The John A. Hartford Foundation Change AGEnts Initiative accelerates sustained practice change
that improves the care of older adults. It does this by harnessing the collective power of The John A.
Hartford Foundation’s interprofessional community of scholars, clinicians, and health system leaders.

In December 2015, nearly 100 John A. Hartford Foundation Change AGEnts gathered in Philadelphia,
PA to identify challenges and opportunities for improving care of older adults in several care settings
and issue areas. Each group worked toward identifying actionable areas for John A. Hartford
Foundation Change AGEnts, the Foundation, and colleagues in the field to pursue. The brief below
represents the summary of the Primary Care group's proceedings and should inform future work to
create widespread and systemic changes in the care of older adults.

Primary Care

Primary care for older adults, like so much of today’s health care, faces intense cost, policy, and
other pressures and is experiencing disruptive and dislocating change. That said, the rise of
accountable care organizations (ACOs), patient-centered medical home (PCMH) structures, and
other care models dependent on interdisciplinary teams and integrated electronic health records
suggest a conversely hopeful set of possibilities for improving primary care, perhaps dramatically.

For example, this dynamic environment may drive:
= (Greater care coordination and transitional supports across health care settings and silos;

= The advent of serious consideration of person-centered care in primary care redesign (e.g.,
The John A. Hartford Foundation’s Carealign project); and

= The maturation of a whole range of evidence-based care models that can be used in
primary care (e.g., the Stanford Chronic Disease Self Management Program, Enhance
Fitness and Enhance Wellness, and several proven approaches to geriatric syndrome
management around falls, incontinence, and others).

Challenges

The Primary Care Issue group participants themselves represented one of the central challenges
of working in this setting. Primary care practitioners (PCPs) and their teams, regardless of
organizational structures (i.e.,, ACO, PCMH, traditional fee for service, etc.), or practice setting, have
one central thing in common: They are responsible for the full spectrum of medical care for each
of their patients, from wellness and prevention to chronic care and acute care. It is a very tough
job, and it seems to be getting harder from the perspective of many primary care clinicians.

The Primary Care Issue group was made up of researchers, some of whom practice in clinical
settings; academics/educators; and administrators in healthcare systems and community
organizations focused more generally on improving the care of older adults. For the most part,
most PCPs and John A. Hartford Foundation Change AGEnts live in very different worlds.

Change AGEnts are often in a position to focus on making system change in organizations, and
hopefully partner with PCPs to improve older adult care. PCPs, if they are not focused solely on



pediatrics or obstetrics, are geriatric practices by default. Their patients are growing older with
more chronic conditions and psychosocial needs, more serious acute illnesses and care
coordination requirements. And yet, to meet practices’ and systems’ bottom line, PCPs have to
maintain a schedule that books patients at 20-minute intervals.

Looking ahead, practice change in primary care, therefore, cannot be “us” (i.e., Change AGEnts,
organizational leaders, advocates, etc.) changing “them” (i.e., PCPs, clinicians). We must create
innovations that add value, not simply for health systems or payers, but that help PCPs do their
very difficult jobs more effectively and efficiently. Including the practitioners and their points of
view in our change efforts may even ensure that new care improvements are more readily
adapted and used.

Additional Challenges
Further barriers to practice change in primary care may also revolve around several factors:

=  Workforce. The health care workforce, from the front line of clinical care to the C Suite, is
not adequately trained in geriatrics, and there is no immediate way forward to fill this gap.
Further, those who are educated in the care of older adults too often leave the field due to
the difficulty and poor pay/support for these jobs.

= Difficulty translating research into practice. There has been much good work done by
members of The John A. Hartford Foundation Change AGEnts community and others, but it
has been difficult to spread widely for a variety of reasons, including ‘intellectual property’
issues.

= Barriers to teamwork. Team care in primary care is challenging, and there are analogous
difficulties (e.g., time, payment, ownership) in practice change that require
cooperation/coordination across primary care practices, health plans, academia, and the
community.

» Lack of connection to “natural” partners. Public health systems and departments, for
example, don’t have a geriatric focus. Emergency and first responder systems (e.g.,
police/fire/EMTSs) are in daily contact with older adults, but are not integrated into
primary care for our population.

Opportunities

Looking ahead. Many of the pieces of ideal primary care for older adults, including
interdisciplinary teams, workforce preparation, person-centered care, community connections,
etc., are well known (and have been supported by The John A. Hartford Foundation). What is
needed is a way to pull these various aspects into a single, comprehensive resource, a change
playbook of sorts that would guide Change AGEnts/primary care advocates and clinician partners
in creating transformative change. This would include developing an overarching vision for
geriatrics-informed primary care and creating both a shorter and longer-term strategic plan for
transforming the field.



Some of the parts of this playbook or guide might include:

= C(Clear descriptions of the key elements of an ideal primary care practice with good geriatric
care, including care approaches, staffing levels, competencies, organizational and
technological requirements, community connections, and reimbursement and financial
guidelines. This would include associated metrics to help practices understand where they
stand against the ideal and shape further improvement.

= Workforce development, geriatric training, and other incentives focused on education and
retention of the entire multi-disciplinary primary care team. This would include strategies
to ensure that everyone is paid for and practices at the maximum level of her or his
licensure.

= C(lose attention to staff diversity issues, including age /race/sex/sexual orientation/culture/
education and other psychosocial parameters.

= Identification of opportunities to affect state and federal policy, including workforce
development, payment, research, quality, safety measures, and other issues. Similarly, close
attention to developments at CMMI and PCORI to help practices learn the latest in
innovative approaches to providing high-quality, person-centered, geriatric care.

= Tutorials/mentorship in developing:

= The business case for better primary care, including associated value propositions
(return on investment) and how to get your business case in front of the right
person.

= Common outcome measures for quality care.

» Leadership skills for driving change and how to become a thought leader/expert
with community credibility.

= Public relations campaigns to educate the public and affect the community’s
perceptions of quality primary care.

= Use of the growing number of retirees (particularly from health care and related professions)
and older persons in general as mentors to PCPs, integrating them into practice change
efforts and high-functioning practices, as well as ensuring that the voices of older people
are included in the design and redesign of primary care.

Working together

A playbook only works if everyone is on the same page, knows what they need to do, and performs
at a high level. It is going to take all that and more to bring together all of the players in our health
care system to form a cohesive team working to improve primary care of older adults. The
components outlined above, however, represent a strong start.
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