Family Practice of the 213 Century:
Computer, Changes & Challenges

The Sreenivasan Oration
Saturday, 30 October 2004

By Prof Chee Yam Cheng
Asst CEO (Clinical) NHG



Right Care for the Right Patient at
Right Place at the Right Time
@ the Right Cost

« The Continuum of Care
—Hospitals
— Community Hospitals
— Rehabilitation Centres
— Skilled Nursing Facilities
—Nursing Homes
—Home Care
— Community Health Centres/Polyclinics
—Family Physician/Primary Care Physician offices
— Self-care



Clinical Integration | ssues

. Quality of careisan integrating force

- System wide data sharing and quality
reports

. Thereisunused capacity in the
community and excess demand at the
hospitals

More careis moving to outpatients sites

. Thenon-acute sector will become more
and mor e important



Clinical Quality

A quality health service

1) increasesthe chancesof delivering
the desired health outcomes

2) deliverscare consistent with current
medical professional knowledge

3) haslittlevariation in the practice
despite different practitionersi.e.
consistently superior performance.



To improve quality, focus on

1) overuse of servicese.g.
- hyster ectomy, cholecystectomy, arthr oscopy
- use of antibiotics in common cold

2) underuse of servicese.g.
- medication - aspirin, beta blockers
- chronic disease management programs

3) misuse of servicese.g.
- adver se events



Causes of variation

1) patient factors — choice, demands
2) uncertain diagnhosis

3) perverse incentives

4) culture

Variation is key to understanding Quality



Evolution of Medical Systems

e 1911

The idea is to match professional expertise to
the job, focusing on specific conditions or
Illnesses and relying on volume and learning
curve effects to achieve superior outcomes at
lower costs. (Taylor 1947)

e 1950s to 1980s

Focused factories approach — heart hospitals,
cancer centre etc characterised by high volume
of acute care delivered largely in hospitals.



>

e 21 Century

by continuing a focused approach we will
create even larger silos, not eliminate them
(How Isa diabetic heart patient with
asthma for example, served by a focused
factory?)

the new core business for many health care
systems continuesto shift from acute
Inpatient careto primary care,wellness, and
the continuum of care.

functional integration is not an option.
Functional integration Isnecessary to
manage populations over time.



Evolution of the Medical Profession

1) 1910

- Flexner Report- made an enormous
enormous  contribution to upgrading
upgradingand  standardizing medical
medical education based on the
biomedical sciences.  But it was silent
was silent on the contribution of the

of the social sciences and humanities.
humanities.



2) 1962

- Thekey achievement of the industrial
age was the ability to achieve economies
of scale and scope through mass
production manufacturing techniques
(Chandler). The medical profession
largely skipped theindustrial age. The
result is severe handicap in attempting to
adjust to itsaccountability and practice
demandsin the infor mation age.



3) 2000

- Medicineremainslargely a cottage
industry. It isextremely difficult if not
Impossible for doctorswho are
practising in largely solo and small
partnership practicesto exchange
Information with colleagues; implement
guidelines, protocols and pathways,
develop outcome measur es demanded
by purchasers, and keep up with the
explosion of new medical knowledge.



Effective Medical Practice

* Will require
»an ability to betruly patient centred
»ongoing capital investment
»1ncreasingly advanced infor mation systems
»the ability towork in teams

»the ability to adapt to changesin treatment
technologies, practices and payment incentives

»the ability to improve care continuously
»the ability to beresponsiveto external parties



Two revolutionsin progress

|nformation T echnology —
Physicians and othersusing tools

Suc
and

N as computerized records
ordering of drugs and tests

Wit

Cul

N decision support.

tural Revolution — Physicians

understanding that they are
member s of teams.



The New Value Frontier:
Population-Based Management

1) All parties at risk for keeping people well should
realise the importance of early prevention, health
promotion and community outreach efforts.

2) Greater value Is created by intervening upstream in
the value chain with disease prevention and health
promotion efforts rather than waiting to fix the
downstream problems of illness and disability.

3) The mission of health care providers to include
not only the provision of acute and chronic care
but also to work with others in the community to
produce a healthy population.



Chronic Conditions Management — A Systematic Approach

Through our integrated model of care and advanced information
technology systems, we are able to use an evidence-based
approach to chronic conditions management and improve our
approaches to care on a continual basis. This ability has lead to
our superior performance and real benefits for our patients.

From “Art to Science” — Trandslating evidence into Benefit

RCe:ég;?%Ih = Evidence }Implementation ——p Benefit

Targeting REDESIGNING M easur ement
Population(s) PROCESSES of Qutcomes




Population Management:
Much More Than Care & Case Management

Targeting _,, Redesigning —— Measurement of
Population(s) Processes Outcomes & Feedback




Population Management &
Levels of Care
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Value Creation by “Line of Business”

High
Quality-
Adjusted
LifeYeard
Productive
Capacity

L ow

Acute Care/ Primary Care Health
ChronicCare “Busness’ “Business’

“Business’




Human Genome Pr o] ect

o Implication: A movement from an event-
driven to arisk-driven framework for
health care payment isa possibility. I nstead
of diagnosis and treatment asits principal
business, our health care system will haveto
predict health risk and try to manage that
risk beforeit flowersinto iliness and cost.

Goldsmith
1996



 Thecurrent emphasison cost containment/
reduction asaway of creating greater value will
shift to a greater emphasis on quality and
outcomes of care. Asmorereliable and valid
measur es of quality and outcomes of care
develop, together with advancesin information
technology that have enabled greater amounts of
datato be processed faster, and through the
Internet, shared with patients and the public at
lar ge, means we will move from trust-based
accountability to evidence-based accountability.

Relman 1988




Payment Policy: by 20107
P4P (Pay For Performance)

 Thebreakthrough isto pay providers
based on the health outcomes achieved.

Kindig 1997



Todo soin 3 phases

* Phase 1 - Demonstration projects, discussions,
debate & resear ch.

e Phase 2 - Expansion of population based outcome
payment to integrated health care
systems capable of assuming such
responsibility.

* Phase 3 - Theenvironmental and social service

sectors contribution to population
health to be incorporated.

Pay for health produced rather than iliness or
diseasetreated isthe gold standard in

accountability from a value creation perspective.



Evidence based medicine(EBM) Is
the conscientious, explicit and
judicious use of current best
evidence in making decisions about
the care of individual patients. The
practice of EBM means integrating
individual clinical expertise with the
best available external clinical
evidence from systematic research.



Onemajor factor in improving and
maintaining patient safety and high
standards of clinical careistimely
access to appropriate patient

Infor mation, medical evidence and
relevant institutional knowledge.
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Clinical review

Recent developments in Bells palsy
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Clinical Practice Guidédines

Systematically developed
statements to assist decisions for
practitioner and patient about
appropriate health care for
specific clinical circumstances.



Clinical Management Practices
Re
v
v
v
v
v
v

The goal is to reduce unnecessary variation in
clinical practices and thereby improve quality and
outcomes for care for the same or lower cost.

fersto

the use of evidence-based guidelines
protocols

pathways

case and care management systems
disease management systems
demand management



The most frequent activity of
clinical practice for disease
burdens of a society are for

KKK

asthma

diabetes

congestive heart failure
and depression



As the medical information
base expands and the
pressure on clinicians’ time
Increases, the ability of the
computer software to provide
the evidence to address
distinct clinical problems
becomes more essential.



Demand management is the
use of prevention and health
promotion activities to
reduce the number of visits
and overall demand for
medical care services.

Care management is the
resources that are spent on
taking care of those who
require treatment.



“Can physiclansform
organizationsthat challenge
doctorsto look at the bigger
picturethan just their
Immediate professional needs
and excite them about

wor king in teamsto improve
qguality and face the issue of
restructuring?”



Physicians will need to be part of the
organisational process that supports the delivery of
coordinated care to patients in need, and disease
prevention and health promotion services to those
who are well.

Everything should be done to increase the inter
dependence between physicians and the hospital and
health system. This interdependence will broaden to
Include payers and consumer groups in regard to
mutual accountability. Physicians and physician
organisations will need the capital of hospitals and
health systems to provide needed information for
purposes of external reporting as well as for
purposes of internal continuous improvement.



Evolution to EMR and Beyond

Small. == Practicesinvesting in quality ===» Practicesinvestingin
tradltt_lonal Improvement for populations producing efficiency
practices

Computerized prescribing and test
ordering with decision support

Electronic medical records that prompt ———

physicians to perform key functions

Computerized registries to
track populations and detect

— .
gaps in care

Paper-based office systems to track
“— populations of patients between
visits(”shoe box” registries)

+—_ Paper-based chart inserts to help physician remember
to perform key functions during visit (e.g.diabetes care)

«—— Iraditional model of care, with MD relying upon own
knowledge, focusing on patient during visits.

L evel of Development
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Health Connect -Australia’s proposed national
networ k of electronic health
records. It aimsto improvethe
flow of information acrossthe
health sector.

M ediConnect - Isa secure national electronic
system designed to help improve
guality and safety in managing
medications.



Electronic Decision Support

To assist clinicians make important
clinical decisions. Can provide access
to clinical guidelines and pathways,
Incorporate built-in alerts and have
links to medical information, journals ,
and peer support networks.

This can contribute to improved safety
and quality of care and improved patient
outcomes. It can help improve patient
safety by reducing medication errors and
adverse drug events.



The 10-year plan
announced by HHS includes
us goals to get individual
doctors, clinics and hospitals

docs to install computer-based

asked systems, and build an

to £0 Interconnected system to link
different facilities.

C"Q“EI To encourage hospitals

for and clinics to go electronic,

the government plans to look
at incentives such as regional
contracts, grants and low-
Interest loans.

The New Paper. 28 July 2004 pg 34

fegiﬁﬁtg



Health and Human
Services (HHS) Secretary

US of the US has appointed a
panel of executives to
dﬂﬂﬁ figure out how much it will
aﬁked cost to switch hospitals,
pharmacies and other bits
to 80 and pieces of the health
d. care system to computer-
IQIEEI based technology.
By the end of this
fﬂr year, the panel is to report

fggfﬁhﬁty on the potential benefits of

such a switch.

The New Paper. 28 July 2004 pg 34



UsS
docs
asked
to go
digital
for

fegiﬁiﬁtg

“This transformation
will require the
collaborative efforts
and leadership of
clinicians, consumers,
hospitals, purchasers,
payers, technology
companies ano
iInformatics thought
leaders to make this
groundwork for
change areality.”

The New Paper. 28 July 2004 pg 34




“Electronic health
us records have the

docs potential to be

asked revolutionary, but

to go work remains to be
sure they deliver on

digita] this promise,”

for

{ngﬁffﬂ;? AMA Chairman

James Rohack

The New Paper. 28 July 2004 pg 34



“ 1f only we could have two lives:
thefirst in which to make on€e’'s
mistakes, which seem asif they
have to be made; and the second
In which to profit by them.”

D.H. Lawrence



Concluding Remarks

1 Computer
» Computerized records
» decision support tools
» data analysis
» mobility, transferability of information
» CPOE

2 Clinical Quality
» CME
» CPG —clinical practice guidelines,
protocols, pathways



Clinician Practice Groups

v’ not solo

v link to other providers at other sites
v EBCP

Community Accountability - P 4P

Culture

v’ Team work

v’ Continuous improvement & learning
v Higher quality at lower cost



