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Zoom Tips . |
* Attendees are automatically UNMUTED upon entry
* Refrain from using the hold button

* Use the chat box, raise your hand, or unmute
yourself and jump in if you have questions or
would like to participate

* Direct messages to Jen if you have any technical
Issues

*Sit back and enjoy — this meeting is being recorded,;
slides & a recording will be included in the PTI
Weekly Communications email on Thursday!

Practice Transformation Initiative



Share & Learn Webinars

 Monthly opportunity to alongside your
PTI colleagues:
e on technical content or learn new concepts,
* to share your successes and promising practices,
e to thought partner with your peers about the
challenges you’re facing in this work.

* Each webinar will have a different focus and will vary in its
target audience, but is open to all PTI participants.
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Today’s Agenda

1. Introductions

2. Shared Decision Making: Recognizing Opportunities
in Uncertainty (Victor)

3. Experience from the ground — How Cambridge
Health Alliance implemented SDM (Amberly)

4. Q&A
5. Wrap-up
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2018 Practice Transformation Initiative Goals

By December 31,2018

Program Goals

« Realize 20% relative

improvementtoward the
90" percentile on high
impact outcome measures
(HbAlc<8; HbAlc>9; HTN
control).

Record at least $202 million
in cumulative cost savings
across the 4 utilization
measures (ED visits,
hospital bed days, imaging
for LBP and cervical cancer
overscreening).

Organization Goals

* 100% of practices will have

been actively engaged with
a Practice Facilitation
Coach.

Each organization will have
a documented returnon
investment for
sustainability of the
Practice Transformation
work including program
components that will
continue beyond 2019.

Each organization will
support Team-Based Care in
the practices by
establishing clinician-
approved standing orders
and trainings for care team
staff.

Practice Goals

* 80% of practices are

actively building Quality
Improvement infrastructure
and capabhility, reflected by
% scoring 2 or higher on
specific PAT milestones.

80% of practices have
implemented the PFE
tactics of shared decision-
making and patient
activation.

80% of practices use
performance reports for
Quality Improvement,
reflected by % scoring 2 or
higher on specific PAT
milestones.

Currently, 25% of PTI primary care practices, and 40% of specialty practices are
using shared decision making.




Question:
(Type into Chat Box
or unmute yourself)

Why do you think
Shared Decision
Making is important?
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Shared decision making
Recognizing opportunities in uncertainty

Victor M. Montori, MD, MSc
Professor of Medicine
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Disclosure Statement

| do not have financial
relationships or interests related
to the content of this
presentation.



Population

Aged 40-75 years with no
history of CVD and =21 CVD
risk factors

MAYO Aged 76 years and older
CLINIC

@ with no history of CVD

USPSTF recommendation grade

3

C

1

L Statement J

Low- to moderate-dose statins
recommended

Recommendation depends
on the patient’s situation

There is insufficient evidence
to make a recommendation.
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HbA1c < 7%

4 Statin Benefit Groups

 Clinical ASCVD*
« LDL-C 2190 mg/dL, Age =21 years

* Primary prevention — Diabetes: Age 40-75 years, LDL-C
70-189 mg/dL

Primary prevention - No Diabetest: 27.5%% 10-year
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Shared decision making is...

A conversation between clinicians
and patients in which they think,
talk, and feel through the situation.
Evidence-based options are
hypotheses, which are tested in the
conversation until the best solution
for the situation becomes clear.

CCCCCC



1. Goal of SDM is not to get people to do what
YOU think is right for them.

2. Foster awareness of opportunity (uncertainty,

options, participation, sense)

Engage in dx conversation

Tools can help trying-on of options

Success is to find care that makes intellectual,

emotional, and practical sense.

il S
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A. Doctors presenting evidence-based information so
that the patient can decide what to do.

B. Patients giving doctors information about their

preferences and experiences for doctors to decide
what to do.

C. Just like informed consent.

D. Doctors making a recommendation for one of the
available options after presenting all of them.

E. Is a conversation by which patients and doctors
figure out what to do.

F. Patients using a decision aid to decide what to do.



What to do?
Your input matters

2 .

What is the What are the
situation that actions that the
demands action? situation demands

J

Intellectual
Emotional Sense
Practical

MAYO
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Back

Current Risk

Select Risk Caboulator

ACCIAH ASCVD Framingham Revnalds
o you hawe a history of events such as prior hea

Select Current Intervention

Statins @ No | @ StdDoze ) High Dose

Aspirin @ No | @ Low Dose

MAYO
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Statin Choice

statindecisionaid.mayoclinic.org

Statin/Aspirin Choice
Decision Aid

wvention Issues

,_)\_.I

Current Risk
of having a heart attack

NGNSt Lk for 100 people like you who

|\edicate for heart problems

200000606888
2000006068868
2000068068860
2008008686880
2000088880
2008886868860
2008886868860
200888686880
2000886868860
20000088080

Document

Future Risk
of having a heart attack

Risk for 100 people like you who do take
standard dose statins

999999

(L Jo X T X 10 X )
0000000
0000000

Ower 10 years

pecple will
hawve a heart
attack

92 peoplewil
hawve no heart
attack

pecple will
e saved from a
heart attack by
taking medicine
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Compared to usual care,
patients using the decision aid were
22 times more likely
to have an accurate sense of their baseline risk and
risk reduction with statins.

/0% fewer statin Rx in low risk (<10%) group
3-fold increase in self-reported adherence

MAYO Weymiller et al. Arch Intern Med 2007

CLINIC
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Weight Change What aspect of your next diabetes

Low Blood Sugar medicine would you like to discuss first?

(Hypoglycemia)

Blood Sugar
(Adlc Reduction)

Daily Routine

Metformin (Generic available

Insulin (vo generic available - pric

Short acting analog insulin:

Pioglitazone (Generic available)

Liraglutide/Exenatide (vo generic available)

Sulfonylureas Mullan et al Arch Intern Med 2009

Glipizide, Glimepiride, Glyburide

oooooo 20


http://www.youtube.com/watch?v=SYTPqceFgSw
http://diabetesdecisionaid.mayoclinic.org/

(LVL%%‘I’?C Anticoagulation Choice

Q—W Decision Aid

. . CHA:DS:-VASC 4
Anticoagulation HAS-BLED 1

Current Risk Future Risk
nf Ctralra withaut Anticaanmulatian nf Ctralra with Antiraamulatinn
MAYO ; 2 .
4 lewil I? CLINIC Anticoagulation Choice
eople wi 5 :
havz a f:tal or b r‘r\r{}j CpEinha
disabling stroke .

Over the next year Qwer the next year

e 1 Year Risk CHA:DS2-VASC 5

people will *' 5 Year Risk Issues

have a

nondana & e e s e T
stroke = A S aaa]odio s 2 e

Fitting anti MAYO R . .
in your life: CLINIC Anticoagulation Choice

91 people will Which issue r'?'y Decision Aid

have no stroke
like to disc

CHAzDS:-VASC 4
HAS-BLED 1

Anticoagulation Routine

Anticoagulation The cost to you of each medication will Warfarin requires committing to regular
Routine depend on your insurance plan. blood tests.

The figures below provide a comparison of There is no testing required with a Direct
average costs without insurance. Anticoagulant.

Warfarin $545 per year Warfarin Regular
Costs include the medication and Q Once daily blood
blood tests. tests

Diet & Medication o Am | available to do the regular blood tests that
Interactions Warfarin requires?

Direct Anticoagulants $2,930 per year Direct Anticoagulants
Apixaban Apixaban Q am Qrm

Dabigatran Dabigatran Q AM Q PM
Edoxaban Edoxaban Q Once daily

Rivaroxaban Rivaroxaban Q Once daily

MAYO
CLINIC
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Summary of Mayo experience

Age: 40-95 (avg 65)
Primary care, ED, hospital, specialty care
Adds ~3 minutes to consultation
58% fidelity without training
Outcomes
74-90% clinicians want to use tools again
Effects on SDM are similar in vulnerable populations
Variable effect on clinical outcomes, cost

Wyatt et al. Implement Sci 2014; 9: 26
MAYO Coylewright et al CCQO 2014, 7: 360-7
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Statin/Aspirin Choice
Decision Aid

Current Risk Intervention Issues Notes Document

Current Risk Future Risk
of having a heart attack of having a heart attack

: r-"
000000000 900000000
000000000 900000000

MAYO
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Adoption

>12,000/month in each of last 3 years

MAYO
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Over 10years

people
will have a
heart attack

people
will have no
heart attack

Current Risk
of having a heart attack

Risk for 100 people like you who
medicate for heart problems

0000008000
00008600600
00008060000
000008600600
0000000000
000000000
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0000000000
00000068000
0000000000

Future Risk

of having a heart attack

Risk for 100 people like you who do take

0000000000
00000000600

00000000
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000
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Google Analytics
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Over 10years

people
will have a
heart attack

people
will have no
heart attack

people will
be saved froma
heart attack by
taking medicine

228-24
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Shared decision making is...

A human

expression of
Kind and

careful care.

CCCCCC



090 Shared Decision Making

Research/Practice Workshop
October 2-3, 2018

Mayo Clinic

Rochester, Minnesota
CE.mayo.edu/MDM2018

shareddecisions.mayoclinic.org
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Question:
(Type into Chat Box
or unmute yourself)

Based on your new
understanding of
Shared Decision

Making, what percent

of your practices are

actually doing Shared
Decision Making?




Experience from the ground:
How Cambridge Health Alliance
Implemented SDM

Amberly Ticotsky, RN
Cambridge Health Alliance
Cambridge, Massachusetts

Practice Transformation Initiative, a program of:
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Poll Question:

What are your
practices currently
doing?
¢ a) Motivational
Interviewing
Strong team dynamics

Patients completing
pre-visit forms (SDOH,
goals, agenda, etc.)

Team huddles




Cambridge Health Alllance

* Academic public health safety net
system outside of Boston

* 2 hospitals, 13 community centers, 7
cities
* Public Health mandate

e 180,000+ primary care visits for 120,000 patients

e Largely public payer mix — 82%,almost all
Medicaid

 >50% of patients speak a language other than
English

e >3,000 employees, 18 labor unions

HdCHA

y ¥ HARVARD MEDICAL SCHOOL
Cambridge

Health Alliance

TEACHING HOSPITAL




Union Square Family Health

* Participated in three collaboratives to shape
cutting edge PCMH transformation

 Robert Wood Johnson designation of one of the
top 30 Primary Care practices in the US

* Featured as a model practice by CMS in the TCPi
initiative

 Level 3 PCMH Designation

* Full spectrum Family Medicine Care

e 23,000 patient visits per year, 80 percent with

public or no insurance
* 40% Brazilian, 20% Spanish from Latin THE WALL STREET JOURNAL
America, 8% Haitian Creole, sizable Hindi, THE INFORMED PATIENT

: . . . . The Doctor's Team Will See You Now
Gujarati, Punjabi and Nepali populations



Why Care Plans?

What The Evidence Shows About
Patient Activation: Better Health
Outcomes And Care Experiences:;
Fewer Data On Costs

mSleep

W ork/School
elf Care
alng
uving things
aring for
amily
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Cambridge
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| already have a plan for them.

WWe're already being asked to do too
A Care Plan is much in a short visit.

What if their goal doesn’t have anything to do with
getting their diabetes under control?
| don’t have time I’'m responsible.
for this. What if this doesn’t work?
Patients don’t know how to set goals.
ECHA :

) ™™ 1EDICAL SCHOOL
Cambridge 7  TEACHING HOSPITAL
Health Alliance




Growing a Care Plan

Diabetes Care FPlan
My health goals:
I vwant to:
1)
=22

My important care providers for diabetes:

[ R = = S
Tools that | would like to help rme with my diabetes:
» O Handouts orn: —
d- = Ficture of plate for healthyw eating
2 Log for tracking sugars
- Slucometer
= o My Chart flow sheet for tracking sugars
- Cr = Vivebh sites omn:
= T O Name of smartphomne app:
-__q (=1 ill box
R el
Barriers:
(=] Housing problems
O Transportation problems
(=1 INnsurance problems
(=1 Need more health knowledge
[ DCifficult to communicate imn English
[=1 Lirmited access to healthy food
™ wWVorry about safety
= Fimnancial problem=s
1 Hard to saccess medical care because
(=1 Health system is hard to understand
o —— > MNot enough personal support from friends and farmily
[=] Other family problams or responsibility .
[=] Learming problems
o Legal issues
Steps that | could take Now to IMmProwve my health:
=
™ T ake miy medicines every da
[=1 Use stress managsment techniques
(=1 HKeep track of progress using
(=] S et at least miinutes of exercise . times per week
[==1 Communicate with my heaith care tearm by

- A s A — g A e
Al

Staff: Put into Care Coordination note at top of problorm list 1 2P 1O o

HCHA

Cambridge
Health Alliance

PLACE LABEL HERE

L

Diabetes Care Plan

My health goals:
| want to:
1)

2)

Who are the people that can help me meet my goals?

What tools would help me to reach my goal?
o Handouts on:

Picture of plate for healthy eating

Log for tracking sugars

Glucometer

MyChart flow sheet for tracking sugars

Pill box

oocooo

What are some problems that will prevent me from reaching my goal?
Housing

Transportation

Insurance

Money

Unable to speak English

Cannot read

Health system is hard to understand

Lack support from family

The next step | want to take to improve my health:

"i HARVARD MEDICAL SCHOOL

TEACHING HOSPITAL




Asking the right questions:

S2F HARVARD MEOICAL scHOOL

2 TEACHING HOSP




Care Plan Goals

* Understand where patients are in managing their health

* Understand patients’ priorities for their health (what matters to you?)
* Create shared goals

* Develop an action plan WITH the patient

* Customize care interventions

* |dentify and address strength and challenges

* Build skills needed to reach the goal

* Leverage team-based care model

All teams work from the same care plan, for care coordination,
shared goals, and communication between teams. Plan is printed
and given to patient.

HCHA

] ¥ HARVARD MEDICAL SCHOOL
(@t=Taglelgle ]S

Health Alliance
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You've Got This!

Built into the care plan In your toolbox

Patient activation (growing
knowledge, skills, confidence)

Tap into patient’s context
Meet people where they're at
Skill building

SMART plans (specific, measurable, ~° Working with vs. to/for
achievable, relevant, time-oriented) The extended care team!!

Motivational Interviewing

Behavioral Activation

Relationship building

HCHA

_

= HARVARD MEDICAL SCHOOL

2 TEACHING HOSPITAL

Cambridge
Health Alliance




Care Plan, meet EMR

PWNPE

My goals to improve my health: ***
My healthcare team’s goals: ***
My strengths and supports to meet my goals: ***
Challenges to meeting my goals: dropdown.
Need more support
Housing problems
Transportation problems
Insurance problems
Healthcare providers don't speak my language
Legal problems
Financial problems
Other
My healthcare team: ***
My Action Plan: dropdown.
keep my appointments
if | feel worse, | will ***
take my medicines every day
Keep track of progress using ***
Other
My confidence that | can follow my Action Plan: 1-10




Care Plans: Patient View
Sase

Cambmndge
Heafth A Laerscw

& CH
Living a Healthy Life with Diabetes
My Goals... My Plan

My Health Goals:

T

1
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Care Plans in Action

*| don’t understand how my sugar is not well controlled when | take all my
medications.

*Quit smoking, lose weight

*Get off opiates for good

*Could I go back to work, or back to school? apply for disability?
*Strengthen relationship with wife

| need to sleep at night. | am exhausted.

*Less pain.

| want to live in a safe situation.

HCHA

: -2 HARVARD MEDICAL SCHOOL
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Health Alliance
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Impact: Staff

“I love the action plan because it helps patients create realistic, actionable steps toward
their goals.”

“It allows me to understand where patients are starting from.”

“This is a cornerstone of our conversations with Eatients about depression, because it
provides an opportunity to take concrete steps that can have an impact.”

“When | sit with a patient to do a care plan, | stop and listen.”
“People can focus more on what’s important to them, and in their life.”

“It’s more collaborative: patient and PCP share the work of putting it together, and the
patient leads the process.”

“Patients are more engaged.”



Impact: Patients

* “These people are trying to help me, and | should listen to them.”
* “llove Virginia (PCP)!”

e “|felt like | wasn’t just another patient.”

* “Okay, doc, here’s what we’re going to work on next...”

History - Depression Care Plan - - SO UNIONMN SQUARE

90

B Result
& Target
20

— 4 .I-' — Rl =l — ol = 4 — el - — i Rl — = Rl — i i R —
— = o= — = o > U : L L S =L on -~ 5 &

] == m s = = & - 1 (=] ] = - ] L ] S = E] o - =] ar = -
= 49 = = £ w O Zz a = w = =4 = = £ w O =Z=Z o - u
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Question:
(Type into Chat Box
or unmute yourself)

What are some key
points you will share with
your practices and
organizations about

Shared Decision Making?




Wrap Up

Practice Transformation Initiative, a program of:
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UPCOMING
EVENTS

* May 22-23 @ Long Beach: Quarterly
PTI Convening

e June 20 - Virtual:
Share and Learn Webinar:
Sustainability

 July 12 — Virtual:
Practice Facilitation Workshop

 July 18 — Virtual:
Share and Learn Webinar: Team Based
Care

* Aug 28 — 29 @ San Jose:
Quarterly PTI Convening



https://pti-may-2018.eventbrite.com/
https://pti-sl-jun18.eventbrite.com/
https://pti-pc-web-jul18.eventbrite.com/
https://pti-sl-jul18.eventbrite.com/
https://pti-aug-2018.eventbrite.com/

This is not goodbye, but see you later...

Jen Burstedt Correa
ienburstedt@gmail.com

Thank youl!
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SURVEY:

The meeting was a good use of my time.

Practice Transformation Initiative, a program of:

L] .‘..' .
) Integrated €%’ it
12/3/2019 2CQC Healthcare ®¢ * ’:‘(O'V(O‘IS
CALIFORNIA QUALITY COLLABORATIVE o

AAAAAAAAAAA



T
Thank you for participating!

AAAAAAA
VAV AV AV AV AV AV

THANK YU

VMAVAV AV M AVAVAN
RAAAZNAAAA
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