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AN ADMISSION AVERTED STORY


“It was subsequently learned that the wife 
was giving Mr. N. one of her medications to 
try to calm him down.  Mr. N. was readmitted, 
but the wife was caught again giving Mr. N. 
her medication, and Mr. N. was hitting 
hospital staff. . .



THE STORY OF MR. N. – MULTIPLE CHRONIC ILLNESS PATIENT
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UNPRECEDENTED CHANGE
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“When the winds of change blow, some people

build walls and others build windmills”



- Chinese Proverb






THE NEW HEALTH CARE LANDSCAPE  




THREE WINDS OF CHANGE




§  Delivery system: changing care delivery 
from silos of care to a continuum of care, 
emphasizing transitions between sites of 
care, and care at home;


§  Payment reform: using penalties to drive 
change in incentives from more care to less 
care and thereby avoid unnecessary excess 
care;


 

§  Patient: more than ever, the patient, family 

and caregiver are expected not only to be 
the center of care, but active participants in 
care.
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LIFE TRANSITIONS
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LIFE TRANSITIONS
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KNOWING THE READMISSIONS 
POPULATION 
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Naviga$ng	
  Health	
  Care	
  –	
  
Health	
  Insurance	
  Plan	
  

Selec$on	
  

Trusted	
  
Rela$onships	
  

	
  

Maintaining	
  
Independence	
  

	
  

Barriers	
  to	
  Health	
  
care	
  Planning	
  and	
  

Purchasing	
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THE CAREGIVER ANGLE 
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CARE GIVING BY THE NUMBERS



75 = the percentage of care provided in 
the U.S. by family and friends

 

375 = in billions of dollars, the estimated 
value of unpaid care in 2007 provided in 
the U.S.

 

33.6 = in billions of dollars, the net 
productivity losses to U.S. businesses from 
employees' family-care giving obligations

 

30 = in millions, the number of U.S. 
households providing care for a 50+adult.  
This number is expected to double over the 
next 25 years
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FROM MEDICAL MODEL TO CONSUMER 
MODEL 
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CONSUMER MODEL: “I can take care of myself.” 
     “I need some tools/advice/guidance.” 
     “I need a community to help me.” 

MEDICAL MODEL 

Vitality	
  &	
  Wellness	
   Self-­‐Care	
  
	
  Home	
  with	
  	
  

Care-­‐giving	
  Support	
  

	
  Chronic	
  Disease	
  &	
  
Debilita$on	
  

Acute	
  
Disease	
  

Preserving	
  	
  
Wellness	
  

Healthy	
  &	
  Ac$ve	
  



THE CHALLENGES: WE ALL AGE DIFFERENTLY 
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Being 65+ is a spectrum.  One size does not fit all.






OLDER AMERICANS 1
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OLDER AMERICANS 2
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HEALTH LITERACY 
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Health literacy is not just about plain language, or right language.  
It is really about understanding what the patient understands.






§   40% of 75+ can't circle date of their 
next appointment;





§   “once a day” means 11 x/ day in 
Spanish 




§   160 is a very big number






THE PILOTS:  INTEGRATED HEALTH CARE


19 

Recognizing	
  that	
  an	
  individualized,	
  holis3c	
  approach	
  to	
  health	
  care	
  delivery	
  is	
  essen3al	
  to	
  health	
  
care	
  transforma3on,	
  UnitedHealth	
  Group	
  -­‐	
  in	
  collabora3on	
  with	
  AARP	
  Services	
  Inc	
  -­‐	
  launched	
  a	
  

series	
  of	
  care	
  management	
  pilot	
  programs	
  on	
  December	
  1,	
  2008	
  for	
  AARP	
  members	
  insured	
  in	
  the	
  
AARP	
  Medicare	
  Supplement	
  Plan	
  in	
  Central	
  North	
  Carolina,	
  Cleveland,	
  Los	
  Angeles,	
  New	
  York	
  City,	
  

and	
  Tampa.	
  This	
  program	
  is	
  provided	
  at	
  no	
  addi3onal	
  cost	
  to	
  eligible	
  AARP	
  members.	
  

Integrated	
  Health	
  Care	
  Management	
  
Pilot	
  Programs	
  -­‐	
  Unique	
  Opportunity	
  

•  Designed	
  to	
  improve	
  health	
  
outcomes	
  

•  Determine	
  if	
  care	
  coordina6on	
  can	
  
be	
  successful	
  in	
  a	
  tradi6onal	
  fee-­‐	
  
for-­‐	
  service	
  Medicare	
  environment	
   

Los	
  Angeles	
  

Cleveland	
  
NYC	
  

Central	
  North	
  Carolina	
  

Tampa	
  



THE PILOTS:  THUMBNAILS
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Helping people identified at high 

predictive risk for catastrophic health 
events or deterioration through onsite 


and telephonic case management


Chronic Illness /

 High Risk Case Management


Helping individuals afflicted with select 
chronic diseases reduce their risk of 

disease progression, future catastrophic 
events or deterioration





Disease Management


Helping people in tandem with Disease 
Management programs to comply with 

and adhere to evidence based standards 
of pharmaceutical care for their chronic 

disease




Pharmacy Compliance

Management


 Helping people, physicians, and other 
caregivers identify depression, and to 
access educational resources, referral 

information, condition monitoring, 
treatment adjustment, and relapse 

prevention




Depression Management


Integrated

 Pilot Program




HEALTH CARE TRANSFORMATION 
Early Results from the Pilots
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ü  Valuable Insights about 65+ population 

 
ü  Positive ROI in first year of Integrated Pilots 

 
ü  Significant Patient (Member) Satisfaction with HCT activities 



SUMMARY 
My Three A-Ha’s
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WRAP UP…ONE MORE STORY 
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QUESTIONS?
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What’s your windmill?





