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Ready, Set, Engage

Chat Box:
Al KIG | dzS 13 fii fA Zwléyﬁfz)\ i a

SO participants can view and panelists can
respond

A Panelists will respond to your questions durinc

o N - -
° the Q and A discussion
o Follow-up:

A Following the presentation, participants will
receive a followup email with the slide deck,

=L recording, and a link to access additional
% = resources
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Learning programs and learning labs

NRHI Highvalue Care SAN
Learning Program Topics

Indicates Learning Lab Availak
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https://nrhisan.healthdoers.org/home

Reducing Unnecessary Utilization

Topic Faculty Date

Strategies for Clinide Maine « «
Address Imaging for Low Bac e uahty Counts  1/25/2018

) Better Health Care. Better Health. reco rd | ng
Pain and Cost of Care available

Improving Access to Specialt |
Care to Reduce Unnecessar e “ﬁlﬁhty Counts Z/r gfé ;%%;138

ED VISItS Better Health Care. Better Health. available
Advance Care Planning & %
POLST r’
:> A Strategy to Address ﬁa”ﬁé?é‘ﬁ'i‘i” 5/17/2018
Readmissions o
Understanding and Facilitatin %
the Role of Suspecialists in £
Preventing Unnecessary ﬁ@éﬁlfl‘cﬁ 7/19/2018

INITIATIVE

Hospital Care
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TCPI Change Package Alignment

Thismodule aligns with the following TCPi change tactics:
1.1.3 Collaborate with Patients and Families

1.6.2 Plan Care

1.6.3 Implement Evidence Based Protocols

3.4.2 Eliminate Waste

3.4.3 Maximize Provider Value
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Nancy D. Zionts Judith Black, MD

Medical Advisor for the Jewish
Healthcare Foundation and an executive
committee member of the National
POLST Paradigm Task Force

Chief Operating Officer and Chief Program Officer,
Jewish Healthcare Foundation, Pittsburgh Regional
Health Initiative, Health Careers Futures
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I FTGOSNI 2RI @ Qa LINBa
be able to:

A Describe the differences between advance directives and
POLST

A Discuss the impact dPOLST on readmission rates

A ldentify strategies and benefits of implementing advance care
planning and POLST in practice settings

A Provide access to tools and information on advance care
planning and POLST
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Polling Question #1

2 K2 Aa 2y U2RlF&Qa 6S0o
1.) PTN Staff

2.) SAN Staff

3.) Primary Care team

4.) Behavioral Health team
5.) Other Specialists and their teams
6.) Other
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Polling Question #2

Do you know what POLST Is?

1.) Yes
2.) No




Polling Question #3

Have you used POLST In a healthcare setting

1.) Yes
2.) No




The Medicare Initiative Supports Population Healt
Management

o

JEWISH
HEALTHCARE
FOUNDATION

V,

Medicare Population Health Initiative for Frail Elderly

A Medicare will focus on the frail elderly due to the significant co

drivers

associated with this segment of the population. The ne

model will achieve enterprise goals:

A

A Lower PMPM cost while improving quality and member

A

Provider led opportunity to develop enhanced PCMH
models

satisfaction (The Triple Aim)
Patient experience will be significantly improved

Medicare Population Characteristics

May be overlap in some

categories / \
_ / 5%\
End of Life ! 42%of \
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Frail Elderly/Severely \
Disabled - 6% /—\
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30%
/
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ACharacteristics of Frail Elderly?

A The challenge and cost of caring for the frail elderly will increase as the
baby boom generation ages. It is estimated that the size of the
population over age 85 will increase from 4.3 million to 20.9 million by
2050

A Frail adults are defined as those who have difficulty with one ADL;
severely disabled adults have difficulty with 3 or more ADLs

A 26.5% of Medicare recipients over 65 meet the definition of frail; 20.4%
of these have fewer than 3 ADL limitations; 6% are limited in 3 or more
ADLs

A 35% of people with severe disabilities live alone and depend primarily
on unpaid caregivers for assistance

A 4 out of 5 of these Medicare recipients report at least one serious
medical condition: heart disease, diabetes, stroke, psychiatric
diagnosis

AFrail adults are
906s; unpaid care givers are usu
as taking care of their own f ami
has been developed to describe this group of care givers who often are
exhausted by the myriad responsibilities associated with caring for
aging parents and their own families

di sproportionat

— Qo O

A Most frail elderly have modest financial resources with nearly one
guarter living below the poverty level. Most have not purchased private
long-term care insurance and do not qualify for public benefits

Richard W. Johnson, Joshua M. WAeRggfile of Older Americans and Their Caregivers  prrssurch 1

i REGIONAL
The Urban Institute, 2006. HEALTH 2
INITIATIVE
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Models that Impact Hospital Radmissions

Home Based Primary Care
A Program for all Inclusive Care of the Elderly

A Independence at Home
A GRACE Model (Indiana)
A Kaiser TrCentral Palliative Care Program

Care Transitions
A Eric Coleman Model

CMMI Initiative to Reduce Avoidable Hospitalizations among Nursing
Facility Residents

A Optimistic Project

Ve
3

-‘ De Jonge, K., Jamshed, N., Gilden, D., Kubisiak, J., Bruce, S., & Taler, G. {2014) EffecRaabHdmmary Care cn MedieaCosts in HigRisk Elderslournal of American Geriatrics Soci€62) 18251831.
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Characteristics of Successful Models

Process for identification and stratification

Detailed care coordination by inter professional team 24/7
availability

Continuity of care across all settings
Use of portable dx technology
Ot AOAUIGAZ2Y 2F O0SYSTAOAI NRSA

Creation of a londgerm and trusting relationship with
beneficiaries and family caregivers

o Do Io To Do Ix

De Jonge, K., Jamshed, N., Gilden, D., Kubisiak, J., Bruce, S., & Taler, G. (2014) EffeeBasEH&mmary Care on MedieaCosts in HigRisk Elderslournal of American
Geriatrics Society62) 18251831.
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ADVANCE CARE PLANNING

Compassion, Support and Education along the Continuum of Care

Death with

dignit
& ultiple co-
rbidities
ith

asing
ity

' ’ PITTSBURGH
\ /1 REGIONAL

HEALTH
I - INITIATIVE
JJJJJJ Spreading Quality,
llllllllll Containing Costs
FOUNDATI
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Standard of  Advance Medical
Care Directives Orders

Health care Powe
of Attorney

Surrogate

Living Will
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BARRIERS TO ADVANCE CARE PLANN

¢KS t|
A ltis very personal and may

elicit strong emotional
reactions

A conflict may exist about wha
would make decisions and
how decisions can be made

A Difficult making decisions
regarding when medical
treatment should be
continued or forgone

Health Care
t NP FSaaAz

A it may be unclear how to
start the conversation

A it may raise issues that are
difficult to resolve

A it requires too much time

System
Communication

Issues

A Documents may not be
available
Instructions in documents
71 may be too vague
too specific to be
helpful
7] hot available when
needed
Efforts to reopen the
conversation are rarely made

PITTSBURGH
REGIONAL
HEALTH
INITIATIVE
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Tips to remember when talking to patients

To Open the Conversation

X If something happens and you become critically ill and | cannot talk
to you about what treatments are appropriate, who should | talk to?

X Have you asked this person if they are willing to make decisions for
you if you are really sick?

If this person is not the closest relative

X Have you told X that you wanted Y rather than X to do this?

X Have you spoken with X about what you would want if you became
sicker and needed to be in the ICU or on machines?
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Prepare for your care
PREPARE [P

Welcome to PREPARE!

) = -

VIELTETE AiBE FITILLES ©  PREPARE is a program that can help you:

1 Choose a Medical = make medical decisions for yourself and
Decision Maker others
Decide What Matters = talk with your doctors

3 Choose Flexibility for = get the medical care that is right for you
Your Decision Maker

4 Tell Others About You can view this website with your friends
Your Wishes and family.

5 Askhl)octnrs the
Right Questi i
LT Click the NEXT button to move on.

Your Action Plan
NEXT (D

W) [ e
(1 e

Above slide shows the five areas that are covered. e
Fadaarion It does not all need to be done all at one time. T
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DIVISIONS BY HEALTH STATUS IN THE POPULATION AND
TRAJECTORIES OF EVENTUALLY FATAL CHRONIC ILLNESSES

Major Trajectories near Death

High
Divisions in the Population =
B
:
[
Group 2 : Time
Grou P P High
~ : Example
1 Nchronic, S Cancer patients
not B
~ - A c
ifseri®@us ﬂ z
NMHeal thy, o n ds
acute and Death
preventive care 7 Low
. Time
High
Group 3 - Example
§=] ;
E CHF patients
. =}
Chronic, L
eal
gventually fatal Low
illness .
Time
[ Example
‘-tif:-,‘. < ’ RAND document WP-137, Living Well at the End of Life: Dementia Patients
\ ' ’ Adapting Health Care to Serious Chronic lliness in Old Age, found at: J
k\ ' A http://www.rand.org/pubs/white _papers/WP137/. Used with permission. EEFITSBURGH

INITIATIVE
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WHERE DO WE GO FROM HERE?
Ask yourself:

X Does this patient have an advanced long term condition or a new
diagnosis of aerious illneser both?

X Would you be surprised if this patient died in the next 12 months?

X Does this patient have decreased function, progressive weight loss,
>= 2 unplanned admissions in last 12 months, live in a NH or AL, or nee
more personal care at home?

X Does this patient have advanced cancer or heart, lung, kidney, liver,
or cognitive failure?

PITTSBURGH
REGIONAL
HEA

INITIATIVE
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"" Diane E. Meier, MD, Department of Geriatrics and Palliative Medicine, Icahn School of Medicine at Mount Sinai, Director, Center to Advance Palliative Care
\\(
I -
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Case Study ICU Admission

Mrs. Smith is an elderly women with advanced dementia who lives in a skilled
nursing facility.

x1a FROFYyOS RANBOUAGBSE AYRAOIGSaa
intensive care. She appointed her daughter to make medical decisions

x One Saturday night she is overcome with fever, cough, and shortness of
breath

x The facility is unable to reach her daughter and transfers Mrs. Smith to
nearest hospital where she is admitted to intensive are unit and placed on
a ventilator

vy, xaNB® { YAUKQa RIdZAKGSNI £ SENya 6K} i
&'c! why the nursing homes orders were ignored Sl

llllll
HHHHHHHHHH
oooooooooo
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What iIs POLST?

Physicians Orders for Lifistaining Treatment




POLST Brief History

1990:0regon leaders created task force to develop a new method to translate patie
preferences into actionable medical orders that follow patients across settings of
care

2004:National POLST Paradigm Task Force (NPPTF) convened to establish quality
standards for POLST Programs and to assist states in developing their programs

2009:0regon POLST Regqistry

2013:POLST Quality and Research Toolkit was added
2014:Institute of Medicine releases report on edH-life issues
2014:NPPTF releases Legislative Guide

M/
g ! 2018:Restructuring of the National POLST Paradigm Task Force e
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National POLST Paradigm
Program Designations

Click a state for more information

mature
endorsed
developing

non-conforming
Oregon has separated from the National
POLST organization due to operational
differences
Totals include WASHINGTON DC.
MATURE Programs are also Endorsed and are
counted in both the Mature and Endorsed Program
totals.

PITTSBURGH

REGIONAL
EALTH
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State Programs

MOLST IPOST
MOST LaPOST
POST MI-POST
SMOST OKPOLST
TPOPP PAPOLST
COLST WyoPOLST

DMOST SAPO

''''''
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Why POLST?
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Where Does POLST Fit In?

Advance Care Planning Continuum

Age 18 \l,
G o
(o) Complete an Advance Directive
N l
\' Update Advance Directive Periodically
E |
R Diagnosed with Advanced lliness or a
= Serious Health Condition (at any age)
A or Medical Frailty*
T l
|
o Complete a |
N POLST Form

) . | ’ Materials adapted and used with permission from the Coalition for Treatment WiSheS
\ ' ’ Compassionate Care of California,www.coalitionCCC.org H Onored
\
h - *Someone for whom you would not be

;;;;;;;; surprised if they died within a year

PITTSBURGH
REGIONAL
HEALTH
INITIATIVE



http://www.coalitionccc.org/

Purpose of POLST

Pl Laxil N Diibw Farrn Prapased.

Patmarn! Wi Marm Mo | Fscord B jopnonsd)

To provide amechanismi 2 RS T A
preferences for enebf-life treatment and tq

O Full Treatment = primary geal of prolanging Ee by all medicaly effective means.
In acdiion f msaimant discified in Selscthes Trestment and Combort Focused Treaimant, e inhubaticn

communicate them across care settings

5, a5 ndicated.
O Trisd Pariod of Full Troatmant.
O Seinctive Treatmant - goal of trating miszal i Dading
I i 10 DalTaT o SeiEdd in Conmion Fosused W
W Muids: Do May @y PSSR, Ganerally Femid
cam

(m| Ruguiar ranslir iy hoapital gnly i oomiod nesds samad b sl it curend incalion,
O Eomiort-Focused Treatment — primary goal of masimizing combet

oot of Sl chaiacion. D Pk i Baouni. ke I ol Dl SAlicive Trackina eyaas consistond

with conrion goal. Reqeest

hospital ey if' matin

Turns treatment preferences and advance directives
into medical orders.

END FORM WITH PATIENT WHENEVER TRANSFERR
FAT vErECAE wEh siactve calm o U000 &L 1 %320 or AT E e ana sEis

w/,
Iﬁ\' A R;“;S%

HEALTH
I - INTIATIVE
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Who Would Benefit from POLST

Seriously ill individuals

Those with an enestage medical condition

Those with progressive dementia

Patients with advanced frailty

Anyone with advanced age wishing to further define their preferences for care

'yt Saa A0 Aa GKS LI GASYdiQa LINBSFSNBYyOS:
with stable medical or functionality problems who have many years of life expectancy.
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POLST Form Highlights

A Physician, certified registered nurse practitioner (CRNP) or
physician assistant (PA) signedical order.

A Standardized formbright distinct color.

A Based on conversation for goals of care. Failure to do can
result in care thahot consistent with personal goals.

A May be used to limit medical interventions or clarify a reques
for all medically indicated treatments including resuscitation.

A Transferrablgportable) across care settings.
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California

PITTSBURGH
L\ ’ REGIONAL
HEALTH
, T s 7 INTIATIVE
HEALTHCARE SP'BﬂdiﬂgQ/alr'y,
Containing Costs.

FOUNDATION
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