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Lessons learned

» Translational Research
- |t takes effort to transform health care
- Evaluation results are critical
- We found success by attaching to broader trends

» Informatics
- Start with simple tools first

> Find ways around full integration with EHRs where
necessary

- There are benefits to mobile informaticists




Case study

Ms. Viera
a 75-year-old woman
with diabetes,
systolic hypertension,
mild congestive heart failurg
arthritis and
recently diagnosed dementia.




Ms. Viera and her caregiver come to
clinic with several problems, including

1.
2.
3.
4.
5.

hip and knee pain,

trouble taking all of her current 12 medicines,
dizziness when she gets up at night,

low blood sugars in the morning, and

a recent fall.




Ms. Viera’s office visit

And Out in the hall;

6. The caregiver confidentially notes she is
exhausted

7. money is running low for additional medications.

How can Dr. Smith and the
primary care team handle these
issues?




Care Management Plus

In primary care clinics

Care management

Care manager
Referral - Assess & plan Evaluation
- For any condition or need - Catalyst - Ongoing with feedback
- Focus on certain - Structure - Based on key process

conditions and outcome measures
Technology

- Access

- Best Practices
- Communication




History of CM+

» Pre 2000: Care managers at Intermountain
Healthcare
> 7 clinics

- Part of failed initiative to create Medicare managed care
plan

» Oct 20071: Original proposal to
John A. Hartford Foundation

- “Evaluating the Impact of Geriatric Care Teams in
Ambulatory Practice”

> Interdisciplinary team supported by an electronic
information system

- Demonstrating health and financial benefits
- Funded Feb 2002, for 4 years
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Patient
Worksheet

11 July 2003

Pertinent labs

TC/HDL Ratio HCT hsCRP Homocysteine Fasting Glucose

N Patient Worksheet s

T PATIENT NAME [ SEX ] DOB MMI# MRN#
,,,TEST‘ AA — | 5 09]01/1964 I 545073664 'Eoziisffi -

Problems

Chronic conditions
Active Medications
~Medications
Preventive Care
CV Risk Pap Smear -
Preventive care sum mary

éll;l;;lrL;boralory Data oA A A

HgbA1c (<=7.0) UA Protein uAlb/Cr (<30) 24 Urine Albumin (<30)

Serum Cr Serum K Lipid Profile LDL (<100)  Trig (<200) HDL (>35) CHOL (<200)

Clinic Data

Date Weight BMI (<25) Weight Class Blood Pressure (<130/80) Heart Rate
No Dat 1% = 14 . . 5

Last foot exam N Pertinent exams

Last dilated retinal exam N ata

Reminders

Preventive

~“‘Passive reminders’
o-Organized by iliness
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Retrospective diabetes: Death

» Diabetic patients Death
who were sent to
care managers 20%
were significantly 154 i

less likely to die P00 oY

: - 10% —
in the first and i [ Control
second year than 5% u
their matched

0% |

controls Year 1 Year 2

p=0.006
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Hospitalizations

Hospital Admission

p=0.001
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Productivity - same clinic

» Physicians who

WRVU M
referred to care zz’;
managers: ;
; 398.17

8% more productive 4007 368.00
» Than peers in 3001
same clinic '
200:

Non-user User



Benefit/Cost Analysis

Costs/Clinic

Salary + training + $92,077
admin

* Society would

. .. save, per clinic,
Benefits/Clinic $79,092 in reduced

hospitalizations.

Productivity (7 MD’s) $99,986

Hospitalizations | * $0

Total (benefits — cost) | +$7,909

overhead costs, IS costs are assumed to be constant.
nernea Included.
N



CM+ Results

» Internal decision at Intermountain to continue
the program

» Patient Worksheet summary already part of
EHR

» Adapted Care Management Tracking database
into EHR
- Documentation forms

- Patient-Care Manager matching
- Reports

- Data warehouse queries




Disseminating CM+: Publications
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Disseminating CM+: Grants

>

v

v

v

K-22 Grant
> Enhancing Guidelines with Collaborative Care Agents

Dissemination grant from John A. Hartford Foundation

- Dissemination of Care Management Plus: Information Technology
Tools for the Care of Seniors

Task order from AHRQ

- Assessing the Clinical Impact and Business Case for Nurse-based
Care Management
Donald W. Reynolds Foundation grant

- Comprehensive Program to Strengthen Physicians Training in
Geriatrics

AHRQ R-18
> Enhancing Complex Care through an Integrated Care Coordination
Information System

- Evaluating the Implementation of an Information Technology-
Enabled Care Management Program




Disseminating CM+:
Implementation

Initial Contact

[ermail ,phone call,
corference meeting ]

-

4

Introduction
[Imper=on visit or
phone visit)

Readiness

Assessment
I‘[fill ot as much as |:-:-55i|:-|-a!I

i

Plan for

Implementation
[Rewew Readness
B=zes=ment,

' B

i IT as=ses=smment | e

‘

Enrollment
-Hire a Care Manzger

-Sign = contract
-Regi=ter for traiming

Training
-2 days in person
- 8 wesks onlinefdistance

IT

=* | implementation

o T
Implementation/

Follow-up
- Corti mued fidd loow-up
-Evaluati on [success of
Program, barniers to
Irnpl ermertation, etc)

b -




Disseminating CM+: Training

» 2 days intensive training
> Jump-start to the core competencies

- Technical training for the Care Manager Tracking
software

» 8 weeks online instruction

> Learning modules




Disseminating CM+: Tools

» Care Manager Tracking software
- Free version of CMT used at Intermountain

» Patient Worksheet

- Description of content that could be incorporated
iInto an EHR

» Senior Care Resources

- Content-specific information on
- Diseases
- Benefits
- General health
- Local resources




Disseminating CM+: Status

» 78 Clinics/teams trained

» 98 Care Managers

» Participation in Medicare Coordinated Care PBRN
4

Advised various funders and payers on integrated
care management and the medical home
Grantmakers in Health

CMS

CareQOregon

Regence BlueCross BlueShield of Oregon

Colorado Access

Qualis Corporation (QIO of Washington

Oregon Medicaid

o

o

o
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Lessons learned:
Translational Research

» It takes effort to transform health care

- Research results do not always translate to
transformation

» Evaluation results are critical
- Would not have survived locally without evaluation
- Had to include financial impact as well

» We found success by attaching to broader
trends
> Primary Care Medical Home




Lessons learned: Informatics

» Start with simple tools first
- Technology less important than the function
» Find ways around full integration with EHRs
where necessary
- Which comes first, the transformation or the vendor
adoption?
» There are benefits to mobile informaticists




