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Friday, May 6, 2022



Primary Palliative Care

* Foundational symptom management

e Discussions re: preferences, goals of treatment
e Shared decision making

e Advance Care Planning

e Code status discussions

Subspecialty Palliative Care

e Advanced management of refractory
symptoms

* Management of psychosocial and spiritual
distress

¢ Conflict resolution
e Complex decision making







Providence:

Mari Matsumoto, MSW, LCSW mari.matsumoto@providence.org
Marianne Parshley, MD, FACP marianne.parshley@providence.org
Caroline Hurd, MD churd@uw.edu
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Integrating Primary Palliative Care
into Providence PMG Primary Care

All-City Palliative Care Lecture Series, May 6, 2022
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WHY?




Every PMG

Specialty Patientw/ = 27X
e lative " Serious Current Staff
lliness

~1,350 Clinicians!!




Vision of 2017 Palliative Care Steering Committee

A~so staff

S Providence




WHO?




PMG Primary Palliative Care Training Mode

PALLIATIVE CARE UW Medicine

APPLY NOW FOR FALL

We are now accepting applications for Fall 2022
Apply by May 1 for priority admission

APPLYNOW > MOREINFO >

{1 About A% People I :] Locations | ¥ Testimonials | (& Partners | [[is] Workshops

https://pctc.uw.edu

O VITALtalk

CLINICIANS ~ FACULTY  INSTITUTIONS RESOURCES COVID COURSES BLOG ABOUTUS SUPPORTUS

VitalTalk makes communication :
skills for serious illness learnable. 1 ’

* Grad Cert 9-mo

ome

Our evidence-based trainings empower clinicians and institutions.

 VitalTalk Faculty

- 4 '\
Mol xi&"u&%}?

Growas a Join our Strengthen your

CLINICIAN FACULTY INSTITUTION

www.vitaltalk.org



PMG Primary Palliative Care Training Model

* Grad Cert 9-mo

 VitalTalk Faculty




WHAT?




ACP Life Stages

(ACP=Advance Care Planning)

HEALTHY

CHRONIC ILLNESS

SERIOUSLY ILL

LAST 1-2 YEARS
OF LIFE

FINAL WEEKS
TO MONTHS

EOL \l

Advance Directive

Trusted Decision Maker
Health Care Rep

Serious
News

GOC
What Matters

POLST
(Portable Orders for
Life-Sustaining
Treatment)

HOSPICE



PMG Primary Palliative Care Curriculum “PMG PPC”

PME PRIMARY PALLIATIVE CARE (PMG PPC)
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Reinforcement Activity

AD Readiness Trajectory and Munch/Learn

CC@@®
35 A6

Drop by to learn about the Oregon advance directive and
why all adults should have one (even you!)

Location: 2* Floor Conference Room

D;'\'
April 19t Tuesday 12:30 - 1:30 PM
April 4 Monday 12:30-1:30 PM

_Is:s_ never too early, but it can be too late. Conversations Matter

== Providence



FOWERED BY

VITALtalk .50 PRESENTED BY

REMAP Workshops 2022 MASTER [
GOALS OF CARE i

e Started Summer 2020 CONVERSATIONS - e

. 4-Hour Workshop for Serious lliness [JE2 LS
° V| rtua I Communication Skills &

° h * Practice a framework for discussing goals of care ?
4-nour course .

Elicit values and preferences for health care decisions

* Respond to emotions using empathic statements @ Questions
() F C IVI E * (reate a plan of care that aligns with a patient's values
ree
WHO SHOULD
. FOCUS AREA DATE TIME (PT) TAKE THIS COURSE
¢ I n Ce n t IV e S INPATIENT February 9, 2022 1-5PM This course is designed
OUTPATIENT April 13, 2022 1-5PM for frontline healthcare
o professionals.
°® A It t t t t INPATIENT June 15,2022 1-5 PM
e r n a e I n O u Prior training in serious
OUTPATIENT August 17,2022 1-5PM iliness communication
INPATIENT September 21,2022  1-5PM skills is encouraged, but
not required.
OUTPATIENT MNovember 16, 2022 1-5PM

Registration: Click HERE (or scan QR code)
Questions: ORPalliativeCareEducation@ providence.org

LT
' ‘ . Providence Health & Services — Morthern Oregon Region designates this liveactivity for a maximumof 3.50 AMA PRA Category 1 credits™.
PrOVIdence 1 l Physicians should claim only the credit commensurate with the extent of their participation in theactivity.
T VITALtalk




WHERE ARE WE NOW?




Providence PMG PPC

® MA

= PRR
Physician

m APP

m CCC

= RN

m SW/CM

B Pharm/BHI

v

>

<
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16 Champions 4 Clinics
(~30% of goal) (~150 clinicians)




ALL
CLINICS

CHAMP
CLINICS

3= Providence

Primary Palliative Care Population-Based Completion Rates

Includes patients that have come into the clinics within the last 2 years, as of 3/1/2022

Clinic Al fges 65+
. current period current period
ol # Patients % of Patients
Population (denominator) @
Goals of Care (SIC) 7,183 13.2%
Clinic Multiple values Ages B5+
. current period current period
e i Patients % of Patients
Population (denominator) @
Goals of Care (SI1C) 1,669 20.2%

Providence Oregon
Senior Health

Population Seriously |l Fatients

baseline period

8/31/2019 Change from Baseline

41,820

1.0% / @

Population Seriously |l Patients

baseline period

8/31/2019 Change from Baseline

6,120

1.7% / +18.6%



Providence VitalTalk REMAP

>

12 VT Faculty

Interprofessional

@
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13 Workshops

2020-2022
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165 Clinicians

m SW
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W Leadership
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Providence VitalTalk REMAP

B Mot Confident at All B Somewhat Confident B Confident B Extremely Confident

Use aheadine  wucuone B N

to reframe info

After Workshop

100% 0% 100%

Emotions with
NU RSE(S) After Workshop

RESpOnd to Before Workshop _

100% 0% 100%

Elicit Values

After Workshop

100% 0% 100%



HOW?




s

DATA LEADERSHIP

O @ I

i35

g VISION

TIME/FTE ALIGN STRATEGIC GOALS



* Providence Medical Group (PMG) — Primary Palliative
Care (PPC) champions, mini geriatric fellows (MGF),
leadership

* Providence Connections Palliative Care

* Population Health — Senior health, Data analytics

Contributors

Cambia Foundation
e University of Washington’s certificate program
 VitalTalk

* Ourteam membersand leadership who help and
support this work.

3= Providence



Mari Matsumoto
mari.matsumoto@providence.org

Let's Marianne Parshley
connect

marianne.parshley@providence.org

Caroline Hurd
churd@uw.edu

3= Providence



OHSU:

Sumathi (Chummi) Devarajan, MD
Eriko Onishi, MD, MCR

Erin Gallivan, RN

Suzanne Sullivan MS, MM

devaraja@ohsu.edu

onishi@ohsu.edu
gallivan@ohsu.edu
sullivsu@ohsu.edu
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U Family Medicine

Funded by Cambia Foundation

All City Palliative Care Portland Presentatlon -

Eessnunmune sssnnsfunann . % f SEsmEEmEEmEEEE . 1 [} messnsnnsnunnnnnndanan

CO R EEE T PR 0 " . . SerrasssesussEEmmmEEEEEE R R



ACP Project
at
Gabriel Park
Clinic

Why: ACP is not uniformly structured in the ambulatory setting

What: To impact future healthcare decisions to ensure goal-concordant
care upstream

Target population: Medicare annualvisits, chronically ill patients,
seriously ill patients recently discharged from hospital, RN Care
Managed patients (Epic risk level 3 & 4)

How: By implementing a systematic, standardized, structured, High
Quality ACP process with a multidisciplinary team approach

Where: OHSU Family Medicine Gabriel Park Clinic in SW Portland

When: July 2021 - June 2024 (36 months)



Passion for Palliative/Hospice and Geriatric
care and Education

Dr. Eriko Onishi, Dr. Sumathi Devarajan, Dr.
Harry Krulewitch formed a team focused
on ACP-> Planned for 12 months during
pandemic.

Recommendations from Suzanne Sullivan
from FM Business Development
Collaborated with Annette Totem,PhD,
Seiko lzumi, PhD from Meta-LARC ACP and
Dr. Jason Webb

Pitched grant to Cambia Foundation with

input from FM Department Chair, Dr. Jen
DeVoe



What Created an ACP RN Coordinator position
and job description (0.6FTE)

resources did
you nEEd? Pick the right clinic > Gabriel Park Clinic

Pick the right Communication training method->
Serious lliness Conversation Guide

Train the medical professionals using the Serious Iliness
Conversation Guide




To Conduct
Structured
High-
Quality ACP
Sessions

Our Interventions

Identify appropriate
patients and conduct

ACP in a timely
manner

Plot the adequate
length of time for an
ACP discussion

Specific follow-up
plans for the ACP

discussion

a I
High-Quality ACP
Session

At least 16 minutes of
provider face-to-face
time

(ideally with ACP
coordinator support

and using the SIC
guide)




Identifying
appropriate
patients for
HQ-ACP

...Our Interventions

 _

Contact
Patients/

SDMs

\

Make

Structured Appropriate

follow-ups

RN ACP
Coordinator

High-Quality
ACP
Process

Aid with
ACP

Help/

Documents Support
ACP Billings HQ-ACP
Conversation

POLST
AD

with PCP



...0ur Interventions

RNCMs

OHSU FM
Inpatient
Physicians

Maintenance

To Promote ds

Referrals From
Any Disciplines

atients/Family




What question or need are you hoping to address
with your intervention?

QEvaluate patient (or caregiver proxy) perceptions of the study
intervention

QEvaluate GP medical professionals’ perception of the study intervention

QStudy the conversation durations, noting the time needed to enter
patient choices in EMR

QEvaluate Emergency Department utilization and hospitalization for
patients in the study

QEvaluate retrospectively whether end of life experiences match end of
life choices for patients who died during the study period



A
“No one has ever asked me that before.
“We read your ACP Note when he was

admitted and it was really helpful.” B

TRy B

“That is a great question!”




Questions?

THANKYOU!




James Clements, MD
Jake Luty, MD

clemenja@ohsu.edu

lutyj@ohsu.edu
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Value Based Care

Surrogate Decision Maker and Advanced Care Planning
systems work motivated by value based care engagement

DATE: May 6t", 2022 PRESENTED BY: Jacob Luty MD and James Clements MD
At All City Palliative Care Lecture Series, Portland OR



Advanced Care Planning-Surrogate

Decision Maker

Continuum of Advance Care Planning

Izumi 5, Fromme EK. A Model to Promote Clinicians' Understanding of the Continuum
of Advance Care Planning. Journal of Palliative Medicine. March 2017; 20(3):220-221.

All patients
have the right
to make

their ACP-SDM
preference
known
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Origins of Surrogate Decision Maker
Work at OHSU

« 2016 priority — reducing inpatient mortality

« Opportunity = advance care planning

OHSU



OHSU Performance
Excellence System (OPEx)

ACP
Knowledge GAP

Patient Fear
Lack of Knowledge

lenits are afraid of upsettin

ACP is not seen :
themselves, their family and HC|

routing or standzard o

ACFP resource or expe
(non-palliative care se

. Fear of depriving
ack of ACP role darity ients of hope
No ACP education

content or process Patients unaware o

“Mot my job”™ health .
ACP skill-building ealth care options

not available

We are on the forefront
of changing mindsets

OHSU

Unaware of prognosis
and/or treatment impact

ACP iz iterative
and complex No functionality to suppo

iterative ACP process
andard

Data, metics and Mo GOCC standard

benchmarks unavailable . BOLET standard

Neo
Measures

No ACP
Standard

EMR Does not
Support ACP

Patients, their Families
and HCP Arrive at
Critical Decision Points
Less than Well-Prepared

Primarily Belief/Culture Root

Primarily System Root
ACP=Advance Care Planning
HCP=Health Care Provider
AD=Advance Directive
GOCC=Geals of Care Conversation
EMR=Electronic Medical Record

OHSU
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The ACP Navigator

Advanced Care Planning

ACP Surrogate Decision

Makers
Surrogate D.M. ]
ACP Documents
ePOLST &
Scanned Documen... %
Documents Revie... %
ACP Code Status
Code Status 'l
ACP Notes
Filed Notes 'l
New Mote 'l

z _

click to open =

Primary Surrogate Decision Maker
Name
Relationship
Telephone number

Address

[»  Secondary Surrogate Decision Maker
[» Tertiary Surrogate Decision Maker {b

B epOLST

Click here to view ePOLST

B scanned Documents

Patient-Level Scanned Documents:
There are no patient-level scanned documents.

[ Documents Reviewed

click to open

| Mew Reading |
Mo data found.

B Code Status

Go to Doc Flowsheets

3

Current Code Status
Date Active Code Status
Prior

Code Status History

Date Active Date Inactive Code Status
2/18/2015 T:33 AM 2/18/2015 5:26 PM Full Code
8M10/2014 4:27 PM 8/11/2014 10:56 PM Full Code

B Filed ACP Notes

Order ID

Order ID
124472811
114976892

Comments

Comments

User

User
Mir Modiano, MD,PhD
Kristen Limbach, MD

Context

Context
Inpatient
Inpatient

[

[ New ACP Note click to open
|sfe Create Note | — || B Goto Notes | |[#] Refresh | Jo
M nntes filed LI

OHSU



% Documentation of Surrogate Decision Maker
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100% -

90% -

80% -

70% -

60% -
50% -
40% -
ucL

pajuawndod IAIAS %

30% -

248

10% W

0%

OHSU



% Documentation of Surrogate Decision Maker

PDSA 1 — Service Champion Outreach
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% Documentation of Surrogate Decision Maker

=% SDM
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Observed 2 Groups
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Advance Care Planning Improvement at
OHSU

Next Steps:

—  AIM - achieve >80% SDM for in-scope admissions in participating pilot sites by July 15t 2017 & see if we
can better sustain ourimprovements

— Interviews at point of care - define best practices & key opportunities for improvement

—  Create best practice ‘bundle’

. Erc]juclational powerpoint, orientation materials, EMR dotphrases, patient list function,admission
checklist

—  PDSA cycles, refine bundlein pilot sites (inpatient IM & FM teaching services, adult MICU)

— EMR alert once standard practices in place

OHSU
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Run Chart — SDM Improvement Phase 2

SDM Documentation Initiative

Best Practice Alert

PDSA Cycles
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Intervention Group

Control Group
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Key Learnings

« QI pilots aiming to improve inpatient advance care planning
metrics can work

« EMR alerts can be helpful, but we should wait until standard
practices are up and running to minimize alert fatigue

« Documenting surrogates is helpful, but we have a lot more work
to do to ensure this leads to provision of increasingly goal-
concordant care

®

OHSU




OHSU Discovers Low
Performance in CMS BPCIA
Program Quality Metrics



Quality/Process Improvement Plan: SDM

1 week of Inpt Data from Nov 2021:209/596 = ~35%

« Baseline
— HSQSC championed
this work
— Data from manually
requesting this
report weekly I.e.
not a dashboard yet




ACP/SDM Quality Metrics for
CMS/BPCIA

- Background:

Quality measure is counted by
claims submissions of the CPT
codes in 12 months interval
including the index stay

This same Metric is used in
Primary Care First and other
CMS programs

OHSU baseline performance
very low (4'H percentile) with
a financial loss in BPCIA
program

Mismatch of system work and
CMS quality metric

CPT Billing Code

Description

Advance care planning including the explanation and discussion of advance
directives such as standard forms (with completion of such forms, when

99497
performed), by the physician or other qualified health care professional; first
30 minutes, face-to-face with the patient, family member(s), and/or surrogate.
Advance care planning including the explanation and discussion of advance
directives such as standard forms (with completion of such forms, when

99498 performed), by the physician or other qualified health care professional; each

additional 30 minutes (list separately in addition to code for primary
procedure).

CPT Il Tracking Code

Description

Advance care planning discussed and documented — advance care plan or

1123F

surrogate decision-maker was documented in the medical record.

Advance care planning discussed and documented in the medical record -
1124F Beneficiary/patient did not wish to or was unable to provide an advance care

plan or name a surrogate decision-maker. If patient’s cultural and/or spiritual
beliefs preclude a discussion of advance care planning, submit this CPT Il code.




Surrogate Decision Maker Mark as
Reviewed

[

|Advanced Care Planningl

Advanced Care Planning

ACP SURROGATE O . . 1 . .
|§Z}rf,;;£ ow R i Another Click Bites the Dust
Audit Report Primary Surrogate Decisio Thanks to Dr Scott Sallay
Mame
ACP DOCUMENTS
ePOLST Relationship

Advance Directive Telephone number

Directives Status
Address

DECLARATION OF .

MENTAL HEALTH > Secondary Surrogate Decision Maker

Declaration of MH

> Tertiary Surrogate Decision Maker
Decl of MH Status

CODE STATLS Mever reviewed

Code Statu

ADWVABNCE LARE

PLANMING MOTES
ACP Motes
Past ACP Motes

54

B Audit Report



Intervention:

Deployed 1/11/22

| # Surrogate Decision Makers

Primary Surrogate Decision Maker

Mame

Relationship
Telephone number

Address

> Secondary Surrogate Decision Maker

> Tertiary Surrogate Decision Maker

I MNever reviewad

Mark as Reviewed

Clicking “Mark as Reviewed”

— CPTII1123F will be
automatically added to claims
Clicking “Declined/Unable to
Update”

— CPTII1124F will be
automatically added to claims

Any additional work to increase
use of CPTI codes for full
Advanced care planning will
also help

Declined/Unable to Update

Rolled out across all settings at
OHSU and HMC!!

Credit: Lunette Lott, Epic Health Planet Analyst



* Final Report will be in Webi/BOB.
* Filters for Units, Treatment Teams and Attending for better
attribution

= | [ Reports

JAMES B CLEMENTS MD m

Advance Care Planning Surrogate Decision Maker (ACP SDM): Currently Admitted (Inpatient/Daypatient) [12093444] as of Thu 3/10/2022 1:21 PM

Y Filters £ Options +

[1SDM Reviewed
[1SDM this admit

[ Attending

[l Primary Treatment
[T« Team

Contains:

From:

Ta:

[ (Blanks)
[ (Nan-blanks)

[¥lIpt Gen Med 1
[¥lIpt Gen Med 2
[¥lIpt Gen Med 3

[ Ipt Gen Med 4
[¥Ipt Gen Med 5
[¥ Ipt Gen Med 6

[¥Ipt Clinical Hospitalist 5...
[¥1pt Clinical Hospitalist S...
[¥Ipt Clinical Hospitalist S...
[ 1pt Clinical Hospitalist S...
[ 1pt Clinical Hospitalist S...
[ 1pt Clinical Hospitalist §...

[ipt Gen Med 3; Ipt Gen Me_..

Unit
1K
13K
13K

14A

14A
14C
14C

14C

14C

14C

14C

14C

14

“ Admission Date Exp Disch Dat
02113/2022 03/14/2022
1211912021 03/14/2022
1212812021 04/08/2022
03/05/2022 03/13/2022
02/01/2022 03/15/2022
02112/2022 03/110/2022
03/05/2022 03/14/2022
03/07/2022 03/14/2022
03/06/2022 03/11/2022
03/06/2022 03/14/2022
03/09/2022 03/14/2022
03/08/2022 03112/2022
129219127 NAINAIIND?

A =-

& Clinical Portrait B ACP Summary Report [E AuditReport [ Tx Team

g iin

fa Hospital Chart = Addto List Patient List 2 Patient Station LIelEncforAmb

Age

0 yrs
56 yrs
62 yrs
60 yrs
75 yrs
47 yrs
59 yrs
75 yrs

T4 yrs

36 yrs

5yrs

58 yrs

RE e

Patient Class

Tt  Scroll to Selected Row
Inpatient
Inpatient

Inpatient

Inpatient
Inpatient
Inpatient

Inpatient

Inpatient

Inpatient

Inpatient

Inpatient

Innatiant

112012022

SDM Reviewed SDM this admit

3/a/2022 ®

1212412021
21212022
372022

14/6/2124

Attending

Michael D Kiefer, MD
Patricia J Ritze, MD
Robert Logan Jones, MD

Hirofumi Yoshida, MD

Patricia J Ritze, MD
Michael D Kiefer, MD
Hirofumi Yoshida, MD

Hirofumi Yoshida, MD

Patricia J Ritze, MD

Andre M Mansoor, MD

Patricia J Ritze, MD

Andre M Mansoor, MD

Railaw & Prana MO

Primary Treatment

Ipt Gen Med 6

Ipt Gen Med 3

Ipt Clinical Hospitalist
Senice A

Ipt Clinical Hospitalist
Senice App 2, MD
Ipt Gen Med 3

Ipt Gen Med 6

Ipt Clinical Hospitalist
Senice B

Ipt Clinical Hospitalist
Senvice B

Ipt Gen Med 3

Ipt Clinical Hospitalist
Senice App 1, MD
Ipt Gen Med 3

Ipt Gen Med Expected -

Page #15000 For Team
Assignment

Ipt Clinical Hospitalist
Senice App 1, MD

Int San Mad 4

DHM 450

v Tx Team

Ipt Ent Head Neck

Ipt Clinical Hospitalist
Senvice B

Ipt Vascular #17257

Ipt Neurosurgery #13653
Ipt Neuro Non Stroke
#17227

Ipt Clinical Hospitalist
Senice D

Ipt Vascular/Podiatry
#15219

Vascular Surgery

Ipt Clinical Hospitalist
Semice D
Int Fnt Sinus

N |

Selact Al



SDM Next Steps

« Technology/Epic Interventions
— Epic Report being built
— Epic workflow changes tickets in process

- Smart phrase with clickable link
« Treatmentteam list column clickable links

« People and Connections-
— Primary Care already has this as a quality measure
— Inpatient DOM adopting as quality measure

— Full Change Management Roll out pending Epic
worktlow



Advanced Care Planning euture birections:

BPCIA chart reviews show at risk
readmissions in persons with
serious illness and GOC
conversations are not easy to
find or unavailable (<25%)

e No ACP and GOC
Documentation standards in
our system

e OHSUACP A3
Tier 1 OPEX priority
Planning Underway
Standards for

e Who, What, When

e Broad stakeholder
Continuum of Advance Care Planning inclusion

Izumi 5, Fromme EK. A Model to Promote Clinicians' Understanding of the Continuum
of Advance Care Planning. Journal of Palliative Medicine. March 2017; 20(3):220-221.




Future ACP Work
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Advanced Care Planning
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Advanced Care Planning

Navigator

Currently available in Epic
Exists for inpatient and
outpatient

Smartphrases with “book
end” functions and allow for
standard templates for
ACP/GOC Conversations
Possible quality measure for
use of standard templates
when serious illness present

Institutional A3 for
institutional approach
underway
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All-City Survey

Please share additional
reflections and
suggestions with us at:
kettereb@ohsu.edu
webbja@ohsu.ed

https://ohsu.cal.qualtrics.com/jfe/form/SV 50nvQTVh9FkWewu
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