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Session Objectives
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After this presentation you will be able to:

Understand the paradigm shift to value-based care

Identify areas of opportunity for improvement using 

clinical and financial data

Design and apply an improvement plan

Create a structure for sustainability



Introductions
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Presenters:

Ç Amy Lu. MD, Senior Medical Director of Clinical Effectiveness and 

High Value Care

Ç Rika Ohkuma, MD, Senior Quality Consultant

Ç Purnima Krishna, MSN, RN, Senior Quality Consultant

Ç Alicia Wilson, BSN, RN, Quality Consultant

Participants introduce themselves:

Ç Name

Ç Role & Institution

Ç Examples of your institutionôs value based improvement work



Agenda

Time Agenda Items

8:30a-9:00a Introduction

9:00a-9:10a BREAK

9:10a-10:00a Identify Areas of Opportunity

10:00a-10:30a BREAK

10:30a-11:10a Problem Analysis, Scoping and Design

11:10a-11:20a BREAK

11:20a-12:00p Implementation, Monitoring and Sustainability
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Stanford Health Care
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With locations in Palo Alto, California and 
across the San Francisco Bay Area, 
Stanford Health Care (SHC) is 
internationally recognized for its expertise 
in areas such as Oncology, 
Neurosciences, Cardiovascular Health 
and Organ Transplantation, as well as for 
translating important medical 
breakthroughs into patient care.

Key Statistics:

Å Level 1 trauma center

Å Licensed Beds = 613

Å Operating Rooms = 49

Å Faculty Physicians = 2,000

Å Residents/Fellows = 1,200



1-1 Value-Based Care

1-2 High Value Care Team

1-3 Use Case
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Part 1: Introduction



What is Value-Based Care?

Moving from quantity of care to quality of care

Alternative and potential replacement of fee-for-service 

reimbursement 
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Resources:  https://cms.gov



Introduction to High Value Care Team
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Dedicated to improving clinical outcomes

Develop evidence-based clinical pathways

Reduce practice variability

Improve patient experience

Improve patient safety



Project Example: Pancreatectomy

Pancreatectomy procedures 

Goal to reduce postoperative LOS

Method:

Comprehensive financial and quality 

analyses 
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NSQIP* Financial Data

* NSQIP: National Surgical Quality Improvement Program



Clinical Care Pathways 
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Procedure-Specific Pathways

3 phases represented within each pathway:
Pre-operative

Intraoperative

Postoperative



Electronic Medical Record (EMR) 

Optimization

Procedure-specific order set development 
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Link in order sets to the 

clinical pathway



EMR Optimization
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Procedure-specific order set development
Activity, nutrition and medication specific panels 



Automated Dashboard
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Data Source: Clinical Business Analytics dashboard



Total LOS Distribution
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Results:

¶ 35.8% LOS reduction Whipple (median)

¶ 32.9% LOS reduction Open (median)

¶ 37.5% LOS reduction Lap/Robotic (median)

Readmissions:

¶ Baseline: 17.6%

¶ Post-Implementation: 10.4%
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BREAK TIME- 10 min



Part 2: Identify Areas of Opportunities

¶ 2-1: Data Extraction

¶ 2-2: Baseline Evaluation

¶ 2-3: Discuss Scope with Clinical Team

¶ 2-4: Align with Institutional Strategy
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Part 2: Identify Areas of Opportunities
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Annual Impact and Feasibility 

Assessment

Discuss Scope & Analysis with 

Clinical Team

Review with LOS Management 

Guidance Team

Project Planning & 

Implementation

Ad hoc request 

from clinical team



Part 2-1: Data Extraction

¶ Data Source
¶ Electronic Medical Record (Clinical Data)

¶ Billing Data

¶ National/Society Benchmark

¶ Partner with 
¶ Clinical and Business Analytics 

¶ Decision Support Service

¶ Electronic Medical Record System Team

¶ Clinical/Registry
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Part 2-2: Compare with Benchmark
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¶ National Benchmark
¶ Source: Vizient Data

¶ Important values to consider
1) Patient Volume

2) Length of Stay Observed to Expected Ratio (LOS Index)

3) Direct Cost Observed to Expected Ratio (Cost Index)

4) Mortality Observed to Expected Ratio (Mortality Index)

Å Methodology
1) Index = Observed hospital average over expected national 

average. Exclusions: nonviable neonates, hospice, normal 

newborns, and bad data.

2) Risk models are based on combinations of Medicare severity 

diagnosis related group (MS-DRG) grouping, age ranges, and 

select diagnosis and/or procedure codes to adjust for patient 

comorbidities. 



Part 2-2: Use Benchmark to Rank
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¶ How to interpret this data?



Part 2-2: Create Composite Score
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Scoring Tips

1. Volume : "< 500" 0 point, "500-1000" 1 point, "1000 < " 2 points

2. Length of Stay Index : "< 1.0" 0 point, "1.0-1.5" 1 point, "1.5 < " 2 points

3. Direct Cost Index : "< 1.0" 0 point, "1.0-2.0" 1 point, "2.0 < " 2 points

4. Mortality Index : "< 1.0" 0 point, "1.0-1.5" 1 point, "1.5 < " 2 points



Part 2-2: Choose Three to Prioritize
P23

¶ Goal: Identify High Impact Area (Volume, LOS, Cost and Mortality)
¶ Discuss the reason of your choice



Debrief
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Part 2-2: Select Initiatives
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¶ Split into multiple phases to outline implementation plans

Phase 1

Phase 2
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Å CT Surgery: CABG
Å CT Surgery: Valve
Å Heart Failure
Å Kidney/UTI

Å Leukemia/Lymphoma
Å Trauma
Å Sepsis



Part 2-3: Discuss Scope with Clinical Team

¶ Partner with clinical teams 
¶ High Value Care team to speak with each clinical team
¶ Further analyses based on discussions/questions
¶ Set scope, expectation and timeline

¶ Initial engagement is a key to success 
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Part 2-4: Align with Institutional Strategy

¶ Present projects to guidance team
¶ Alignment with institutional strategic plan

¶ Obtain approval from Tier-4
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Human Centered High Value Continuum of 
Care

Evidence 
Based
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BREAK TIME- 30 min



Part 3: Project Deployment 

¶ 3-1: Problem Analysis, Scoping

¶ 3-2: Design

¶ 3-3: Implementation

¶ 3-4: Monitoring & Sustainability
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Map to Implementing a Care Pathway

1. Initial Design, 

Scoping, Target 

Cohort 

Identification

2. Detailed 

Data Analysis

3. Literature 

Review, Research 
4. Pathway 

Development 

5. EMR

Optimization

(Order Sets, etc.)

6. Automated Data 

Dashboard

7. Initial 

Implementation

8. Patient 

Education Materials

HVC 

Road 

Trip!

9. Iteration/ 

Sustainability Plan

Keep Going!
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Problem Analysis & Scoping

CABG & Valve Procedures

CABG and Valve patients have longer length of stay as 

compared to like institutions.

A recent increase in surgical volume ( 80% in last 4 years), 

including a rise in patients with a lower risk surgical profile, has 

created capacity issues. 

The longer LOS impacts operational cost and effects throughput.

Goal: Improve patient throughput of less complex cases 

(Isolated CAB/Valve)ïclinical pathway
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1. Initial Design, 

Scoping, Target 

Cohort Identification



Detailed Analysis
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2. Detailed 

Data Analysis



Cause & Effect Diagram
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2. Detailed 

Data Analysis



Analysis of ICU Transfers
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2. Detailed 

Data Analysis



Learning Activity- 7 min
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Now we have to create a core team to 

design the work.

Who do we want involved?


