
Implementing the Patient Centered Medical 
Home:  Lessons Learned From a Care 

Coordination Intervention in Rural Primary 
Care Practices  

NAPCRG WS62 Workshop November 18, 2009
LJ Fagnan

Paul McGinnis
Cherie Brunker

Special Acknowledgement to David Dorr, 

Principal Investigator of Care Management Plus: Dissemination of Information 

Technology Tools for the Care of Seniors,  www.caremanagementplus.org

Supported by the John A. Hartford Foundation, AHRQ, Intermountain, OHSU

http://www.caremanagementplus.org/


Objectives 

1) List the benefits of a proven model of primary care based care 
management and the accompanying information technology 
tools.

2) Outline essential steps of preparing and implementing the 
medical home and the key elements for practice change.

3) Identify qualitative themes and barriers from team members, 
pre and post implementation of nurse care management.

4) Stimulate ideas for clinic improvement. 



Outline

I. Background

II. Case Discussion

III. Model and Outcomes

IV. Rural Primary Care Practice Experience



Background

• Chronic Conditions, 
especially multiple increase 
needs and costs

• Older adults are fastest 
growing segment of the 
population
– 12% population (now)

– 23% population (2040)

• Older Adults: Age-Related 
changes as well as Chronic 
Conditions
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Case Discussion: Ms. J

74 years old

Established patient

Multiple Medical Conditions 
(Multi-Morbidity)



Key Attributes: Advanced Medical Home

• Organize the delivery of care for all patients according to the 
Care Model

• Use of evidence-based medicine and clinical decision support 
tools

• Coordinate care in partnership with patients and families

• Provide enhanced and convenient access to care

• Identify and measure key quality indicators

• Use health information technology to promote quality, safety, 
security of information, and health information exchange

• Participate in programs that provide feedback on performance & 
accept accountability for process improvement and outcomes

Barr, MS www.acponline.org



Care Management Plus (CMP) can help create 
a medical home

Planned visits
CMP: assessment and 

structure part of training, 

protocols

Clinic: has technique for less 

intensive structured visits.

Evidence-based practice
CMP: embeds certain disease 

protocols

Clinic: consensus about approach 

and maintenance

Collaborative care planning
CMP: Care manager works with 

patient, family, and catalyzes plan

Clinic: Refers appropriate patients 

for intervention.

Quality improvement
CMP: team approach part of 

assessment, CM training

Clinic: must commit to 

measurement and change

Health Information 

technology
CMP: Provides pop. management 

and flexible reminders

Clinic: Creates patient summary

Performance 

Measurement
CMP: Tracking database 

creates reports

Clinic: works with payers to 

change reimbursement

Care Managers act as a guide, coordinator, and coach.



Physician Practice Connections –
Patient-Centered Medical Home Standards (CMS)

• Access and Communication

• Patient Tracking and Registry

• Care Management

• Patient Self Management Support

• Electronic Prescribing

• Test Tracking and Follow-Up

• Referral Tracking and Coordination

• Performance Reporting and Improvement

• Advanced Electronic Communication

Meaningful Use of Information Technology
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Proactive and Flexible: Care 
Management Plus fills in core gaps

Care management

Referral

- For any condition or need

- Focus on certain 

  conditions

Care manager

- Assess & plan

- Catalyst

- Structure

Technology

- Access

- Best Practices

- Communication

Evaluation

- Ongoing with feedback

- Based on key process 

   and outcome measures

In 16 primary care clinics at Intermountain Healthcare

Larger infrastructure: Electronic Health Record, quality focus



Care management varies in intensity and function 
for different populations and needs

Most intense

(e.g., Homeless,

Schizophrenia) 

Intense

Complex illness

Multiple chronic diseases

Other issues (cognitive, frail elderly,

social, financial)

Mild-moderate

Well-compensated multiple diseases

Single diseases

< 1% of population

Caseload 15-45

3-5% of population

Caseload 90-350

50% of pop.

Case

load ~1000

Care Management Plus     

Caseload 250-350        



Key Functions

Communication

Coordination

Tracking

Case Management

Continuity of Care



Patient Worksheet

• Summary of patient information
– Conditions, medications, allergies

• Lab and clinic data relevant to chronic 
conditions
– Function, Diabetes, heart failure, depression, 

hypertension

• Includes advisories for preventive care and 
chronic conditions



Patient 

Worksheet

Pertinent labs

Preventive care summary

Medications

Chronic conditions

Pertinent exams

Passive reminders

Organized by illness

Wilcox, Proc of 

AMIA Symp, 

2005

Allergies

Functional status



Senior Care Resources

• Access to external information relevant to 
geriatric care

• Supports collaborative care with caregiver



Senior Care Resources



Care Manager Tracking (CMT)

• Supports management of patients by care 
managers

• Organizes information: geriatrics, depression, 
heart failure, diabetes, hypertension

• Provides reminders for follow-up of chronic 
disease

• Supports research

• Produces reports on care management

• Provides population reporting / management



CMT database - example



Task List



Training



Does CMP make a difference?
Study design:

• Retrospective cohort

• Comparison of care managed (CM) patients (7 
clinics) with patients from similar clinics w/out care 
managers (n=4)

• CM patients matched to controls on key 
characteristics

Outcomes

• Disease control, death, hospitalization

• Efficiency



23

Reduced hospital admissions: For patients with complex 

illness: Absolute reduction 4.5% at one year & 8.7% at two 

years; reduction for all patients 2.9% at two years.

Increased Guideline Compliance: 24-42% increased 

compliance for diabetes, depression.

Reduced mortality: Absolute reduction of 2.8% at 1 year 

and 3.4% at two years

Total Savings: For patients with complex illness, est. savings to 

Medicare $163k per practice with expense of $90k.

Savings per patient: Decrease of $640 per patient per year

Increased productivity: 8-12% increase in work Relative Value Units / 

MD

Patient / Families: ‘ a life-saver’, ‘the reinforcement was wonderful’, ‘they 

really care’, ‘[CM] gives me more time ... and answers’

Physician/ Nurses: ‘I am working smarter, not harder’, ‘Patients are less 

anxious, care more consistent, team is stronger’   ‘Wish I had these skills 

years ago’   ‘(Computer tools are) an absolute godsend’

Care Management Plus: RESULTS

Health 

outcomes

Cost savings / 

Productivity

Satisfaction

Deaths:  6.5% died in CM+ and 9.2% in control at 1 year; 13.1% died in CM+ and 16.6% in control at 2 years.

Hospitalizations: Complex illness including diabetes: 1 year – CM+ 21.2%, Control 25.7%; 2 years 30.5%; control 39.2%;   

all:  31.8% vs 34.7% at 2 years (-2.9%)

Peer-reviewed references available online at www.caremanagementplus.org



Dissemination: to 75 clinical teams
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Intermountain (16) 

OHSU (7 teams)

Klamath Open Door

Daughters of Charity (5)

PeaceHealth (11)

Colorado Access (16)

HealthCare Partners

Care Management Plus : a proven Medical Home model for 

high need, high cost beneficiaries, caremanagementplus.org



Patient

• 78 year old with coronary artery disease, Class 
C heart failure, diabetes type 2, inflammatory 
bowel disease

• Clinic Perspective



His Perspective



His Perspective

•Making change

•Total person

•Feedback

•Spectrum of care

•Integration of physical, mental, spiritual

•Quality of Life



Lessons Learned From a Care Coordination 
Intervention in Rural Primary Care 

Practices


