ROUNDTABLE

mHealth: Improving the
Continuity of Care

Healthcare providers can improve outcomes
\ and control costs by exploiting mobile
technology, including patients’ own phones,
to deliver more care beyond the walls of
hospitals and clinics. The virtualization of
care enabled by mHealth technology can
improve care of chronic conditions, redesign
or streamline work flows, extend the reach
of caregivers and facilities, and improve
how information is shared across distance
and time. Continuity of care requires mobile
technology to boost patient engagement in
an era when value-based care is replacing
fee-for-service business models.
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Roundtable Highlights

When the topic of
mHealth comes up, what comes to mind first

foryou?

KAMAL JETHWANI: The healthcare
system is sort of lagging behind other
industries. We all flew here, and we
all know that we were able to get our
own boarding passes. We were able
to book our own tickets. We did not
need travel agents. There was almost no
human contactifyou could help it. But
that’s not the case with healthcare, and
mHealth can give us an opportunity to
change that.

TRICIA NGUYEN: I think of conve-
nience and being able to deliver but
also receive care anytime, anywhere.
It’s going to enable us to actually cross
state lines and continental divides to
collaborate and communicate amongst
patients and also providers.

STEVE HEILMAN: A lot of it is increas-
ing the ability of the physician and
making their job a little bit easier by
giving them more and better technol-
ogy to get results and be responsive in
abetter way, and leveraging technology
to get the patients more involved in
their care.

PETER TIPPETT: We’re not going to
lose doctors, but at least 75% of their
work is consultative in nature. Today
that information
is coming from
social commu-
nities, software
applications, or
a combination of
sensors and soft-
ware and cloud
computing mobil-
ity. The general
applications tend
to be quite narrow, such as in a scenario
where a person might prefer viewing
his or her glucose reading on a website
as opposed to looking at the machine.

“If they have a
disease, they’re likely
already using two or
three apps to manage
that illness.”

The full implications, however,
are transformational.

The news reports say
we are losing doctors. Are these mHealth
measures going to replace the doctors that we
are losing?

NGUYEN: I think we’re losing the ones
that refuse to change from paper-based
to an electronic environment. And
change is hard. We’re creatures of habit.
Ithink alot of docs have experienced so
much frustration in their daily practice
of medicine that this is just the straw
that broke the camel’s back. So some
physicians are deciding to transition to
other careers or retire.

JETHWANI: We’re moving toward an
era of collaborative medicine, where
patients can collaborate with the phy-
sicians and make joint decisions, take
care of their own health. We can guide
them. Technology can help that revo-
lution. We can use physicians where
it’s appropriate, instead of using phy-
sicians for every single thing possible.
It will reduce the demand a lictle bit. It
will make the healthcare system more
efficient, and patients will really know
what they want and how they want it.

TIPPETT: There’s a large community
that seems to be driving the change.
It’s made up of mostly tech-savvy peo-
ple who depend
on their smart-
phones and tab-
lets. If they have
a disease, they’re
likely already
using two or
three apps to
manage that ill-
ness. They’re less
willing, perhaps
even impatient, to wait for the kind
of integration that already exists in
many other places in the online world.
My mother, for instance, isn’t likely to
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use her mobile device to see what to do
about her disease. Even though she car-
ries a cell phone, she may only turn it
on every couple of months. It certainly
isn’t the enabler for her generation that
it is for the rest of us.

Peter Tippett, MD, PhD
VP & CMIO

Verizon Connected
Healthcare Solutions

HEILMAN: It’s a perfect time for cul-
ture shift. We’re seeing a lot more
utilization of mid-level providers,
and technology is going to be one of
those tools that doesn’t necessarily
replace the physician, but enables doc-
tors to work with mid-level providers
and cover more lives. You mentioned
maybe the elderly people will never
log in, but what we’re seeing in our
patient portal is the average age of the
typical user is around 67. And it’s not
so much that the patient is logging
in, but their caregiver is doing it. So
even if you’re saying the older people
are not tech-savvy, the people who
are helping to take care of those older
people are, and they are going to get
a lot older as time goes on. They’re

becoming really tech-savvy.

NGUYEN: It allows us to expand beyond
the physician being the only care pro-
vider in the clinic and being able to
delegate and disseminate informa-
tion to empower others, even lay indi-
viduals who are health literate, to be
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part of the care team, whether it’s a
caregiver or family member to help
deliver care and navigate the complex
health system.

JETHWANI: We have heart failure
monitoring programs. Take a weight
scale home and just weigh yourself
every day. Even with those programs,
we see patients that are as old as 75-80
engaging after a point because they
start to get it. They get daily feed-
back, which is really important. Over
a month or so, they start seeing that
every time their weight goes up 3
pounds, the nurse calls them and finds
out what’s going on. And it’s always
because of something they’ve eaten
the night before. They’ll start put-
ting it together and be like, “Okay,
maybe I should just not eat that if I
want to avoid that phone call.” We see
these patients getting better. Over the
country, we’ve seen telemonitoring
programs for heart failure doing really
well, and the population is really old.
So it’s not whether they will engage
with technology or not;it’s how you’re
going to engage them. It’s how you’re
going to structure the program, what

Tricia Nguyen, MD, MBA
Chief Medical Officer
Banner Health Network

you’re going to do for the work flow,
and what appropriate technology
you’ll use for that.

TIPPETT: Individualization boils down
to this: Everybody really does do things
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differently, has a different tendency, and
responds in his or her own way to dif-
ferent kinds of intervention. In essence,
different people work differently,
and those differences are enabled by
cloud and mobile technology.

I’ve heard some pro-
viders say that they’re not looking forward
to this flood of data from the mobile bealth
devices. They’re baving enough trouble deal-
ing with the data they already bave, and now
suddenly there’s all this new data. They’re

parameter for the last week, nothing
to worry about.” The idea is to avoid
information overload, but not by col-
lecting less data, just by understanding
how data should be analyzed and pre-
sented. When our analytic systems
reach there, physicians will be okay
with more and more information
because it will all make sense.

NGUYEN: One of the reasons why phy-
sicians are averse to more data is the
concern of increased exposure to medi-

“From my ER experience, one of the most
frustrating factors to me is the lack of data,
because 70%-80% of the diagnoses can be
made by historical information.”

expected to be able to analyze that data and
spot trends and possibly prevent something
more serious from bappening. This is not a

happy prospect for some of them.

TIPPETT: To be honest, if you don’t
know whatyou’re going to do with your
data, you shouldn’t collect it in the first
place. You should first decide what you
want to do and then do it. If you want
to build a program around readmis-
sion, you should get out weight scales,
connect them, sync them to a feedback
loop, and see whether or not it reduces
readmissions. Otherwise, why would
you bother with this extra data? This
data may be good for science, perhaps,
but that might be an example of how
we sometimes confuse the practice of
medicine with the value to science.

JETHWANI: In our heart failure pro-
gram, we collect five data points every
day for four months per patient. Instead
of telling clinicians each day, “Your
patient weighed 180 pounds today and
had a blood pressure of 140/90 and
oxygen saturation of 91%,” I analyze
it and tell them, “Your patient gained
3 pounds in one day. It’s probably
something you want to look into right
away” or “Your patient has been within

cal malpractice. This commonly comes
up when I talk about the 360-degree
view and understanding of individu-
al patient information. From my ER
experience, one of the most frustrat-
ing factors to me is the lack of data,
because 70%-80% of the diagnoses can
be made by historical information.
It’s nice to have all the information
so I'm not spending a lot of time in
the room trying to pull that informa-
tion from the patient if it’s already in
existence somewhere. Additionally,
patients become very frustrated when
you ask them for the same information
the third time.

HEILMAN: It’s also a source of enlight-
enment for the patient. So, whether
it’s an asthma study and you’re look-
ing at how often a patient is using
their inhaler—and maybe every day
they say that they’re hitting it at 3
o’clock. Somebody can finally see
the trend and ask, “What’s going on
at 3 o’clock every day that requires
you to use your asthma inhaler?” or
“I noticed that all your blood sugar
spikes occur every day at 1 o’clock—
what do you do right before 1 o’clock
every day?” I don’t think patients
recognize all of the cause and effect.
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Sometimes if we’re able to collect all
information into one thing and show
them a graph or a trend or look at the
data in a different way as opposed to
the glucometer readings in their book,
but actually show them a graph trend
and say, “Every day at 2 o’clock your
sugar is 300. What do you do?” They
would likely admit, “Yes, I have cake
every day. ’'m sorry.” So collecting data
just to help get the patients engaged
and get them enlightened as to what’s
going on in the disease process may
be helpful in developing those algo-

rithms for treatment.

Today people are car-
rying mobile apps like iTriage. You’ve got
symptoms, so ‘you can just start to look for
your symptom. It’ll even take you all the way
through to find medical help. That’s being
provided now by a payer because Aetna
bought iTriage. That’s information that’s
flowingin on patients today everywhere. Are
providers able to make use of that?

JETHWANL: It’s again hard to generalize
every single physician. I've seen younger,
newer physicians engaging better. When

been able to demonstrate a drop in no-
show rates. On the more complex side,
we’re currently exploring in a clinical
trial the use of daily text messaging to
be able to provide support and feedback
to people who are trying to lose weight,
who have diabetes. Compare that to
me as a physician saying, “You need to
lose weight, come back and see me in
six months, but make sure you've lost
10 pounds,” and you’re back obviously
having gained weight. This is a tool now
that we can prescribe and say, “Okay,
start using this, and this will walk you
step-by-step in losing weight.” The
magic of the technology is in the “how”
not in the “what.” Text works really well
because everyone has it—most people
have some sort of phone feature that can
take texts, and most people know how
to use it. Some people who don’t can
be very easily taught how to use text—at
least read text, if not reply to it.

We’re going to see appli-
cations that watch us, learn from us, teach
us. But isn’t the trick going to be integrating
them into the existing practice of medicine,
which in some ways hasn’t changed a lot?

“Text works really well because everyone
has it—most people have some sort of
phone feature that can take texts, and

most people know how to use it.”

we got trained, I got trained on the EMR.
I don’t know the paper-based system.
So I get excited that my EMR is in my
iPhone now. But I can see where people
who have done the older system think
differently. We’re using text for a vari-
ety of things; some of them are under
research. We've seen no-show rates go
down. We’ve seen patients feel more
supported. We’re providing patients
a service because of the nature of text
messaging, which is so cheap, so scal-
able, and the physician and the provider
group have to do very little. We’ve moved
into appointment reminders, and we’ve

NGUYEN: I think data collection from
these applications will enable automat-
ed intelligence so that we can under-
stand and assist patients and physicians
with actionable information, so that we
then can be proactively reacting to it.

HEILMAN: Proactively reactive?

NGUYEN: Proactively reactive, so that
we can identify earlier warning signs
instead of waiting for the inevitable
event to occur—a heart attack. But with
more data and actionable information,
we can identify trends to implement
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new rules in the automated intelligence
engine. Artificial intelligence is years,
probably decades, away, but automated
intelligence is available today with a

Kamal Jethwani, MD, MPH
Lead Research Scientist
Partners Center for
Connected Health

[

robust rules engine. From an account-
able care organization perspective,
these rules and algorithms will enable
us to decrease the variations in care
and deliver the information at the right
time to our providers and patients.

JETHWANTI: It’s about changing how
medicine is practiced, making it more
collaborative, involving the actual
consumer in their own healthcare.
It’s about doing it in the way that it’s
meant to be done and then focusing on
efficiency, quality, and cost. mHealth is
an enabler. It’s a facilitator, and that’s
all. It could be something else tomor-
row, but as long as we keep the focus
to the triple aim and to change the
culture, we’re fine.

So, Steve, will we look
back in a few years and sary, “Ob, mHealth, I
remember that”?

HEILMAN: No, and it’s basic. The
relationship is between the clinician
and the patient. mHealth is a pow-
erful tool that, if embraced and the
culture changes appropriately, will
make that relationship even stronger.
But it’s going to require the physi-
cians to warm up to and embrace the
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technology. The newer people com-
ing out of medical school are already
expecting mHealth to be incorporated
into their work flow. That’s what the
relationship is going to be. It’s with a
supercomputer on my hip, so I make
sure L hit my core measures. I make sure
I'm giving the best medicine. I have the
most up-to-date information at my
fingertips at any given point of time to
take care of my patient in the best way
that I possibly can.

NGUYEN: Yes, but physicians will have to
get on board if they want to effectively
and efficiently help patients manage
their care or modify their health behav-
iors. These patient engagementapplica-
tions are additional treatment options,
instead of prescribing a drug procedure
or surgery, that physicians have as a tool
to help patients manage and optimize
their health outside of the clinic visit.

Steve Heilman, MD

System Vice President and

Chief Medical Information Officer
Norton Healthcare

HEILMAN: Everyone—whether it’s
pushed by government regulations or
it’s pushed by expectations from the
patients—wants to be connected in this
way. That’s going to help drive people
to say, “You’re either going to be in the
game in this model or you’re going to
get out of the game and go do some-
thing else.”

JETHWANI: We’ve always wanted to

be more collaborative and change the
culture of medicine, but we can do it
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now because of this, and we wouldn’t
have been able to otherwise.

Well, I’ll pose one final
question to you. Let’s say I am a physician
listening to this, reading this, and I'm
just overwhelmed by everything already.
How do I take the first step if I haven’t
been trying to keep up with this and
get involved?

game or because I don’t want to lose
points and be a loser?

TIPPETT: Imagine somebody builds
an app for a primary care provider.
Let’s say that they claim that by using
this app, a primary care provider will
instead of spending 10 or 12 hours a
day being a provider only spend four

hours. Now, they might not come

“That’s going to help drive people to say,
you’re either going to be in the game
in this model or you’re going to get out
of the game and go do something else.”

TIPPETT: People are going to get
engaged if a process is simple and
moves their needle. The reason people
like Angry Birds is because it’s easy and
fun. They didn’t have to be convinced
or coerced to play. They were given
something that is simple and fun, so it
is very easy to get engaged in the expe-
rience. Whether it’s the doctor or the
patient we'’re trying to get to embrace
technology, ultimately we accomplish
it the same way. Again, the ease of use
and the fun factor cannot be underesti-
mated. The drivers and the value return
for both patients and doctors are prob-
ably the other biggest things. People
will pick it up and use it if it works, if
it’s fun, if it’s engaging, if it saves time
and money. I can’t tell you why exactly,
but it has to do with the fact that it’s
making life better for people.

JETHWANTI: I completely agree.

NGUYEN: There’s also an element to
the gaming, the competitiveness, that
“I'want the latest and greatest tool.” So
there are some social components to
adoption of mHealth. And the engage-
ment is not just saving me time and
money. It’s, how do you stimulate
me and keep me engaged somehow,
whether it’s through my competitive-
ness because I want to accumulate
points and status on that particular

out and say that right up front, but
what if that actually happens? The
provider’s patient load stays the same,
the provider now has more free time,
and, yes, quality goes up. Could you
imagine that kind of a twofold or
threefold improvement in efficiency
and time commitment between doc-
tors and patients, and how it would

satisfy both?

NGUYEN: I want to loop back to your
first opening question to all of us.
What does mHealth mean to us? Ulti-
mately, after all of this dialogue, I think
that it’s moving from a single dimen-
sion of delivering and receiving care to
multidimensional, anytime, anywhere,
any place, in different channels and
mechanisms so that there is commu-
nication and collaboration with the
patient and their care team, including
their physician, to achieve the triple
aim of improving the health of the
population, improving the care deliv-
ery experience at the individual level,
and then keeping healthcare afford-
able. The challenge is in developing
customized and personalized applica-
tions and solutions that effectively
engage all the stakeholders. That’s
where mHealth is the tool to help us
scale the solutions, spread them very
quickly, and sustain them. H|
Reprint HLR1112-6

Sponsored Material * www.healthleadersmedia.com



MAKE A DIFFERENCE FOR YOUR FACILITY WITH THE RIGHT EXPERIENCE,
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VERIZON SOLUTIONS FORHEALTHCARE Verizon technology enables healthcare solutions that can help reduce costs
associated with chronic disease management and improve patient access to
care. Through innovative solutions like Digital Care Management, Verizon
facilitates the exchange of medical data between patients at home and
clinicians in facilities, which can mean fewer hospital visits and more
personalized care. And it's all made possible with the security and reliability of
America’s largest 4G LTE network.

Start making a difference for your facility.
Visit: verizonwireless.com/healthcare
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