html
http://topics.nytimes.com/top/reference/timestopics/people/s/margot_sangerkatz/index.html
http://topics.nytimes.com/top/reference/timestopics/people/s/margot_sangerkatz/index.html

Ehe New Jlork Times

Health care markets ranked from most- to least-spending, in two ways

G dJ tion, Colo.
. rar UNCIiomn [+ ]

Low Medicare, High Medicare,
High Private Hizh Private

Low Medicare, High Medicare,
Low Private Low Private
Burlington, Vi.
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UVMHealth.org

High Value Care Program

Justin Stinnett-Donnell, MD, Value Care Initiative
Coordinator, Central Vermont Medical Center

24



National Efforts — High Value Care

Evidence for the Physician Information for the Patient

= Choosing = s

= Choosing ‘

-
2 Wisel
[ ]
. e . . Resources Videos
Clinician Lists An ¢ of the ABIM Faundation

Complete lists of recommendations by society can be found by clicking the society name or via individual recommendation pages.

Your search returned 5 results Search Recommendations

- ConsumerReportsHealth
= e on KEYWORD Whole-Body Scans to Screen for Cancer
They don't help find cancer—and may do mere harm than good
Society of Hospital Don't perform repetitive CBC and chemistry testing SOCIETY = D!'EI)'WI‘ LoAD EDF ¥ g .E
1 /MLOA]

Medicine - Adult in the face of clinical and lab stability. -
. o Soriety of Haspital Medicine - Adult y
Hospital Medicine Whole-body scans are imaging tests. They take pictures of your entire body. Medical American CO| | ege Of
TOPIC AREA centers usually market them directly to consumers. The medical centers say that the Preventive Medicine

Society of Hospital Don't order continuous telemetry monitoring outside
Medicine - Adult of the ICU without using a protocol that govems - filter by - - scans help find cancer and other diseases early.
Hospital Medicine continuation. ACGE S _ . ) . ) ADVICE FROM CONSUMER REPORTS
ut these scans aren't very good at finding cancer in people without symptoms. And
Society of Hospital Avoid transfusions of red blaod cells for arbitrary - filtar by - . the scans have risks and costs. Here's what you need to know. When to say yes—and no—to
Medicine - Adult hemoglobin or hematocrit thresholds and in the SETTING Whole-body scans are a poor 5creenin-g twool. imaqinq tests
Hospital Medicine ahsence_ of symptoms of active coronary disease, P - These tests can help find cancers
neart failure or stroke. == Mo medical societies recommend whole-body scans. That's because there is no early:
Society of Hospital Dom't prescribe medications for stress ulcer SER:CE - evidence that the scans are a good screening taol Mammograms to look for breast
o o I R - filter by -
::j;gfg;:r:l:te ?;:ETLL::_:;-:;:::?[ inpatients unless a high risk 4 = ‘Whole-body scans find cancer tumors in less than two percent of patients e
without symptoms. Some of these tumars would never cause a problem if Left Women ages 50 to 74 should have
Society of Hospital Dont place, or Leave in place, urinary catherers for alone. They weuld disappear. Or they would grow too slowly to cause problems. MAMMOgrams every two years.
Medicine - Adult incontinence or Convenience or monitoring of output = 'Whole-body scans can miss signs of cancer. The tests that are recommended— _
Hospital Medicine for non-critically ill patients (acceptable indications: =3 DOWNLDAD A PDF like mammograms— would probably find these signs. = [fyou are age 40-49 orage 75 or
critical illness, obstruction, hospice, perioperatively of all Choosing Wisely older, talk to your dector. Ask

recommendztions - | - e c - Sy W v = ;
for <2 days for urologic procedures; use weights A whole-body scan can give you a false sense of security. You may ignore real about your risks and whether you

instead to monitor diuresis). symptoms i they appear. need the test.




UVM Medical Center —

= HIgh Value Care Program —

- Began July, 2012

— Dr. Parsons asked the medical faculty of each department to
submit ideas for choosing wisely type projects.

Universityof Vermont
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UVM Medical Center —

= High Value Care Program _—

Infectious Disease
Guidelines for Blood Cx’s

ID /Pulm / Palliative

Cardiology

Monitor Procedural Radiation MEdICIne Ope ratlons And Reduce Daily / Duplicate Labs
Cardiol 9 g . Nephrol
Offer Stress Echo's to Inpatients Efficiency Committee BUNJ/CF. On ESRD Patients

Oncology
CA — 125 Usage Guidelines

Oncology
Improve Thora/ Paracentesis

v" Noncontroversial and evidence-based
. . Palliative Care
v Measure available electronically Early Introduction of PC
v" Meaningful outcome (reduce harm, reduce Palliative Care
. . Outpatient Palliative Care Plan
cost, improved patient outcome or
Endocrinology .
TgAB lab limited to endocrine experience = value add)
 Endocrnology v" Potential intervention to not increase
Salivary cortisol only for Cushing’s phySiCian Workload

THE

Universityof Vermont
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FY 2013

FY 2014

Cardiology
Reduce Redundant Echos

Dr. David Schneider

18.2% of echocardiograms
were repeats within one year

Cardiology
Reduce CK/MB

Dr. Keating

19,790 CK/MB checked in
1 year

THE

Universityof Vermont
HEALTH NETWORK

UVM Medical Center —
High Value Care Program

Nephrology
Reduce Blood Draws on ESRD

Hospitalist
Reduce Folate Testing

Dr. Virginia Hood

Dr. Bartsch

87% of labs not drawn in
Dialysis

27/4,468 (0.6%) Folate tests
were deficient

Nephrology
BUN/Cr. On ESRD Patients

Dr. Virginia Hood

3850 Cr. Checked in 2 years

Oncology
Staging of Breast Cancer
Drs. Wood and Khan

35 of 74 CT-bone or PET images
non-indicated by ASCO Criteria

Cardiology
Evaluation Troponin Testing

Data under evaluation

28



Process

Define M easure Analyze

THE
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System Change and Education

Clinical
/ Champion

Data
Analytics

Jeffords Project
Manager

HVC
B Coordinators
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Medical ICU and Chest X-Rays

Objective: Reduce automated morning CXR’s on intubated patients.

— =
O oS =
L o
& = 06 v B
w— ¥ -
o o = * Ve
w 0.4 = = bat
S E i i Ryan Clouser, DO
S8 os- [ AW I TN - "
| o= ""&
8 i & S
0.2 PRRPRRSS SRS S o ST
Oct 2012 Nov 2013 Mar 2015
Complete Intervention
THE
Universityof Vermont Ben Keveson, MD
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Cost Savings

\-——-—/

Q3 2013 Q4 2013 Q1 2014 Q2 2014 Q32014 Q4 2014 Q12015 Q2 2015

CXR #

Saved -1989 -135 -239 -176 -260 -236 -290 -311 -341

CXR S 349,388 -S$23,769 -S42,028 -S30,852 -$45,766 -S41,471 -S50,894 -S54,705 -559,904
Universityof Vermont

HEALTH NETWORK




Goals

Answer the question:
— Can this be scaled?

 Maintain momentum in
the Department of
Medicine for future
projects

« Expand to support other
departments at UVM
Medical Center

« Expand across the
Network

« Share experience in the
public domain

Universityof Vermont

HEALTH NETWORK 33




The heart and science of medicine.
UVMHealth.org

Vermont - Optimizing Laboratory Testing
V-OLT

Primary Investigators:
Alan Repp, MD
Cy Jordan, MD

© v]oh n Vose —_]ericho Hills Photogmpf'ly



Recommendation

\-——.—/

Society of Hospital Medicine — Adult Hospital Medicine

. |

z Choosing shm

B Wi s eI ® Society of Hospital Medicine

B y Five Things Physicians

An initiative of the ABIM Foundation and Patients Should Question

Don’t perform repetitive CBC and chemistry testing in the face of clinical
and lab stability.

Hospitalized patients frequently have considerable volumes of blood drawn (phlebotomy) for diagnostic testing during short periods of time.
Phlebotomy is highly associated with changes in hemoglobin and hematocrit levels for patients and can contribute to anemia. This anemia, in turn,
may have significant consequences, especially for patients with cardiorespiratory diseases. Additionally, reducing the frequency of daily unnecessary
phlebotomy can result in significant cost savings for hospitals.
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V-OLT - Background
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 Funded by Vermont Health Care Innovation Project
award — part of State Innovation Model Grant (CMS)

— Grant title: Vermont Hospital Medicine Choosing Wisely™
Project

— PI. Cy Jordan, MD and Allen Repp, MD

« Goals:

— Over the course of 2 year grant duration, undertake two projects
focused on reducing unnecessary tests and treatments in
hospitalized Vermonters

* Project #1: regional (8 hospital) collaborative to reduce
unnecessary lab testing in hospitalized adults

Universityof Vermont
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Participants
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Selected Results —

= CVMC, UVM Medical Center —

« CVMC - Estimated blood saved over 12 month period 12.8 L
 UVM Medical Center- Estimated $135,000 cost savings per year
e Est blood saved = 3.4 L/month = 40.5 L/year
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Value Based Culture
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ﬁa:;q; rd ORGAMIZATIONAL CULTURE
Business

review  Creating
Quality

by Ashwin Srinivasan and Bry

High Value Care Program:
Project Management

f /;ROMTHEAPR;OMISSUE / ) Data Analytics

“... many of the traditional s

increase quality—monetary SyStem Based Change

and sharing of best practice: * Results l

Instead,... companies that tc * Feedback
driven approach develop a culture of quality,

resulting in employees who make fe r %
ar les ti

mistakes—and the companies speng

and money correcting mistals " 4
https://hbr.org/2014/04/creating-a-cultur: 4 |

R ‘. A
hak ”
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QUALITY IMPROVEMENT REPORT l

Developing a high value care
programme from the bottom up:
a programme of faculty-resident
improvement projects targeting
harmful or unnecessary care

Justin M Stinnett-Donnelly," Pamela G Stevens,” Virginia L Hood"

BACKGROUND

In the USA, healthcare costs are far
greater than those in any other industria-
lised countrv.! Currently, they comprise
almost 18% of the gross domestic
product and 30% of government expen-
ditures.” US healthcare costs encroach on
all other areas of spending public and
private. Cost drivers are mulufactorial
but up to 30% of Medicare spending is
potentally avoidable without worsening
health outcomes® ? with overuse and
misuse of tests and treatments accounting
for approximately 10%. Physicians have a
responsibility to ensure that the diagnos-
tic tests and treatments they order are

safe, effective and provide value® ©
Bl ale e Teed i s e e

oriented organisations.!” However, pro-
cesses to implement and sustain pro-
grammes in local, state and national
settings are rarely described.!! We report
here on our inital 2 years’ experience,
which took a grass-roots approach to
developing a high value care (HVC) pro-
gramme. The goals of this project were
to improve the care and experience of
patients, reduce harm, cost and educate
our resident trainees. We describe the
process, projects and lessons learnt.

ASSESSMENT OF PROBLEMS

Programme development

In June 2012 the chair of the Department
of Medicine asked the faculty to submit
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Challenges Identified
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* Project Management and Data Analytics is resource
Intensive

« Multiple Different Electronic Health Records:
— Sharing and Benchmarking of data is difficult

— Best Practices in Decision Support must be built and maintained
Independently by each institution

— Different functionality makes one solution incompatible with other
systems
« Economic disincentives of a fee-for-service payment
model

« Maintaining enthusiasm and momentum for this ground
up model
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A Huge Team Effort!
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Department of Medicine Steering Committee Pathology / Laboratory

Polly Parsons
Cardiology

David Schneider

Martin LeWinter

Frederique Keating
Critical Care

Gil Allen

Ryan Clouser
Gastroenterology

James Vecchio

Steven Lidofsky
Hospitalist

Jason Bartsch
Rheumatology

Edward Leib

Bonita Libman
Nephrology

Virginia Hood

Bette Gilmartin
Oncology

Marie Wood
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Virginia Hood

Justin Stinnett-Donnelly
Pamela Stevens

Allen Mead

Jeffords Institute for Quality

Anna Noonan
Jason Minor
Patricia Bouchard
Mike Nix

Deirdre LaFrance
Mike Gianni
Cynthia Gagnon
Melissa Holman

PRISM

Doug Gentile
William Eaton
Randy Ensley
Alicia Cardoza
Merrill Cate
Jan Gannon
William Eaton

Mark Fung

Greg Sharp

Jill Warrington
Jocelyne Stocker
Michelle Baker
Luke Purvis

GME / Residents / Fellows

Elizabeth Hall
Maria Burnett
Patrick Hohl

Sean McMahon
Sadi Raza
Samreen Raza
Benjamin Keveson
Heather Shank
Adedayo Fashoyin
Tim Leclair

Sam Merrill

Radiology

Mike Blakeslee



Resident Involvement

\-—.—/

VD
Wl

THE
Universityof Vermont
HEALTH NETWORK

“I learned that the only easy part of
a quality improvement project is the
proposal of a seemingly simple

idea...the challenge lies in multiple
departments collaborating together

to achieve a common goal.”
- Sean McMahon MD (Cardiology fellow)

“The High Value Care project
provided me a conduit to evolve
from a worker bee/resident to
becoming an active leader in our

organization.”
- Ben Kevesson MD (Pulm/Ciritical Care fellow)
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Total Cost Management

Todd Keating, Chief Financial Officer, UVM Health
Network
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Key Challenges Facing Health Care Providers
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« Health care transformation is going to require improvement in
guality, cost management and productivity due to lower
reimbursement levels (direct or indirect)

* Investments need to be made in technology, facilities and
education to improve guality outcomes

« Maintaining an operating margin in order to make the investments
above requires a different philosophy that incorporates:

1. Clinical effectiveness
2. Cost management/margin improvement
3. Business reconfiguration

Universityof Vermont
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Reimbursement Model Transition
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Quality drives financial performance

* Fee for Service Model — Patients are willing to pay
more for better quality outcomes

* Population Health Management Model — Providers will
strive for better access to drive high quality
preventative care

Universityof Vermont
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Total Cost Transformation

Annual On-going
Cost Scale

Improvement
Product Mix

Supply Chain Physician Alignment

Labor Management Service Distribution

Revenue Cycle Consumer Strategy

Capital Allocation

Overhead Clinical Variation Care Transitions

Clinical Productivity Care Management End of Life Care

Clinical Integration Public Health
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Required Investments to Better Manage Our Business
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« Electronic Health Record delivering the following benefits:
* Improved quality
» Decrease costs through reduced re-admissions and reduced length of stay
« Efficiency of having total patient medical information available when
needed

* Decision Support (Cost Accounting) system is needed to:
« ldentify best practice in quality
« Cost management/margin improvement by identifying best practice in
resource consumption and productivity
* Reduce resources by automating manual analysis processes
« Capital avoidance through better capital planning
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Enterprise Management Performance System
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« Decision Support: Individual organization- and network-
wide tool for developing cost at the procedure level (cost
accounting) and analyzing service line profitability

« Financial Planning: Network planning tool for developing
multi-year financial forecasts and determining the impact
of strategic initiatives

« Capital Planning and Tracking: Individual organization-
and network-wide tool for evaluating capital proposals
and for tracking spending/future obligations

Universityof Vermont
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Enterprise Management Performance System
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« Budget Migration and Reporting: Individual organization-
and network-wide tool for budget development, variance
reporting and productivity monitoring

« Financial Reporting/Dashboards: Visualized financial and
performance data to foster understanding and decision-
making driven by key performance indicators showing
trends, rankings, contributions, variances and outliers

« Strategic Cost Management: System monitors productivity
and identifies areas of opportunity by comparing current
staffing levels against historical, as well as benchmarks

Universityof Vermont
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Other Areas of Focus
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« Uniform Group Purchasing Organization pricing
efficiencies

« Refunding and refinancing existing debt

« Request for Proposals for Financial Advisor roles,
Investment Managers, Actuaries, Commercial Banking
and Pharmacy Benefits Manager as a few examples to
reduce overhead costs

« Enhanced technology will result in an increase in
productivity

« Work with Payers to reduce administrative waste
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summary

Judy Tartaglia, President and CEO, Central Vermont
Medical Center

John R. Brumsted, MD, President and CEO, UVM
Health Network and CEO, UVM Medical'Center




UVM Health Network’s Commitments

\-—-—/

« We commit to moving away from a “sick care” system to one
that promotes or restores health, as efficiently and effectively
as possible, through:

— Partnering with patients and families, who want an active voice in their
care

— Collaborating with other providers in our community who share in caring
for our patients

— Working with social service agencies on issues like housing,
transportation and food security that affect health

— Leveraging the education and research expertise and the innovations of
our academic partners at UVM
« To help make care more affordable for Vermonters, we
commit to moving away from FFS payments to 80% risk-
based payments by 2018

Universityof Vermont
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Questions?
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