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Fairview Overview
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Not-for-profit organization
established in 1906

Partner with the University of Minnesota

since 1997
22,000+ employees

2,500 aligned physicians
0 Employed
0 Faculty
0 Independent

8 hospitals/medical centers
(1,515 staffed beds)

44 primary care clinics
55plus specialty clinics

26 senior housing locations
28 retail pharmacies
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2008/2009 data
4.8 million outpatient encounters
80,314 inpatient admissions

$425.1 million community
contributions

Total assets of $2.4 billion
$2.8 billion total revenue
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Change 1 s coming

A We are being asked to deliver greatea/ue
d Improved clinical outcomes
0 Lower cost
d Improved experience

A We will be asked to care for the health of a population.

A Payment systems and methodologies will change, rewarding those
who deliver value.




The Market Is Transforming
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Establishing a New Value Chain

Change Creating Value and
Care Outcomes
Consumer Provider
| Value

| Realizing Economic
Return for New Value

Patient Activation
and Consumer
Engagement

Chapge Change
. Experience Employer /\-\.‘_ Payment
Plan

Building a Community Capability to Generate New Care, Experience and Payment Models




The Reality of a New Business Mode
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Creating capabilities and capacity to
manage the health of populations

Volume Value

Fee-for-Service || Shared Savings || Episode Payment || Partial Capitation || Global Payment

Care Medical Home Network Fairview Population
Delivery Development Population Health
Innovation :
vatl Epic Install
Integrated Business Intelligence

Fairview Care Packages — _
Medical Group Physician Compensation
Reorganization Accountable

Payer Sensor Operating Model/ Care
Contracting Technology Infrastructure Organization

Methodologies

Virtual Care




Today € are for thesickis physician
centric




Change&areTearmmBased Care in Clinic

Data Driven

’ ’ ’ New Clinical Interventions

||‘ Proactive, Planned Care

Medical  Medical  Medical
Assistant Assistant Assistant

m Panel Management, Risk Stratification
Y

Team Care Support
Medication Management,
Clinical Educators,
Health Coaches, etc.




with teambased care

Prerequisite Processes:
*Med Reconciliation
+StdRooming
*StdRoom Set-up
+StdIn-basket mgmt
*MyChart sign-up and
activation
*Problem Solving
Methodology (PDSA)
s*Communication Process (e.g.
huddles, team design,
operational meetings

M

mail / email communications

patient messages
phone calls to patients

patient letters

ChronicCare Packages
[Migraine, Asthma, LBP)

ChronicCare Packages
[CV suite & CKD)
Adult Preventive

Tomorrowe keepingoatientdhealthy
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TeamBased Care = Panel Manageme

# of Patients Managed Daily per MD

Daily Number of Patients Managed per MD (Kaiser Informed Hypothetical)

Team Model =
~90 patients managed
90 Mailoutreach
80 emailoutreach
70 Phoneoutreach
60 MD
50 - MD-centric Model = Extender
~35 patients managed Performs

30
20
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Today Team Based Panel Manageme

*Source: Thi s hypothetical example is based in | arge part on the ex

teams, for more info see: http://www.hpm.org/Downloads/Events/KP_Juni_2008/KP_Porter_Berlin_6-08.pdf




Change&areManaging Population
Health Risk Through Care Package:

A Population health management includes the combination of care packages require
manage the health needs of each member of the population.

Continuum of Care

Healthy Care Preventive Short Term/ Complex/
Needs Care Needs Acute Care Catastrophic
Needs Care Needs
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_ Total Cost of Care

“‘7 Controlled Base Total Cost of Care

Example: DiabetesCare Package

Uncontrolled 145% Base TCOC
Panel Management ncontrolle ase

Controlled Uncontrolled

ldentify & risk stratify patients Visits 2 2

Blood pressure measurement 1 2

Define care interventions for patient segments & Hemoglobin Alc test 1 2
LDL-C test 1 2

Kidney assessment 1 1

Teams deliver care cost effectively Dilated eye exam 1 1

Flu shot 1 1

Ensure care interventions are delivered . Define Who Does What:

RIEN  APhysicians
AMedical Assistants

Interventions (examples) ANurses

ADay Planners

Blood
Pressure
\Y (o]

Kidney
Assessment

Standard Processeg@xamples)
AViedication Reconciliation
Astandard Rooming
Miagnosis, Coding, Charting




