
Striving for High Value Health Care:  
Lessons Learned in California

Case Interviews from the Field



Dear Health Care Leader,

As part of its Bend the Curve campaign, NEHI published A Health Care Leader’s Guide 
to High Value Health Care, identifying specific actions for reducing $521 billion in waste-
ful health care spending in seven critical areas: medication errors, hospital admissions 
for ambulatory care sensitive conditions, patient medication adherence, emergency de-
partment overuse, hospital readmissions, antibiotic overuse and vaccine underuse. This 
research uncovered best practices from those who are successfully reducing costs by 
eliminating waste and showing us what is possible.

Supporting this effort, these new California-specific case interviews highlight important 
wins for reducing avoidable health care spending and serve as evidence for a national 
debate centered on identifying cost-cutting innovations that can be scaled and repli-
cated. Although each health care leader’s story is different, the challenges they face are 
strikingly similar. We must learn from each other’s shared experiences and work together 
to achieve a more efficient health care system. 

Along with the Guide, the case interviews are intended to help drive change at other 
organizations. More information and tools are available on the Bend the Curve website, 
www.nehi.net/bendthecurve. These tools can be used to identify, promote and imple-
ment successful solutions to the very real problem of health care waste here in California 
and nationally.   

As health care leaders and policymakers, we need to approach the conversation about 
improving our health care system differently. There is an alterative approach to cutting 
services and imposing fees.  Let’s reduce the waste and inefficiencies that are occurring 
every day in our institutions.  Change will not happen overnight, but now is the time to 
begin our shared work to create high value health care in California.

Wendy Everett, ScD
President, NEHI



A Common Sense Approach to Achieving High Value Health Care 
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BILLION 
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REDUCING EMERGENCY 
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IMPROVING MEDICATION 
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SOLUTIONS

Learn more about ways to Bend the Curve in health care costs at:  
www.nehi.net/bendthecurve

Improve Care Coordination

Facilitate Patient and Provider Engagement

Enhance Technology Interventions and HIT Infrastructure Investment

Improve Discharge and Follow-up Procedures

Promote Patient Education and Medical Leadership

Develop and Align Financial Incentives for Patients

Increase Access to Primary Care Services 

Improve Chronic Disease Management



What issue regarding reducing ED overuse were you trying to 
address?
The “Right Care Right Place” Project was created to address the 
growing use of Suttor Solano Medical Center’s emergency de-
partment for primary care services. The hospital is located in the 
greater Vallejo area, which is an ethnically diverse community in 
Northern California. The region has among the highest rates in 
the state of asthma, diabetes, stroke, cancer and obesity. Further 
complicating the issue, access challenges were growing because 
many primary care practices in the area were closing due to a va-
riety of factors. 

What was the solution you decided upon to address the issue 
and why?
To address the issue, we created a federally qualified health center, 
La Clinica, across the street from the hospital’s ED. The goal was 
to create a medical home for patients in the community, where 
they could access primary care services rather than visit the ED. 

We received a three year, $1.2 million grant to renovate and cover 
initial operating costs for the new health center. To redirect pa-
tients from the hospital to the health center, we implemented sev-
eral strategies:

• Negotiated with local health plans to become their default
after-hours urgent care facility and secured reimbursement for 
these services;

• Referred ED patients for follow-up services at the health cen-
ter; and

• Coordinated with other physicians in the area to exchange 
patient health information for the patients who were under their 
care. By providing information back to these physicians when 
we saw their patients, we avoided (or at least lessened) any 
reservations they may have had about us seeing their patients. 

What were the barriers you faced in the implementation of 
your solution?
One significant barrier we faced was complying with the Emer-
gency Medical Treatment and Active Labor Act (EMTALA), which 
requires medical screening exams for all patients in the ED. The 
national regulation created additional complexity for our goal of 
directing non-urgent patients to the health center rather than treat-
ing them in the ED. Another barrier we faced was generating buy-
in from physicians and nurses at the hospital. We needed them to 
support the project’s goals in order for it to be successful. 

How did you overcome these barriers?
Working within the boundaries of EMTALA continues to be a chal-
lenge for us. Our focus quickly shifted to referral services for follow-up 
visits rather than triaging patients directly from the ED to the health 
center. In terms of generating internal support for the venture, we 
spent significant time and resources building partnerships with physi-
cians and nurses. We invited all hospital stakeholders to regular meet-
ings; simultaneously, our clinic’s management participated in hospital 
meetings to promote information exchange and coordination. 

What were the critical success factors in the implementation 
of your solution?
Our success stemmed from early identification of champions who 
promoted the program and facilitated relationships throughout the 
community and hospital. The program’s success is due in large 
part to the strong internal leadership of the nurse care coordinator, 
who was able to own the program and drive it forward over the 
years. We were also able to identify a physician with lots of expe-
rience and credibility with other emergency medicine physicians. 
This helped facilitate collaboration and communication between 
the hospital and the health center. 

What specific clinical and financial results have you experi-
enced?
The California HealthCare Foundation and the University of South-
ern California completed a 20-month evaluation of the project. The 
project was able to redirect patients from the emergency depart-
ment to the health center. On average, 52 patients per month were 
redirected from the hospital with some being referred from the ED 
for follow-up visits, while others were referred directly from the 
hospital without an ED visit. Over the study period, 4,600 ED visits 
were avoided.

The project also had a positive financial impact on the hospital. 
Visits classified as avoidable emergency visits are the lowest pay-
ing for the hospital; therefore shifting these to the healthcenter was 
beneficial for the hospital. Patients and health plans financially 
benefited, too. Payments made by patients and health plans for 
clinic visits were three to four times lower than those made for 
hospital visits, making the health center a cost effective solution.

What is one piece of advice you would offer to another organi-
zation trying to reduce ED overuse?
There were two keys to success: our physical location across the 
street from the hospital and building a mutually beneficial partner-
ship between the hospital and the health center. 

For more information, see: Green, L., Melnick, G. (2011). North Val-
lego Patient Access Partnership: Right Care, Right Place Project 
Evaluation. California HealthCare Foundation.

Jane Garcia 
Chief Executive Officer, La Clinica de la Raza 
“Right Care, Right Place” Project
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What issue regarding improving patient medication adherence 
were you trying to address?
Improving appropriate medication use can positively affect patient 
care and health care outcomes, as well as significantly reduce 
costs for patients and the health care industry. However, patient 
adherence to medication use is difficult to achieve because pa-
tients are nonadherent for many reasons. Multifaceted and con-
sistent solutions must be found and implemented, as studies have 
shown that they improve medication use and achieve better thera-
peutic outcomes than single, ongoing interventions or a one-time 
approach. 

What was the solution you used to address the issue and why? 
Traditionally, there have been various approaches to improving 
patient medication adherence in all eight Kaiser Permanente (KP) 
regions in the U.S. Our goal was to develop a multifaceted and 
consistent medication adherence strategy and framework. Spe-
cifically, this strategy and framework aims to measurably improve 
medication adherence outcomes and enable all eight regions to 
improve patient health outcomes, reduce the progression of dis-
ease over time, reduce total health care costs, make it easier for 
providers to do the right thing, and consistently achieve Medicare 
5-star ratings in these measures.
 
What barriers did you face in the implementation of your solu-
tion? 
Based on KP’s research, there are myriad barriers to medication 
adherence. However, we did identify three critical barriers. First, 
many patients with concerns about the medications or questions 
about the necessity of taking medications need both of these 
aspects addressed. In turn, the benefit-to-risk ratio must be em-
phasized at all points of care. Second, cost is always a factor to 
consider, especially for patients on multiple medications. Lastly, 
forgetfulness – for a variety of reasons – is a third critical barrier. 
For example, some patients take their medications while others 
stop taking their medications altogether because they start to feel 
better. Furthermore, some patients have limited understanding of 
their medications and their use, so they forget when and how long 
they need to take them as well as what the medications they are 
taking are actually meant to accomplish. 
 
How did you overcome these barriers?
KP’s medication adherence strategy and framework attempts to 
improve medication adherence at every point of contact – the hos-
pital, the provider’s office, the pharmacy and at home – through a 
focus on five key drivers:

1) Educating and engaging patients and caregivers appropri-
ately, through tools and support. For example, patients are 
now able to access and print their prescription records through 
KP’s website. 

2) Educating primary care providers and pharmacists on the 
B-SMART (Barriers, Solutions, Motivation, Adherence Tools, 
Relationships, and Triage). Appropriate Medication Use 
Checklist, as well as on other toolkits and models, has been 
tremendously successful.

3) Technology is essential to reaching all populations and ar-
eas, such as through the use of the electronic medical record 
system, KP’s website for prescription records, and primary 
and secondary outreach through automated refill reminders. 

4) Support systems and resources are critical. Health educa-
tion, medical financial assistance and care management are 
some of the ways KP augments the physician and provider 
practice to support and activate patients in their medication 
adherence efforts.

5) Collaborations occur through local and regional leadership. 
Leaders in communities and all eight regions are able to learn 
from each other, collaborate and develop strategic alliances 
and projects to optimize patient health outcomes.

What were the critical success factors in the implementation 
of your solution? 
The strategy and framework resulted in early successes because 
of the thoughtful development of programs and processes related 
to each of the five key drivers. Moving forward depends on suc-
cessfully accomplishing initiatives in each of those categories and 
expanding the focus of those areas in the future. 

What specific clinical and financial results have you experi-
enced as a result?
We have seen significant improvements in patients picking up re-
fills from our outreach calls. In a pilot study where pharmacists 
used the B-SMART Checklist to address medication adherence 
challenges, about 88 percent of patients agreed to restart their 
medications and 52 percent of those patients refilled their pre-
scription in a timely fashion. More importantly, the study showed 
improved outcomes in their A1C and LDL clinical goals, as well as 
an increase in their screening rates.

What is one piece of advice you would offer to another organi-
zation trying to improve patient medication adherence?
Although KP is a fully integrated delivery system, many of the 
components that make up the medication adherence strategy and 
framework can be replicated in most organizations, whether it is 
technology and tools, educational infrastructure, engagement of 
patients, support resources or leadership. All of these can make 
a difference in patients’ health outcomes and will lead to better 
health, better care and better costs. 

Elizabeth Oyekan, PharmD 
Pharmacy Quality, Medication and Patient Safety Leader, 
National Pharmacy Program and Services, Kaiser Permanente
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What issue regarding reducing antibiotic overuse were you 
trying to address?
The California Medical Association Foundation created a coalition 
called the Alliance Working for Antibiotic Resistance Education 
(AWARE)  to reduce the inappropriate use of antibiotics for respi-
ratory tract infections and inhibit the spread of antibiotic resistance 
through patient, consumer and provider education. The reality is 
that most physicians understand appropriate prescribing guide-
lines, but continue to face pressure from patients to prescribe an-
tibiotics. 

What was the solution you decided upon to address the issue 
and why?
The CMA Foundation executed a multi-pronged strategy that in-
cluded patient and physician education and coordination of re-
sources across health plans. Initial efforts centered on building 
a multi-stakeholder coalition to educate as many consumers as 
possible on appropriate antibiotic use. The coalition included phy-
sicians, nurses, pharmacists, the California Department of Health, 
AARP, daycare providers, Girl Scouts, ethnic physician organiza-
tions, health plans, the California Parent Teacher Association (CA-
PTA), the American Medical Association, medical and pharmacy 
school students, school nurses, long-term care facilities, and the 
Centers for Disease Control and Prevention (CDC).  To engage 
each member of the coalition, groups were asked to contribute 
their own resources. For example, graduate medical education 
programs and pharmacy programs enlisted students to perform 
community projects where they would educate parent groups in 
their community on appropriate antibiotic use.

We started with a public education campaign which included PSAs 
featuring Dick Van Dyke and Bill Nye “the Science Guy.”  In addi-
tion, we conducted an aggressive media campaign which resulted 
in dozens of articles in print, TV and radio.

The Foundation’s efforts quickly broadened to physician education 
and particularly to the volume of antibiotic toolkits mailed on be-
half of health plans. Some physicians reported receiving as many 
as 12 different toolkits annually. Due to the sheer volume, these 
toolkits were  often overlooked. Adding to the problem, many phy-
sicians were skeptical of the content due to their inherent mistrust 
of health plans. To remedy the issue, the CMA Foundation created 
a single toolkit that was endorsed by a large number of health 
plans, but sent by the CMA Foundation. With the new branding, 
physicians were more receptive to the content. 

What were the barriers you faced in the implementation of 
your solutions?
The project has been in continuous operation for over 13 years 
and funding has always been a challenge.  The CMA Foundation 
is a small organization with limited resources. To achieve such a 
large scale campaign, we had to work with a variety of funding 
sources and be creative. Creating a coalition of community organi-
zations to deliver our message is a perfect example.

How did you overcome these barriers?
Partnering with health plans proved to be a sustainable funding 
model that was a win-win for us and the health plans. It was more 
cost effective from the health plan’s perspective to have the Foun-
dation develop and distribute the toolkit, and in the end, physicians 
were more receptive to the guidelines. 

What were the critical success factors in the implementation 
of your solution?
Forming mutually beneficial and respectful partnerships was criti-
cal to our success. Our priority was to create an open environment 
where stakeholders were free to discuss their ideas and concerns. 
Everyone who participated understood that they were taking on an 
issue that was greater than their individual interests. They under-
stood that the end result would be broader reaching.
 
What specific clinical and financial results have you experi-
enced?
The “AWARE Data Project” was created to measure the statewide 
success of the AWARE educational campaign between 2000 and 
2003. There was a steady decrease in the frequency of antibiotic 
prescribing for both adults and children for the five respiratory con-
ditions examined—upper respiratory infections (URI), acute otitis 
media (AOM), sinusitis, pharyngitis and bronchitis—with only a few 
exceptions. For example, over the study period, prescribing anti-
biotics for pharyngitis decreased from 42 percent to 37 percent of 
cases. However, the results still suggest substantial overprescrib-
ing as only 25 percent of cases are bacterial. 

Health plans have not shared their financial savings resulting from 
the project, though we can assume financial savings were achieved 
through the reduction of antibiotic prescriptions.

What is one piece of advice you would offer to another organi-
zation trying to reduce antibiotic overuse?
Create broad reaching partnerships with other stakeholders inter-
ested in achieving similar goals. The sum of your efforts will be 
much greater than your own.  It’s also important to be clear about 
the issue you are trying to address and collect data to demonstrate 
your impact to funders. 

For more information visit www.aware.md.

Carol Lee, President & CEO, and Elissa Maas, 
Consultant, California Medical Association 
Foundation
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What issue regarding reducing antibiotic overuse were you 
trying to address?
Inappropriate use of antibiotics and other antimicrobial agents can 
lead to antimicrobial resistance, drug-related adverse effects and 
higher costs. Antimicrobial stewardship programs can improve the 
use of antimicrobials by promoting the appropriate selection of 
agents (when indicated), dose, duration and method of administra-
tion. Even though guidelines for developing such programs exist, 
many hospitals do not have these programs in place.
 
What was the solution you used to address the issue and why? 
In 2006, California legislators passed Senate Bill 739, which stip-
ulated that, as of January 1, 2008, the California Department of 
Public Health (CDPH) requires all general acute care hospitals to 
evaluate antibiotic use with oversight by a quality improvement 
committee. Senate Bill 739 also required CDPH to implement a 
program for the education, surveillance and prevention of health 
care–associated infections in acute care hospitals statewide. Al-
though hospitals were generally aware of this unfunded mandate, 
they had little guidance on how to comply with it. As a result, 
CDPH’s Healthcare-Associated Infections Program created this 
statewide initiative to offer implementation guidance to health care 
facilities across the state.

The Healthcare-Associated Infections Program provides educa-
tion, guidance and other support to hospitals and long-term care 
facilities that are creating antimicrobial stewardship programs fo-
cused on the appropriate use of antimicrobials. Support includes 
recommendations on program elements based on best practices, 
consultations and education, hospital collaboratives to facilitate 
sharing of ideas across similar organizations and the creation of 
common metrics to track and benchmark performance.
 
What barriers did you face in the implementation of your solu-
tion? 
The California Antimicrobial Stewardship Program Initiative faced 
a number of barriers. Funding from hospitals for these stewardship 
programs was limited, as was buy-in from some hospitals and pro-
viders. In addition, it was clear that in the beginning stages of im-
plementation, a limited number of individuals were taking the lead 
at their institutions and pushing the process forward. Furthermore, 
a lack of specialized personnel to design and run these programs 
was seen as a major issue. Lastly, adequately promoting measure-
ment, of both process and outcomes, was also an issue. 

How did you overcome these barriers?
A combination of legislation and assistance provided through 
the statewide antimicrobial stewardship initiative have been in-
strumental in arming hospital-based advocates with the tools to 
convince senior leaders of the merits of supporting and sustaining 
these programs. Education, guidance and other support to hos-
pitals and long-term care facilities has been particularly helpful in 
not only educating institutions regarding the importance of these 
initiatives, but also in showing them on how simple and realistic it 
can be to address antibiotic overuse.  
 

What were the critical success factors in the implementation 
of your solution? 
Legislation was absolutely critical in ensuring the implementa-
tion of antimicrobial stewardship programs in acute care hospitals 
across the state. As of April 2012, California was the only state 
to require general acute care hospitals to evaluate and oversee 
the appropriate use of antibiotics. It is also the only state to have 
launched a statewide antimicrobial stewardship program initiative. 
This legislation truly helped to create critical buy-in from hospitals 
and providers.  

What specific clinical and financial results have you experi-
enced as a result?
This initiative has played an important role in convincing many Cal-
ifornia hospitals to develop antimicrobial stewardship programs. 
Specifically, the program has received inquiries from more than 
100 hospitals and long-term care facilities to provide them with 
assistance. Some of these hospitals already had programs and 
were trying to improve their implementation and success, while 
others were attempting to launch new antimicrobial stewardship 
programs. In addition, the Healthcare-Associated Infections Pro-
gram found that about one-fourth of California hospitals created 
an antimicrobial stewardship program due to the passage of the 
law. 

What is one piece of advice you would offer to another organi-
zation trying to reduce antibiotic overuse?
Start simple and keep your focus narrow, particularly in the begin-
ning. Look at your own data and identify the specific issues your 
institution is having around antibiotic overuse. From there, target 
one antibiotic to focus on. Finally, remember that everyone can be 
effective in reducing antibiotic overuse, including administrators, 
clinicians, nurses and patients. The tools are simple and just need 
to be properly communicated. 

Kavita K. Trivedi, MD 
Public Health Medical Officer, California Antimicrobial Stewardship Program Initiative, 
Healthcare-Associated Infections Program, California Department of Public Health
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What issue regarding reducing hospital readmission were you 
trying to address?
The initial focus of the Heart Failure Program was inspired by a 
grant the hospital received from the Gordon and Betty Moore 
Foundation. The goal of the program was to reduce the 30- and 
90-day readmission rate by 30 percent per year over a two-year 
period for patients 65-years-of-age or older with primary or sec-
ondary heart failure. Since the initial grant, the target population 
has expanded to patients 45-years-of-age or older. 

What was the solution you decided upon to address the issue 
and why?
The Heart Failure Program was shaped first by understanding the 
systems and processes we had in place for these patients. With 
this baseline understanding in hand, we were able to implement 
a multi-pronged solution. We implemented the following compo-
nents: 

• Hired nurse coordinators whose primary focus was to coor-
dinate and manage the care for each patient. 
• Assigned care teams comprised of physicians, home care 
nurses and nurse practitioners. The team was managed by the 
nurse coordinators. 
• Created an email record to which every clinician in the care 
team could contribute and refer. 
• Implemented teach back that began on day one of admis-
sion. We found that the earlier and more often we engaged 
with the patient, the better.  Greater than 40 minutes of cu-
mulative teach back resulted in greater retention and reduced 
readmissions.
• Adjusted educational and discharge materials to a fifth- or 
sixth-grade reading level.
• Implemented medication reconciliation at admission and dis-
charge.
• Added palliative care counseling to prepare patients for the 
progression of their condition.
• Followed-up with patients within 7- and 14-days of discharge 
given that this is when most readmissions happen.
• Scheduled home health visits that would occur within 1- to 
2-days of discharge.  
• Scheduled an appointment with the primary care physician, 
cardiologist or heart failure nurse practitioner.

What were the barriers you faced in the implementation of 
your solutions?
We faced several barriers when implementing the program. First, we 
needed to raise awareness of our program and the nurse coordina-
tor’s role. The clinicians needed to understand the nurse coordinator 
role and its importance. Second, we continue to need to identify 
funding streams both internally and externally to ensure continu-
ation of the program given the initial funding was through a grant. 
Finally, a more tactical challenge we faced was ensuring that home 
health visits were part of the standard of care rather than an addi-
tional service that required a referral. 

How did you overcome these barriers?
To raise awareness and credibility for the program, the nurse co-
ordinators took every opportunity to speak about the program, 

including attending cardiology faculty meetings and senior leader-
ship meetings. Funding continues to be a challenge; however, we 
were able to make the case internally for financial support given 
our success to date and the impending Medicare reimbursement 
reductions. To supplement this funding, we have also been able to 
secure additional grants. Finally, because we felt that home visits 
were so critical, we decided to make home care the default setting 
on the discharge form to eliminate the need for a referral.

What were the critical success factors in the implementation 
of your solution?
Enhancing physician’s understanding of the nurse coordinator role 
was essential to the program’s success. We worked hard to create 
an environment where physicians would view their role as collabor-
ative and not competitive. Another critical success factor was the 
incorporation of palliative care counseling. By preparing patients 
for the progression of their disease, they are able to make informed 
choices about their end-of-life care.

What specific clinical and financial results have you experi-
enced?
Since the program’s inception in 2009, we have steadily reduced 
the heart failure all-cause readmission rate from 24 percent to 
where it is today at 9 percent. For the past 11 months, we have 
successfully achieved our 30-percent-reduction goal by maintain-
ing a readmission rate below 16 percent.

What is one piece of advice you would offer to another organi-
zation trying to prevent hospital readmissions?
Start with the Institute for Healthcare Improvement toolkit when 
implementing your own readmissions program. Learn from what 
others have done, and pick and choose what will work best in your 
organization. There is no need to start from scratch. 
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Karen Rago 
Former Executive Director of Service Lines,
University of California San Francisco



Jeffrey Guterman, MD 
Chief Research & Innovation Officer,
Los Angeles County Department of Health Services
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What issue regarding decreasing hospital admissions for AC-
SCs were you trying to address?
People with chronic diseases, particularly the uninsured from low 
socio-economic backgrounds, are frequently managed in epi-
sodic, reactive bursts of care in response to bothersome symp-
toms. This results in poor ongoing control of their conditions and 
inefficient use of inpatient and emergency services. For example, 
patients with hypertension and dyslipidemia often have no symp-
toms until the preventable complications of these primary risk fac-
tors cause a devastating event, such as a heart attack or stroke. 
For the Disease Management Program of the Los Angeles County 
Department of Health Services (LAC DHS), we targeted patients 
with diabetes mellitus, asthma and heart failure who had the high-
est burden of illness and rescue care resource utilization. The LAC 
DHS specifically implemented comprehensive disease manage-
ment programs for uninsured and underinsured low-income pa-
tients with diabetes, asthma and heart failure who have historically 
not had access to this type of care and support.

What was the solution you used to address the issue and why? 
The LAC DHS disease management program consists of an ini-
tial assessment and risk-stratification of patients, along with tai-
lored interventions suitable for each group based on the degree 
of risk. Specifically, patients are stratified along two dimensions of 
risk through retrospective data review and prospective interviews 
that assess their illness burden (e.g., physiologic variables, labora-
tory results, functional status, etc.) and unscheduled use of rescue 
care resources, such as ED visits and hospitalizations. For these 
high risk groups, the program emphasizes proactive monitoring 
and treatment of patients in the outpatient and home care envi-
ronments to avoid exacerbations that require expensive ED visits 
or inpatient admission. Care processes are structured to improve 
coordination of services and to increase efficiency, with more than 
one-half of patient contacts taking place over the phone or through 
remote monitoring. Providers use protocols and other support 
mechanisms that have been developed via collaborative efforts to 
manage ongoing care.
 
What barriers did you face in the implementation of your solu-
tion? 
Funding constraints, culture change and the role of the nurse prac-
titioner (NP) have been major issues for our programs. Due to fund-
ing constraints, patients have time-limited access to the programs 
(e.g. diabetes patients for six to nine months, asthma patients sea-
sonally, etc.) Additionally, some providers have been resistant to 
refer their patients into the program and out of their care. The last 
and most difficult barrier we have seen has been trying to move the 
role of the nurse into one of a real decision-maker. Although this is 
a protocol-based, nurse-driven program, nurses who are not NP’s 
cannot initiate new medications for patients, although they can ad-
just current medications.  

How did you overcome these barriers?
We still have not yet completely figured out the funding piece. Our 
programs have been shown to be clinically efficacious and cost 
positive. However, in a county with a large safety net population of 
more than 2 million uninsured residents, there is always a waiting 

list for transfers of medically indigent patients into our hospitals. 
Thus, even when we reduce patient stays by 100 days, new trans-
fers to these now “empty” beds appear. So for now, LAC DHS 
bears the cost of the program and the cost of maintaining the inpa-
tient beds. In addition, top-level commitment from senior leader-
ship has helped most providers to overcome reluctance to change, 
though there is still room for improvement. Lastly, these programs 
have been moving towards a nurse practitioner-focused model, as 
some nurses are unable to make the conceptual leap needed to 
successfully drive forward these programs.

What were the critical success factors in the implementation 
of your solution? 
A burning platform was essential to our success. The Medicaid 
1115 Waiver provided a significant funding boon to a safety net 
system nearing collapse, with specific requirements for chronic 
disease management. Senior-level involvement and program pro-
motion was also critical, as it helped to ensure buy-in from staff. 
Selecting dedicated staff, not just for their clinical competence, 
but also for their belief in the value and vision of the program, was 
paramount to our success.  

What specific clinical and financial results have you experi-
enced as a result?
These disease management programs have resulted in a signifi-
cant improvement in the ongoing management of diabetes and 
significant reductions in ED and inpatient visits as well as missed 
school days for children with asthma. A review of more than 3,060 
patients with diabetes managed in five sites found that HbA1c and 
LDL levels fell dramatically, and systolic blood pressure fell by 7 
mm Hg on average. Furthermore, a review of 7,324 patients man-
aged in 93 school-based sites found the following results: more 
than 90 percent of enrolled patients achieved control of their asth-
ma within six visits; ED and inpatient visits fell by more than 70 per-
cent; and missed school days fell by more than 90 percent. Finally, 
a pilot study of 77 patients with heart failure showed a combination 
of lower cost and high patient satisfaction. 

What is one piece of advice you would offer to another organi-
zation trying to decrease hospital admissions for ACSCs?
First, align clinical and financial incentives so that you reward the 
desired outcomes, not just the volume of patients that are seen. 
Second, ensure that leadership is fully engaged and that everyone 
is open and honest about intended and unintended consequences 
of the programs. Third, hire individuals who truly understand dis-
ease management, as it is a fundamentally different model of care. 
Finally, capture adequate and appropriate data to measure prog-
ress.

Karen Rago 
Former Executive Director of Service Lines,
University of California San Francisco



What issue regarding preventing errors were you trying to ad-
dress?
The three regional hospital associations (Southern California; San 
Diego and Imperial Counties; and Northern and Central California) 
approached Anthem Blue Cross to address patient safety. Hospi-
tals within each regional association were seeking to apply their 
investment in patient safety more broadly. The hospitals knew their 
patient safety interventions were impactful on the local level but 
they also understood that by engaging with the broader health 
care community in California through Anthem they could have a 
far greater impact on the entire system. 

What was the solution you decided upon to address the issue 
and why?
Anthem embarked on a three-year, $6 million effort to build and 
recruit a hospital peer-to-peer learning network. To date, we have 
enrolled over 170 hospitals into the Patient Safety First Initiative.  
The initiative focused on three areas: Perinatal Care, Sepsis and 
Hospital Acquired Infections.

What were the barriers you faced in the implementation of 
your solution?
We viewed this as a unique opportunity to collaborate with hos-
pitals and collectively continue to improve the safety of patients. 
However, we also recognized that convening a group of hospitals 
and payers inherently meant we had to overcome perceptions of 
one another to effectively collaborate.  

How did you overcome these barriers?
The commitment by senior leadership of Anthem and the three 
regional hospital associations was a key factor in the success of 
the initiative. Additionally, the use of a third-party data evaluator 
helped to provide a collaborative effort that was truly transparent.  
This group (the National Health Foundation) provided a layer of 
transparency and legitimacy that made all parties comfortable in 
putting their propriety data into a larger dataset. Lastly, the Initia-
tive was able to build upon existing learning networks and ben-
efited from ongoing day-to-day project management. 

What were the critical success factors in the implementation 
of your solution?
One critical success factor was to provide solid evidence that 
these interventions increased patient safety while also proving to 
be worth the investment.  Working with the third-party evaluator, 
we were able to put together a robust methodology for calculating 
the impact on outcomes and value to the system. Also, getting 
each participating hospital out of the competitive mindset and into 
a collaborative discussion was important. Through the process we 
found that hospitals wanted to share their “best practices” and 
“lessons learned” with their colleagues.  

What specific clinical and financial results have you experi-
enced?
The two-year clinical results were finalized in May 2012 and they 
have been remarkable. It has been estimated that the Patient Safe-
ty First Initiative has contributed to statewide cost savings of over 
$19 million of our 973 lives saved.  Some of the improvements 

demonstrated by hospitals participating in the Initiative were: 
•  21 percent reduction in sepsis deaths per 100 sepsis cases;
• 65 percent reduction in elective deliveries prior to 39 gesta-
tional weeks;
• 39 percent reduction in central line blood stream infections 
cases per 1,000 central line days;
• 2 percent reduction in catheter associated urinary tract infec-
tions cases per 1,000 patient days; and
• 48 percent reduction in ventilator associated pneumonia cas-
es per 1,000 ventilator days.

What is one piece of advice you would offer to another organi-
zation trying to improve patient medication adherence?
Address governance, infrastructure and data-sharing arrange-
ments such as requirements and standards up front.  This is what 
will allow a similar coalition to build a sense of trust.  Identity the 
key members of the working group and invite senior leadership 
to champion the engagement internally.   Lastly, put teeth in the 
program.  Initially, we had over 160 hospitals engaged but it wasn’t 
until they agreed to share their individual data that the group made 
real progress.  For example, the use of a third-party data evaluator 
and program manager focus on measurement allowed the hospi-
tals to dedicate more resources to improvement efforts.
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Michael Belman, MD, Medical Director, Anthem 
Blue Cross, and J. Eugene Grigsby, III, PhD, 
President & CEO, National Health Foundation
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