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Objectives:
• By the completion of the webinar the 

listener will be able to identify the work in 

development in Parkview Health’s high 

risk chronic disease and community based 

care:

• How to identify high risk populations

• Describe the correlation between chronic 

disease and community based care

• Evaluate care strategies 

• Describe measureable outcomes

•



Parkview Huntington

Parkview Hospital

Parkview Whitley

Parkview Noble

Parkview Behavioral Health

Parkview Ortho Hospital Parkview LaGrange

8 Hospitals

821 Beds

Annual Revenues:         $ 1 billion

Inpatient Discharges:         35,266

Outpatient Registrations:  362,352

Service Area Population:  890,000

Co-workers: 8,000

Medical Staff: 870
Parkview Regional 

Medical Center
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Rescue Mission Key Statistics

2014

• Provided over 212,034 meals -residents and community 

members in need

• Provided over 56,436 nights of lodging

• Served more than 326 men, women, and children in our 

life changing ministries.

• Saw 604 reports of spiritual experiences

• Provided services for 149 children

• Had 129 men and women gain employment

• Had 156 men and women experience some form of life 

change in our life changing ministries.



Population Health - Alphabet Soup



Overview Clinical Integration Networks



Progression of Risk Based Contracts

HCA Board



Conflicting Healthcare Paradigms



2012 Mean Annual Expenditures per Individual by Percentage Group

Individual Spender Tier Spending per Person Percent of Total 

Spending

Top 1% $97,859 21.8%

Top 5% $43,038 49.5%

Top 10% $28,452 65.2%

Top 30 % $12,954 89.6%

Proactively Identifying the High Cost 

Population
Insights from the Health Care Transformation Task Force 

July 2015



Age Distribution of Persistent High Spenders

Age range (in years) Percent or Persistent High Spender Population

65+ 42.9%

45-64 40.1%

30-44 10.6 %

18-29 3.1%

0-17 3.4%

Proactively Identifying the High Cost Population

Insights from the Health Care Transformation Task Force

July 2015



Clinical profiles of Persistent High Spenders

Proactively Identifying the High Cost Population

Insights from the Health Care Transformation Task 

Force

July 2015



Medically Complex

• Psycho-social barriers

• Medicaid - 60% of patients in the top 10% 

spender tier remain in that tier the 

following year

• Medicare one third in top10% spender tier 

and 40 % of patients in the top 5 % 

spender tier have persistently high costs 

over two years



Episodic High Spending

• 37% of patients in top 10% spender tier 

become “reverters” drop out of spender 

tier

• Not good candidates for long-term chronic 

care management



End of Life

• 28% of Medicare spending, $170 billion, 

occurs in last six months of life.

• 11% of patient in top 5% spender tier die 

within 1 year

• 28% of patient in top10% spender tier died 

within two years

ION 2014



Medicare/Medicaid Population

1%

5%

10% Medicaid 60%  Medicare 33%

2 years

Medicare 5% - 2 years
11% die in 1 year

28% die in 2 year





Disease Registries in 2014



Data Sources for Risk Stratification

Outcome 

Reporting

Payer Sources 

–

UR data

EPIC reports –

ED, Admissions 

by payer

Healthy Planet 

– Disease 

Based

Care Evolution 

- Historical

Payer Sources 

–

Claims data



Rescue Mission at Risk Population

• Short Term program – work related

• 2 weeks – multiple months

• Stay longer than 2 weeks meet with nursing

• Long Term program – do not work

• Connections program

• See nursing immediately

• Parkview ED case management referrals

• Personnel referrals

• Care Advisor referrals



Living Environments



Care Advisor/Care Navigator

Scope of Service



Emergency Department Visits and 

Observation Care Advisor Services
• Observation Status discharges:

• EPIC review to determine “severity” of the observation stay

• Potential need to follow up

• FU phone call

• Emergency Department Visits

• Potentially avoidable admissions:

• Call to see if ED issue has been resolved

• Determine if an intervention is needed

• Patients may need PCP follow up visit

• Schedule appointment via the PPG Contact Center

• Patients with frequent ED utilization

• Review EPIC for a current “FYI” care plan

• Contact patient to determine ED cycle triggers

• Transfer care to Ambulatory Care Advisor if intervention is needed

• Appropriate use of ED

• Inquisitive interview of ED usage

• Offer Walk In clinic option

• PCP intervention – schedule appointment via Patient Contact Center

• No “active” PCP provider

• Schedule new patient appointment via Patient Contact Center



Key Components of Population 

Health Management

HCA Board



Catastrophic: 1%

High Risk: 5 - 10%

Complex diseases, 

comorbidities

Rising Risk: 15 - 35%

Conditions not under 

control

Low Risk: 60 - 80% 

Minor conditions

Easily managed

Parkview Care Advisors



Care Advisor Team



Care Advisor Workflow



Care Management Assessment and Intervention 

Flow





Patient Access and Navigation



Care Advisor Story of Care
Measure Beginning of 

Engagement

As of 4-1-15

Weight 218 181

Total Cholesterol 203 159

Triglycerides 328 193

A1C 8.1 7.0

FBS 200s 130s

Humalog 15u None

Lantus 45u 10u

Exercise Irregular 6 days week –

cardio and weights

Plan of care developed with patient to achieve the above goals.

Coaching continued with patent.



Care Advisor Story of Care

• 70 year old female

• Heart disease

• Lives with 88 year old mother

• Last few months 7 hospital admissions and CDU stays

• Skilled nursing stays

• Depression and frustration – living with mother

• Interventions in Care Advisor:
• Depression assessment and coping mechanisms

• Took patient to assess “Room and board assistance 
program”

• Assisted Living placement

• Behavioral Health evaluation



Healthy Planet Care Plan



Parkview Health 

My Chart



My Chart Patient Portal





Community Resources

Person focused care

• Innovative approaches to prevention

• Social

• Environmental

• Psychological

• Cultural

• Faith based organizations

• Aging networks

• Home care based care







Rescue Mission Needs

• Community Partners

• Behavioral Health

• Medications

• Dental

• Housing

• Clinics

• Insurance Coverage

• Transportation

• Phone contact for appointments



Rescue Missions follow up 

clinic care

• Open door visits

• Blood pressure checks

• Oxygen saturations

• Blood sugars

• Defib. Vest

• Dressing changes

• MD appointments

• Medication – pill boxes



Rescue Mission Case Study



Challenges

• Inpatient/community communication

• Physician communication

• Physician Access

• Behavioral Health

• Indiana insurance communication



Hip 2.0 MD Wise – Plan Choices



CLINICAL OUTCOMES



Rescue Mission Volumes



Behavioral Health



Rescue Mission 

Clinical Outcomes



Rescue Missions 

Outcomes needs

• Rescue Mission case managers better 

communication and identification of needs

• Men with medical issues identified to see 

nursing next day

• Hand off from other facilities to the Mission 

(Mental health, hospital, DOC etc)

• Increased health education access



Patient Perception of Illness



Care Advising outcomes

June /July 2015    N = 266



Medication Related issues

Interventions:

Physician contact = 10

Medication reminders = 5

Medication Assistance interventions:

Physician communication

Alternative selections

Medication Assistance

6-8 hours



Sample of Risk/Intervention



Post Acute Care

Sg2



Long Term Care Preferences



Post Acute Considerations

• Living Arrangements:

• Private duty nursing

• Custodial care

• Adult day care

• Assisted Living

• Memory Care

• Long term care

• Skilled Care:

• Home Health Care

• Skilled Nursing Facility

• Procedures

• Rehabilitation

• Hospice

• Alternative Options:

• Tele-monitoring

• Palliative Care



HCAB



Review

• How to identify high risk populations

• Describe the correlation between chronic 

disease and community based care

• Evaluate care strategies 

• Describe measureable outcomes


