
Project Goals
Arch Health Partners (AHP) implemented a coordinated care management team approach,  
driven from within the primary care environment and focused on whole-person, proactive disease 
management, use of a nurse practitioner in the skilled nursing facility (SNF) setting, transition 
coordination, and special attention to complex cases. 

AHP has 8 locations in California and serves the northern region of San Diego County. The group 
has more than 90 physicians, including 35 primary care physicians and multiple specialties 
(dermatology, cardiology, breast services, ophthalmology, gastroenterology, orthopedics, and 
ear, nose, and throat). AHP recently added a second Urgent Care Center at the Ramona location. 
AHP also has an Urgent Care Center on its main campus that is open 7 days a week. Patient visits 
approach 250,000 annually. AHP physicians began using the Next Gen electronic medical record 
(EMR) in 2009.

AHP wanted to: (1) avoid poor transitions from the inpatient setting to home that result in 
unnecessary hospitalizations and readmissions; (2) ensure all patients receive necessary chronic 
disease care; and (3) prevent issues caused when patients do not understand their discharge 
instructions. Results of participation in the program include:

•  Senior Medicare Advantage HMO bed day utilization. Declined from 1,038 to 974 (2007–2010) 
and consistently exceeds the Milliman Care Guidelines (MCG) benchmark for well-managed 
delivery systems.

•  Senior Medicare Advantage lengths of stay. Declined by over 14% since 2007, from 4.9 to 4.2, 
and are now performing at the MCG benchmark for a well-managed delivery system.

•  Discharge appeals. Nearly nonexistent, and the discharge decision is almost always upheld 
if an appeal does occur. They reflect patient expectations (ie, if patients understand their 
discharge plan from day 1, they will not be surprised and appeal their discharge).

•  Glycemic control levels. As measured by A1C levels <8%, have exceeded the IHA 90th 
percentile for performance for the past 2 years. 

•  Readmission rates. Preliminary internal results on all-cause readmission rates for Medicare 
Advantage plan members are at 9%, which far exceeds the regional benchmark.

AHP continues to avoid poor transitions from the inpatient setting to home that result in  
unnecessary hospitalizations and readmissions. Discharge planning starts on the day of 
admission, and the group continues to have “daily huddles” between the IP Case Manager and 
Manager of Ambulatory Care to track progress against MCG. All patients receive necessary 
chronic disease care as identified during acute hospital stay via daily huddle.

Issues caused when patients do not understand their discharge instructions are prevented by 
way of an outbound call within 48 hours from discharge. The care management nurse making 
such calls has access to both hospital and electronic medical records (EMRs) so that medications 
can be readily reconciled. If there are discrepancies, providers are tasked with clarification 
orders within the EMR.
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Recent Improvements and Outcomes
During 2011 and 2012, Arch Health Partners achieved the following outcomes:

•  Identified as a Top Performer by Intelligent Healthcare Association (IHA)  
for measurement year (MY) 2012.

• Senior bed day utilization.
– 2011 bed days/1000 = 859
– 2012 bed days/1000 = 759

• Senior Medicare Advantage average length of stay (LOS).
– 2011–4.2
– 2012–4.0

•  Discharge appeals. Continue to be nearly nonexistent, and the discharge 
decision is almost always upheld if an appeal does occur.

• Glycemic control levels. As measured by A1C levels <8%:
– 2011 <8% = 71%
– 2012 <8% = 72% 

•  Readmission rates. Readmission rates for Medicare Advantage plan  
members are still at 9%, which far exceeds the regional benchmark.

Sustaining Strategies
Although AHP has had some staffing changes within care management,  
Inpatient Case Manager and Ambulatory Care Manager continue to huddle 
on a daily basis to look at inpatient case activities to ensure proper transitions 
of care. In 2012, a Pharmacy Team was added to take over the management 
of Anticoagulation Services, which allows this service to be more scalable 
as primary care physician practices are added. To aid in care management 
services being more scalable, AHP added a population health management 
tool that seamlessly helps with tracking patients through: 

•  Outreach. From identified protocols, proactively calls patients overdue for 
preventive and/or chronic care. 

•  Insight and coordinate. Generates actionable reports that help Care 
Management identify gaps in care and optimize pre- and post-visits. 

•  Remind. An automated appointment reminder to cut down no-show rates.

Future Plans 
The group needs to improve how it manages blood pressure among its  
patients. To help with these efforts, AHP joined the Measure Up/Pressure 
Down campaign through the American Medical Group Association (AMGA). 
Of the 8 planks in the campaign, they successfully completed Plank #1 (direct care staff trained in 
accurate BP measurement) and, with a newly added population health management tool, will easily 
be able to implement Plank #6 (registry used to track HTN patients) and Plank #7 (all team members 
trained in the importance of BP goals and metrics). The plan is to move through the other 5 Planks. 
Monthly AMGA webinars have helped in guiding these efforts. The group also participates in the Right 
Care Initiative– University of Best Practices in San Diego, with the collaborative goal of improving 
clinical outcomes through enhanced practice of patient-centered, evidence-based medicine. 
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Lessons Learned

Challenges include making AHP services 
scalable in a lean staffing structure within 
a growing practice. AHP has proved to 
have high quality at its current scale; the 
group must keep this culture of high quality 
patient care as it grows. The keys are 
commitment from the top and including 
providers in the decision-making process 
when changing workflow or adding steps 
to already busy practices. AHP has learned 
several lessons while participating in the 
program:
•  Communicate the benefits of interventions 

early and often. 
•  Spend time with staff and providers to 

assess activation in using tools. 
•  Offer support in the form of over-the-

shoulder coaching. 
•  Offer evidence of the benefits of their 

interventions, even if they are qualitative 
and anecdotal. 

•  Provide objective data when possible.




