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Written Disclosure 

ÅNo one involved in the planning or 
presentation of this activity has any relevant 
financial relationships with a commercial 
interest to disclose. 



Objectives 

ÅName two reasons the present care model 
fails. 

ÅList two drivers of high cost care. 

Å Name two ways the care model can be 
changed and the advantages to the system 
and patient. 

 



Outline 

ÅBig picture overview 

ÅhǾŜǊǾƛŜǿ ƻŦ {ǳǘǘŜǊ IŜŀƭǘƘΩǎ !ŘǾŀƴŎŜŘ LƭƭƴŜǎǎ 
Management Program 

ÅExploration of what the patient experiences in 
the program 

ÅCMMI Grant Update 

ÅDiscussion and Exploration 

 

 



CMMI Innovation Challenge Grant 

ÅThe project described is supported by Funding 
Opportunity Number CMS-1C1-12-0001 from 
Centers for Medicare and Medicaid Services, 
Center for Medicare and Medicaid Innovation.  
 
ÅIts contents are solely the responsibility of the 

authors and do not necessarily represent the 
official views of HHS or any of its agencies. 



CMMI Innovation Challenge Grant 
Grant Summary  

Å July 2012-Jun 2015 

Å $13 million 

Å Key High Level Priorities 

ïGeographic Expansion 

ï10,800 enrollees 

ï$29M Medicare Savings 

 

Where are we now? 

Å Expansion to date: 15  counties out of 19 counties 

Å Over 3600 persons enrolled since July 2012; 4900 since inception 

Å Serving over 1500 persons daily 

 

 

Better 
Health 

Better 
Care 

Lower 
Cost 



Sutter Health at a Glance 

     

 

 Serving more than 100 
communities with: 

Å 5,000 physicians (Physician medical 

foundation model; plus 4 IPAs) 

ï Aligned under Sutter Medical Network 

Å 24 acute care hospitals 

Å More than two dozen surgery centers 

Å Approximately 48,000 employees 

Å $9.6 billion in revenues (2013) 

Å Home health & hospice, and long-term 

care services 

Å Health care research, development and 

dissemination program 

Å Medical education/training 

Å 24 fundraising organizations 



 
 
 
 

 

Sutter Health Central Valley Region 
Å Sutter Gould Medical Foundation, including Gould Medical Group 

Å Central Valley Medical Group (IPA) 
 

Sutter Health East Bay Region 
Å Sutter East Bay Medical Foundation, including East Bay Physicians Medical Group 

Å Brown & Toland Physicians ï East (IPA) 
 

Sutter Health Peninsula Coastal Region 
Å Palo Alto Medical Foundation, including Palo Alto Foundation Medical Group and 

 Peninsula Coastal Medical Clinic 

Å Mills-Peninsula Medical Group (IPA) 
 

Sutter Health Sacramento Sierra Region 
Å Sutter Medical Foundation, including Sutter Medical Group 

Å Sutter Independent Physicians (IPA) 
 

Sutter Health West Bay Region 
Å Sutter Pacific Medical Foundation, including Marin Headlands Medical Group, 

Physician Foundation Medical Associates, 

and Sutter Medical Group of the Redwoods 

Å Brown & Toland Physicians ï West (IPA) 
 
 
 

Our Five-Region Structure 



The AIM Journey 

Initial AIM Program 

Home Health Based 

2002 

Decision more was needed 

Design Team Formed 

2008 

Conducted Pilot in Sacramento, 
Roseville, and Davis Areas of 

Northern California 

2009-2011 

Completed Pilot Program 
Evaluation demonstrated 
highly positive outcomes 

2011-2012 

Decision to expand system 
wide & seek outside funding 

2011-2012 

Awarded CMMI Innovations 
Challenge Grant 2012 

Launch readiness planning 

2012 

Site implementation 

Currently serving 15 counties 

Nov 2012-Mar 2014 

4 counties to go 

Infrastructure development 

2012-2015 

Continuous program 
development, improvement, 

maturing 

Program evaluation-patient, 
healthcare provider and payer 

perspective 

AIM Program Model :  

Better Health 

Better Care 

Lower Cost 

ÅImperative for AIM 
ÅFrom Fragmented to 
Integrated 
 

ÅAIM Program Model 
Characteristics 
 

ÅFrom Pilot to CMMI 
Grant 
 

ÅScaling AIM Across the 
System 
 

ÅSuccesses & Challenges, 
Opportunities 
 

ÅOur Path Forward 



Recap of Dartmouth Atlas Findings: When I have 
ŀŘǾŀƴŎŜŘ ƛƭƭƴŜǎǎΧ 

Hospital

Iôll spend 17 days in the 

hospital; 12 in the ICU

When I have Advanced 

Illness, this is how Iôll spend 

the last year of my life:

Physicians

Physicians

PhysiciansPhysicians

Physicians

Physicians

Physicians

Physicians

Iôll make 54 trips to 9 

different doctors and still 

not know who decides 

what

Iôll have a 25% chance of receiving 

hospice care where Iôll spend 8 days 

on service before I day.  More likely 

though, Iôll die in the hospital where I 

donôt want to be.

Medicare will spend 28% 

of all their payments on 

me in the last year of life 

or $42,768.

Medicare will spend $213, 840,000 

per year for 5000 other Sutter 

patients like me

Iôll take 18-30 

medications; 

several times a 

day

Physicians

I represent 5% of the population 

that spend the highest amount of 

Medicare dollars and take the most 

time and resources from the 

providers who care for me



Total Medicare Spending 
 28% in Last Year of Life 

US Dept. of Health & Human Services 2003 
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Overtreatment:  
Å Hospitalization  
Å   Readmissions  
Å   ICU days 
Å   LOS 

Å ER Visits 
Å Specialty consults 
Å Tests, procedures  

Dartmouth Atlas 2008 

Months Prior to Death  

8% in Last Month  of Life  



Trends in Care of Advanced Illness 
  All Medicare Beneficiaries, 2000-2009 

2000 (%) 2009 (%) D  

Deaths in hospital 32.6 24.6 -25% 

Hospice at time of death 21.6 42.2 +95% 

ICU in last month of life 24.3 29.2 +20% 

Hospice for <3 da 4.6 9.8 +113% 

From ICU to hospice for <3 da N/A 40.3 - 

Teno J et al. Change in EOL care for Medicare beneficiaries. 
 JAMA 2013;309:470-477. 





Challenges in Advanced Illness Care 

1. ¢ƘŜ ŎƭƛƴƛŎŀƭ ƳƻŘŜƭ ŘƻŜǎƴΩǘ ǿƻǊƪ 
2. ¢ƘŜ ōǳǎƛƴŜǎǎ ƳƻŘŜƭ ŘƻŜǎƴΩǘ ŜƛǘƘŜǊ 
3. Cutting costs is politically impossible 
4. 5ȅƛƴƎ ƛǎ ǘƘŜ ŜƴŜƳȅΣ ōǳǘ ǿŜ ŎŀƴΩǘ ǘŀƭƪ ŀōƻǳǘ ƛǘ 
5. Patient centric care lacking 



Possible Solutions To The Challenges 

ÅMake home the primary setting of care 

ÅFocus on people, not patients 

ÅManage transitions, not events 

Åtƭŀƴ ŀǘ ǘƘŜ ǇŜǊǎƻƴΩǎ ƻǿƴ ǇŀŎŜ 

ÅLeverage the power of the primary physician 

ÅTransform the system into a neural network 

ÅRelease the healer in every clinician 



Meeting the Challenges 

1. Dying: discussion 

2. Costs: reduce them by doing the right thing 

3. Clinical model: advanced care, e.g. AIM® 

4. Business model: accountable care 



Acceptable Drivers of Cost Reduction 
and Care Change 

ÅDignity 

ÅChoice 

ÅResponsibility 

ÅImproved symptom management 



Dignity 

Åά¢ƘŜ state of being ǿƻǊǘƘȅ ƻŦ ǊŜǎǇŜŎǘέ 

ÅThis does not usually apply in the ICU 

ÅHowever, it does take precedence during 
encounters in the home 

Oxford Dictionary 



Choice 

Åά5ƛƎƴƛǘȅ-5ǊƛǾŜƴ 5ŜŎƛǎƛƻƴ aŀƪƛƴƎέ ƛƴŎƭǳŘŜǎΥ 
ïAutonomy 

ïDelegation 

ÅClinicians must: 
ïRespect individual values and preferences 

ïMaintain high levels of professional responsibility 

Vladek BC et al. Dignity-driven decision making. 
 Health Aff (Milwood) 2012;31:1269-1276. 



Responsibility 

ÅClinicians, patients and families all bear 
responsibility for timely decision making 

ÅIrresponsibility causes the burden of decision 
making to fall on the shoulders of loved ones in 
ŎǊƛǎƛǎ ǿƘƻ Ƴǳǎǘ ƎǳŜǎǎ ǿƘŀǘ ǘƘŜ άǇŀǘƛŜƴǘέ ǿŀƴǘŜŘ 

ÅResponsibility on a societal level means ethical 
stewardship of increasingly scarce resources 



 

 

AIM
 

Program Overview 



What Is ñAdvanced Illness?ò 

Å  > 1 chronic diagnosis: cancer, HF, COPD, etc. 

Å  Questionable treatment effectiveness, e.g.: 

Å Multiple rehospitalizations, ED visits 

Å 3rd-line chemotherapy 

Å Dyspnea despite broncohdilators 

Å  Clinical, functional, &/or nutritional decline  

Å  Eligible for hospice, but not ready 



The AIM Journey 

Initial AIM Program 

Home Health Based 

2002 

Decision more was needed 

Design Team Formed 

2008 

Conducted Pilot in 
Sacramento, Roseville, and 

Davis Areas of Northern 
California 

2009-2011 

Completed Pilot Program 
Evaluation demonstrated 
highly positive outcomes 

2011-2012 

Decision to expand system 
wide & seek outside funding 

2011-2012 

Awarded CMMI Innovations 
Challenge Grant 2012 

Launch readiness planning 

2012 

Site implementation 

Currently serving 15 counties 

Nov 2012-Mar 2014 

4 counties to go 

Infrastructure development 

2012-2015 

Continuous program 
development, improvement, 

maturing 

Program evaluation-patient, 
healthcare provider and payer 

perspective 

AIM Program Model :  

Better Health 

Better Care 

Lower Cost 



Redesigning Care 

   Usual Care 
 

ÅSees patients 
ÅEpisodic, crisis-driven 
ÅClinical indication 
ÅCome to us 
ÅDisconnected silos 

AIM
 

 

ÅSees people  
ÅAnticipates crises 
ÅPersonal choice 
ÅGo where they live 
ÅLinked in real time 



Fixing Our Fragmented Non-System 

1. Space: Clinical integration  

  Coordinate care across settings 

2. Time: Real - time care planning  

    Track choices as illness worsens 

3. Treatment: Continuum of care  

    Provide a mix of cure + comfort  



AIM® Model Design Characteristics 

5 Descriptors of AIM Enrollees 

1. > 2 Chronic Illnesses; >1 illness 

Advancing 

2. Poly-pharmacy 

3.  Clinical, Functional, and/or 

Nutritional Decline 

4.  High Symptom Burden leading 

to repeat utilization 

5. a5 Ψ{ǳǊǇǊƛǎŜ vǳŜǎǘƛƻƴΩ мн 

Months 

5 Principles of Model 

1. Personal Goals, Not Clinical Goals 

2.  Person & their Lead Physician 

Relationship Central 

3.  Dual Therapeutic Approach Curative 

+ Palliative 

4.  Evidenced Based Clinical Care and 

Care Management 

5.  Simplify and Drive Communication to 

MDs  Make Right Thing, the Easy 

Thing To Do 



  

5 Pillars of Care 
1. Advance Care Plans 

 

2. Self Mgt plan of  Red Flags 
Symptoms 

 

3. Medication Management 

 

4. Ongoing Follow Up Visits 

 

5. Engagement & Self 
Management Support 

5 Drivers of Outcomes 

1. Aware and skilled in Health 
Literacy & Patient Engagement 

 

2. Consistency Across All Care 
Settings 

 

3. In Sickness and In Health 

 

4. Frequent & Predictable MD 
Communication 

 

5. Teams Without Borders 

AIM
®
 Model Design Characteristics 

Dual Care Approach: Curative + 
Palliative Care 



1. Space: System Integration  

     HOSPITALS  
Å Emergency Dept. 
Å Hospitalists 
Å Inpatient palliative care  
Å Case managers 
Å Discharge planners 

MEDICAL OFFICES  
Å Physicians 
Å Office staff 

HOME-BASED SERVICES 
Å Home health 
Å Hospice  

Å Telesupport  
   Center  

New AIM staff & services  

EHR 

Å Patient Registry  

911 

Å Care Liaisons  

Å Care managers  
Å Telesupport  

Å Transitions Team  

CRITICAL EVENTS  

Å Acute exacerbation 

Å Pain crisis 
Å Family anxiety 



(1) Referral

(5) AIM Inpatient 

Admission

AIM Intake RN

AIM Care Liaison (RN)

AIM RN Care Coordinator

& AIM MSW

Post AIM(2) Home Based Visits

12-18 months

HOSPI TAL AI M Home Healt h

Physician Off ice

AIM RN Care Coordinator

& AIM MSW

IF

(3) Phone Visits

¶ Acute exacerbation

¶ Pain crisis

¶ Family Anxiety

AIM RN Care Coordinator

& AIM MSW

AI M Telesupport  & Off ice 
Based Case Management

A
Other

End of Life Care

Ò6 months

(4) Critical Event

Physician Off ice

AIM
® 

 ï At a Glance

Closer Look at Integration 



2. Time: Real-Time Care Planning  

     HOSPITALS  

PHYSICIAN  
OFFICES 

HOME-BASED 
 SERVICES 

TELESUPPORT 
EHR 

Shared decisions  

over time  
at the 
personôs 

own pace  

Start the conversation  
Å  Inpatient PC  
Å  Hospitalist  
Å  PCP 

Handoff  

Trained team  
linked across  
all settings  

Support in  
real time,  
any time  



ñCurativeò 
Treatment 

End-of-Life 
Care 

HF 

COPD 

DM 

etc 

Advanced  
Illness  

Management  
(AIM)  

? 

3. Treatment: Continuum of Care 



*At this time data is not available for East Bay Region (EBR) due to a recent electronic medical 

record system conversion and for Central Valley Region (CVR) due to insufficient pre/post data.  

Both should be available for the quarter ending 12/31/13.

Pre/ Post 
Utilization 12 Months Rolling Q4 2012- Q3 

2013
6 Out of 9 Sites Reporting
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Change in Hospital Utilization Post AIM Enrollment
6 Out of 9 Sites Reporting (Q4-2012 to Q3-2013)
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Change in ED Visits Post AIM Enrollment
6 Out of 9 Sites Reporting (Q4-2012 to Q3-2013)
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Change in ICU Encounters Post AIM Enrollment
6 Out of 9 Sites Reporting (Q4-2012 to Q3-2013)

Pre AIM 

Enrollment

Post AIM 

Enrollment
73% Reduction



*At this time data is not available for East Bay Region (EBR) due to a recent electronic medical 

record system conversion and for Central Valley Region (CVR) due to insufficient pre/post data.  

Both should be available for the quarter ending 12/31/13.

90 Days Pre/ Post 
Utilization and Cost Analysis 

12 Months Rolling Q4 2012- Q3 2013
6 Out of 9 Sites Reporting



Utilization Metrics: 

 90 Days Pre/Post Enrollment 
 Pilot Analysis 

ÅHospitals 
ï54% reduction in hospitalizations 
ï80% reduction in ICU days 
ï26% reduction in inpatient LOS (2 days/case) 

ÅPhysicians 
ï52% reduction in MD Visits 
ï10% increase in phone encounters 

ÅHome 
ï21% increase in home health admissions 
ï50% discharged to hospice 



 

 

ÅLean In -Patient and AIM Clinician 



AIM Education 
TABLE OF CONTENTS 

I. Training Presentations & Case 
Studies 

A. AIM Intro  

B. AIM Roles & Team Care 

C. AIM Advance Care Planning 

D. AIM Deep Communication  

E. AIM Symptom Management  

F. AIM & Epic 

G. Case Studies 
II.  Five Pillars 

A. Red Flags and Care Plans 

B. Advance Care Planning 

C. Medication Management  

D. Follow -up Visits  

E. Personal Health Record  
III. Toolkit 

A. Acronyms  

B. Case Conference 

C. Epic Documentation by Role/ 
Epic Template by Role  

D. Process Flows 

E. Scripts  
 

IV. Forms 

A. Eligibility  

B. Consent 

C. Symptom Management Orders  

D. Fax Cover Sheet 

E. Referral Form  

F. PHQ2/PHQ9 

G. Fall Risk Assessment 
Screening Tool  

H. Unusual Occurrence Report  
 
V. My Role 

A. ACL 

B. LVN 

C. MSW 

D. RNCC, Home Health 

E. RNCC, OBCM/ Telesupport 

F. RNCC, Transitions 

G. TCC 

H. Coordination Note Samples  
 

 



Foundation of Patient Interventions 

Pillars of Care 
1. Advance Care Planning 

 
2. Red Flag & Symptom 

Management 
 

3. Follow Up Appointments 
 

4. Medication Management & 
Reconciliation 
 

5. Personal Health Record 
 
B.  Palliative Symptom Management 

What When/How 

Á   In each segment of the 
program/each visit 
 
Á   Templated by pillars in 
documentation 
 
Á   Timed handoffs 
 
Á   Duplicative documentation 
 
Á   Case Conference-SBAR 
 



Treatment + Palliative Care Focus 

Áр ¢ƻǇ άǊŜŀŘƳƛǎǎƛƻƴΩ Ǌƛǎƪ ƭŜǾŜƭ ǎȅƳǇǘƻƳ ǇǊƻǘƻŎƻƭǎ 

 

ÁPalliative Care MD ςteam meetings, team 
resource/consultant, educator 

 

ÁDisease prognosis & progression 



Connection with Primary MD 

ÁSBAR 

ÁPre and Post visit or event 

ÁRegular contact schedule-  

VEnrollment & Discharge 

VChange in segment of program 

VSignificant change in condition of patient 

VSignificant change in goals of patient 



Clinician and Patient Facing Tools, Techniques, 
Approaches 

Clinician 

Å  Teach Back 
Å  Chunk and Check 
Å  Motivational Interviewing 
Å  Evidence based care 
management 
Å  Evidence based palliative 
care 

Patient/Family 

ÅBubble Diagrams 
ÅStop Light Forms 
ÅSMART Goals 
ÅMedication Management 
ÅScreenings-
Depression/Falls 
ÅPOLST 
ÅMock Runs 
ÅPersonal Health 
Å Record 




