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Attribution List
The Breakdown

4%

Majority of patients are
attributed from ED

M Emergency Department ® Hospital Based Clinic

Data Source: State of NJ C’\KENNEDY
HEALTH




Full Implementation

< March 16,2015
< ED alert system

+» Drive outreach & enrollment
*» Process was slow
<+ Lessons learned from pilot

*» Outreach is key
% Challenge of demographics

< Reevaluated process

% Rapid cycle change with outreach
% Used PDSA approach
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+Plan:

% ED alert system
+Do:

% Outreach initiated
*»Study:

% Enrollment was slow
+Act:

% Developed new process

# of patients
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Outreach Data

1%

W Enrolled (1st Call) m Prev. Enrolled Ineligible ®m 2nd Call m Refused
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Identified PCP of Attributed Patients

Majority of patients outside of KHS
Increased care coordination needed

4 FHS

M KHA

H Kennedy Care Collaborative
4« Community

4 No PCP Identified

Data Source: eCW CCMR/State of NJ n = 1036 patients C’\KENNEDY
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# of Patient Encounters

Attributed ED Disposition

Mar — May 2015

Majority of encounters were not admitted
? Providing PCP services in ED

®mED Visit H Admit Obs Admit Inpatient

Data Source: CCMR/State of NJ n = 400 patient encounters
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# of Patient Encounters

Admissions & Diabetes Coding

Mar — May 2015

14 patients admitted with Diabetes principle diagnosis code

Mar Apr May

H No Diabetes Code H Diabetes Code
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Preventative Care Measures
Baseline Data Mar — May 2015

5 Metrics Included — Improvement needed

Controlling HBP Eye Exam Foot Exam

H Completed H Not Completed

LDL Screening

Data Source: eCW CCMR/State of N]J n = 491 patients enrolled in eCW for Controlling HBP only C"
meeting criteria n = 226 patients enrolled in eCW for Diabetes Control &/or HBP KENNEDY
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Patient Centered Medical Home

Program
Effectiveness
Health
Management
-Care planning, workflow protocols
Enhanced Care Visit Supply & med procurement process
Coordination Effectiveness Bl e.stahished partnerships
& -Key project stakeholder engagement
Efficiency -Dedicated project staff/FTEs
Episode &
Utilization
Management
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Care Coordination Department

Interdisciplinary Education Plan & Materials
Population Health Management Tool: CCMR
ED Alerts: "Pings”

“S]” DSRIP Collaborative

MOU/ BAA signed with FQHC

Camden HIE

Health Coaches

Outreach process
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Conmninmngs Socoorn!

--',—__*Ft.

% Patient Teaching Materials In Spanish

% Initiating Advanced Disease Management
Certification

% Outreaching To Community Physicians

% Commission For The Blind

«+ Care Coordinator WORK
i QGREss
< Registered Dietitian "lll@
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« Fill out the

necessary
information

) C||Ck \\Smeitll

* Then the My
diabetes, My life
team will take it
form there!

Referral Form

Kennepy
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Eligibility
reinforced

DSRip PATIENT REFERRAL FORM
{Delive,

Ty System Reform Incentive Payment*)

* 18years or older
* Diagnosis: Diabete, Hypertension

* Insurance. Medicgig, Manageq Medl'caid, Charit',ftare, Self pay

CAMPUS; c Cherry Hin © Stratforg

C Emergentyl)epartment C Inpatient

C Ambulatory Site:

c Washington Township

PATIENT DATA:

Patient Name;

bog: [T
PrOVI.de info- Room Numpe,,
as necessary Diagnosis; © Diabetes

c Diabetes anq Hypertensio,

\

COMMENTS (Optionalj:

In case
there are

questions
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Thank You

Do You Have Diabetes? ~——
Kennedy Can Help You! DY NNERSTY Hoserng

Did you know?

Diabetes
In the ¢}

h/fanaganem
INica| Semng
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ssessment

A
patient’s selt-Care
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