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Intermountain Healthcare

Intermountain Healthcare is a nonprofit system of hospitals,
surgery centers, doctors, and clinics that serves the medical
need of the State of Utah and South Eastern Idaho.

23 Hospitals

e 30,000 employees

e 150 clinics

e Over 600 physicians

e SelectHealth Insurance

— Nearly 500,000 health plan enrollees

Intermountain is an internationally recognized system of
hospitals, clinics and doctors focused on providing patients

the highest quality of care at the lowest possible cost.


Presenter
Presentation Notes
A not-for-profit health system
Facilities from Burley, Idaho to St. George, Utah
Top integrated system
28,000 employees—largest private employer in Utah
Doctors, Hospitals and Health Plans:
614 employed physicians, 3,869 paneled physicians, and 3,553 credentialed physicians
82 clinics
20 hospitals with three more coming soon
Homecare division
Insurance company–SelectHealth



Sepsis

e Bacteria in the blood stream causing
symptoms

e US National mortality rate around 27%



Mortality rate from Sepsis

Source: Enterprise Data Waral
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Why focus on Quality?

of all resource expenditures in
hospitals is

quality-associated

* recovering from preventable foul-ups
* building unusable products

* providing unnecessary treatments

* simple inefficiency




Improve Quality or Add new Technology?

Potential
Mechanism Quality Cost Forum Savings

Waste:

Quality waste * * internal

Inefficiency waste - internal

Cost-benefit * society




Optimalist - Maximalist Argument

Benefits

Cost-
Benefit

A B
Useful Additions to Care




Fixes that Fail

» Problem: Prescription cost overruns for elderly
Medicaid patients in New Hampshire

» Plan: Pay for maximum of three drugs per outpatient

» Results:
Prescription drug costs: down 35%

Nursing home admits: up 120% (to 2.2x)
Hospitalizations: up 20% (to 1.2x)

» After 11 months, the plan was abandoned:

- rates returned to their old levels
- those institutionalized stayed institutionalized




The Chain of Effect for Quality
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What to focus on?

Pareto Principle

20% of the problems account for 80% of the
waste/cost/mortality

Define our most costly, high risk and high
volume procedures and improve their quality

Divide our key processes into sensible
leadership teams that can oversee the
workgroups that carry out the key processes



Organized around Key Clinical Processes

Clinical
Support
Services
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Structure: Implementing EBM

Clinical Operations
Leadership Team
Everybody

*

+ Clinical Program leaders * Finance
+ Senior admin execs + support staff

Clinical Program

: - ¢ Cardiovascular
. Guidance Coun::ip‘: f— ¢ Neuromusculoskeletal

. % Info Svstemns + Women & Newborn
+ regional Clinical Program . ,:,-,,a,,ge ¢ Primary Care
MD, nurse admin leaders + support staff * Oncalogy
+ regional administrators + Intensive Medicine
¢ Intensive Peds

\ ¢ Surgical Specialties

Urban North Region Urban Central Region Urban South Region

¢ (1/4 FTE) ¢ (1/4 FTE) * (1/4 FTE)
* (full time) (full time) * (full time)
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Projects: Post-Op Wound Infections

Deep Post-Op Pneumonia Bacteremia
Wound Infection

Prevention
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Deep Post-op Wound Infections

1986 1991

% prophylaxis given
at optimal time

58 96

% Infections _ 0.9 04

Est. decrease in infections
relative to 1985 rate 33 51

Est. savings at $14,000
per case (in thousands) 462 714

National standard: 2 - 4% deep post-op wound infection rate

LDSH Dept of Clinical Epidemiology




Deep Post-op Wound Infections

% elective surgeries
receiving prophylaxis

% receiving first dose
0-2 hrs before incision

% continuing prophylaxis
24 hrs after surgery

Mean number of
doses per case

1985

38.0

40.0

43.0

19.0 5.3

LDSH Dept of Clinical Epidemiology




Literature vs. Data
NICU admits by weeks gestation

Deliveries w/o Complications, 2002 - 2003

18,988 33,185 19,601 4,505
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Average Hours in Labor and Delivery

Electively induced patients by Bishop score, Jan 2002 - Aug 2003
25 25
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Multips 10 49 130 274 567 856 1114 1266 1062 737 415 86 19
Primips 18 35 61 99 164 278 375 487 453 346 179 47 7




Interventions

Educate Physicians about facts
New Admission workflow

New Admission tool
— Calculates Estimated Date of Delivery (EDD)
— Offers appointments after 39 weeks gestation

Preserves Relationship between physician and
patient



Elective Inductions <39 weeks
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Elective Induction: Length of Labor
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Elective Induction: Primary C-Section
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Labor & Delivery Variable Cost
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Expected maternal and fetal combined variable cost
Goal: hold increase to no more than 6.85%

Actual combined variable cost
100011 T T T T 7T T 7T T T T T T T T T T T T T T T T T T T T T 771

'&@ " P 0"&':\"40"?&“"?*@* oty 3‘%""’5@?0&#&0“1@‘%“%* OIS
)@0 5‘&“ 5@0




General
patient
status

Information

11 July 2003

M Patient Worksheet
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Individualized reports on performance compared to shared baselines

Diabetes Summary Report HoATc maid| Blood Pressure
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Results: Poor HgbAlc Control drops
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Results: Excellent HgbAlc Control
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Allied Benefit: Improved Lipids
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IS Tools

 Must integrate into the key workflow tools of
clinicians and teams

 Must not damage workflow, should enhance it

 Must gather key data that reminds clinicians
of best practice and allows monitoring of
outcomes patients would care about



Evolving toward a High Quality Low
Cost Healthcare organization

Accelerating technologies




Discussion and Questions

chris.wood@imail.org
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