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Objectives 

At this end of this session, we hope you will:

1) understand the concepts of the Medical Home model; 

2) compare and contrast these concepts with best practices for 
older adults; 

3) Identify achievable personnel models for their clinical 
practices to improve care of older patients in the context of 
the Medical Home; and

4) describe future opportunities for adoption of the Medical 
Home.

Promise: The ‘magic’ is not in the name ‘medical home’, 
but the design of care given and to whom.



Concepts of the Medical Home

Goals Example elements

Access to Care Respond to needs for 
appointment and 
communication

Patient Monitoring (including 
self, tests)

Assess and track; provide self-
management support

Care Coordination Care planning; Coordinate 
information / referrals

Population Management Identify 3 populations of 
interest; use guidelines

Also see Fisher, NEJM, 2009; Berenson, Health Affairs, 2009



CMS criteria example



The goals of the CMS demonstration (rephrased)

1. Save money through reduced hospitalizations 
/ ED visits or other costs

2. Demonstrate feasibility of the medical home 
model / accreditation / payment

3. Gather information about quality and 
satisfaction

4. See #1, or be cost neutral

Is #1 (#4) possible?



Hospitalizations by Number of Chronic 
Conditions
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Activity Limitations by Number of Chronic 
Conditions
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Examples

Å74 y.o. with 4 chronic conditions; sees 8 
different providers regularly; has 7 regular 
medications; comes to your office and says 
she is doing well:

ïHow does the medical home address this?

ïWhat is CMS’ goal for a patient like this from the 
medical home?



Goals : Patient monitoring

ÅAssess : do a comprehensive assessment on 
patient conditions, risks, and preferences as 
well as barriers to communication

ÅTrack : lab tests and follow-up about tests and 
studies with patients

Brent Williams will cover teams and key assessments; cases 

at end will highlight this

Steve will talk about the technology involved.



Patient monitoring

ÅProvide self-management support
ïHave trained personnel who can educate patients 

in taking control of their own disease (usually a 
care manager)

ïHave tools and programs accessible to patients 
(e.g., CDSMP)

ÅTo attain this goal, you must
ïConsistently perform and document assessments

ïUse a tracking system for labs and follow-up

ïHave self-management tools available and used



ÅOur previous patient is hospitalized for 
pneumonia.  She is treated appropriately, 
recovers, and is ready to be discharged.

ïWhat are the risks for her? 

ïHow does the medical home address the needs of 
patients like her?



Goal : Care coordination / care 
management

ÅPerform Care Management : create and follow-up on 
an integrated care plan 

ÅCoordinate Information : reconcile medications, keep 
problem lists; work on continuity post-discharge

ÅFollow Referrals : coordinate with other physicians 
for critical referrals

ÅTo attain this goal, you must

ïImplement team-based care management system

ïHave a system for medications, problem tracking



Creating a system sensitive to older adults

ÅAcross your population of older adults, do you 
…

ïAssess for key risk factors?

ïPrioritize and set goals?

ïConsider the risks for falls, cognitive decline, 
disability, other geriatric syndromes?

ÅWhat does the medical home say about these 
things?



Goal : population management
ÅIdentify sets of patients (or populations) who are at 

risk – 3 categories

ÅUtilize evidence based guideline in the provision of 
care

ÅMeasure : key outcomes, including satisfaction*

ÅYou must:

ïIdentify and follow patients with 3 clinical conditions or 
risk factors

ïTarget interventions to these patients based on guidelines

Steve Bernstein will cover issues around IT use and populations.



Team Care for Older Patients in the 
Advanced Medical Home

Brent C. Williams, MD, MPH

University of Michigan



Outline

ÅComprehensive Geriatric Assessment

ÅGeriatrics Practice

ÅAMH elements - implications

ÅPractical implications for non-geriatrics 
settings



Geriatric Team Care

ÅComprehensive Geriatric Assessment 

ïSelected patients

ïMultidisciplinary

ïMultidimensional

ÅPhysical health

ÅFunctional status

ÅCognitive / Affective

ÅSocial / Environmental



Patient Selection for CGA

ÅHospital discharge

ïBy destination

ïFunctional status 

ïSelected diagnoses

ÅInpatient consults

ÅHome visits

ÅOutpatient practices



CGA: Types of Healthcare 
Professionals

ÅCore team consisting of:

ïgeriatrician

ïnurse practitioner

ïsocial worker

ÅExtended team 
consisting of:

ïphysical and 
occupational therapist

ïnutritionist

ïpharmacist

ïaudiologist

ïpodiatrist

ïpsychologist

ïoptician



CGA:  Multidimensional

ÅPhysical Health

ÅFunctional Status

ÅCognition / Affect

ÅSocial Support / Environment



Comprehensive Geriatric Assessment

ÅMeta-analysis of 28 RCTS 

(Stuck et al., Lancet 1993; 342:1032-6) 

ï18% reduced mortality 

ï25% increased likelihood of living at home 

ï41% increased chance of cognitive improvement, 

ï12% reduced risk of hospitalization 

ïFunctional improvement only significant for 
inpatient GEM units



CGA: meta-analysis of controlled trials .
Stuck et al. Lancet 1993; 342:1032-36



Kuo HK et al. The influence of outpatient comprehensive geriatric 

assessment on survival: a meta-analysis.

Arch Gerontol Geriatr. 2004 Nov-Dec;39(3): 245-54. 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&term=%22Kuo+HK%22%5BAuthor%5D


Geriatrics Outpatient Care

ÅBased on structure of CGA
ïPatient selection
ÅVariable criteria

ÅSometimes none

ïTeam membership
ÅPhysician-based

ÅSocial Work present

ÅCare management between visits ςvariable

ïFollow-up ςcomprehensive vs. targeted f/u visits



Additional Elements

ÅPatient / caregiver values and preferences

ÅCompeting risks / limited prognosis

ïScreening / prevention

ïLevel of aggression

ïDecision-making under uncertainty



Geriatrics and the Advanced Medical 
Home

A central element of the CMS AMH model:

Three 

CLINICALLY IMPORTANT CONDITIONS

(Patient Selection)



Clinically Important Conditions

ÅChronic or recurring conditions

ïMost frequently seen 

ïTreatable   

ïPractice measuring performance 

ïSelected or targeted to improve 
performance 



Clinically Important Conditions

ÅDiagnoses

ïDementia

ïAtrial Fibrillation

ïDiabetes

ïHypertension

ÅSyndromes

ïFalls

ïIncontinence

ïFunctional Impairment

ÅRisk Factors

ïFrailty 

ïPolypharmacy

ïRecent hospitalization

ïFunctional decline

ïUnstable living 
environment

ïCaregiver stress

ïLimited finances

ïMultifactorial



Interdisciplinary Care in 
PCP practices

Challenges in accomplishing:

ÅMulti-disciplinary assessment and 
management

ÅChronic care management

Accessing / supporting social work and case 
management services



Small PCP Practices

Å35% of PCP practices are solo

Å75% of PCP practices have < 5 PCPs

Meyers/Clancy Ann Int Med 2009: 150;273

Hing et al. Vital Health Statistics 2008. 13(166).



Small PCP Practices

ÅCommunity-based Health Networks
ïAdministrative unit based outside individual PCP 

practices

ïPCP practice representation / governance 

ïHouses care management services

ÅFavored in Baucus White Paper (2008)

ÅNorth Carolina Care Network cited



Multidimensional Care in the Real 
World

ÅPhysical, Functional, Psych, Social

ÅStreamlining (eg., ACOVE)

ïCase-finding 

ïAssessment

ïManagement protocols

ïFollow-up



Adapting the Medical Home for Older 
Adults and Patients with Complex Issues 

Information Technology
Steven J. Bernstein





Objectives for information technology

ÅInformation Technology (IT) components of the 
Patient Centered Medical Home (PCMH)

ÅStratifying older adults for different levels of care 

ÅMeasuring quality and efficiency of care

ÅIntegrating IT to support the PCMH



IT Components of the CMS Medical Home

ÅElement B: Electronic System for Clinical Data (required)
meeting Certification Commission for Healthcare
Information Technology (CCHIT) criteria

ÅElements D and E: Organizing Clinical Data and Identifying
Important Conditions (required) 

ÅElement F: Use of System for Population Management
(optional) 

ÅElement G: Comprehensive Health Assessment (required) 

PPC2: Patient Tracking & Registry Functions 



IT Components of the CMS Medical Home

ÅElement A: Electronic Prescription Writing 

ÅElement B: Prescribing Decision Support/Safety (optional)

PPC 5: Electronic Prescribing

PPC 8: Performance Reporting & Improvement

ÅElement A: Measures of Performance (optional) 

PPC 3: Care Management
ÅElement B: Preventive Service Clinician Reminders (optional) 



Risk stratification of population

ÅInformation technology (IT) systems can help 
risk stratify patients into different levels of 
care but it depends on what ….

ïIT system you are using

ïdata you have available

ï“risk” you interested in

ï“outcomes” you want to influence



Identifying high-risk individuals for PCMH

ÅPhysician referral

Å“Vulnerable Elders Survey”1 - designed to identify older people 
at increased risk of functional decline or death

Å“Probability of Repeated Admission” survey2 - uses eight 

risk factors to identify older people who will have high health-care 
costs, high levels of chronic disease and functional disability, and are 
at high risk for repeated hospital admission

ÅPredictive modeling algorithms - e.g. Johns Hopkins ACG 

Predictive Model,3 CMS’s “Hierarchical Condition Category” (HCC)4

and DxCG RiskSmart Program, analyze patients’ health insurance 
records and diagnostic claims information to predict future use of 
medical resources & potential candidates for clinical interventions

1 D Saliba et al. J Am Geriatr Soc 2001;49:1691ï1699     3  ML Sylvia et al. Disease Manage 2006;9:56ï62
2 C Boult et al. J Am Geriatr Soc 1993;41:811ï817           4 M Trisolini et a. Commonwealth Fund 2008 (Feb).



Which clinical conditions can IT help identify

ÅHigh likelihood

ïDiagnoses (Dementia,  Atrial Fibrillation, Diabetes, HTN)

ïRisk factors (Polypharmacy, Recent hospitalization

ÅModerate-Low likelihood

ïSyndromes (Falls, Incontinence)

ÅLow likelihood

ïFunctional Impairment

ïRisk factors such as: frailty, functional decline, unstable living 
environment, caregiver stress, limited finances



Picking risk-adjustment software (I)

ÅThe University of Michigan Health System (UMHS) is 
now evaluating a risk-adjustment software program
ïCost $15,000 for 3 months

ïUsing program to generate concurrent and prospective risk 
scores for different subpopulations & data sources

ÅThe UMHS has three complete data sources:
ïMedicare administrative data for ~20,000 patients 

assigned to the UMHS in the CMS Physician Group Practice 
Demonstration Project each year, since 2003

ïManaged care data for ~100,000 patients

ïComplete UMHS administrative & clinical data



Picking risk-adjustment software (2)

Issues we are considering in this evaluation

ÅWhat types and volume of claims are available in each of the 
complete data sources versus UMHS data?

ÅWhat is the average number of diagnoses in the UMHS versus 
the full data set?  Do these results differ by the type of claim?

ÅHow do the results differ by subpopulation?

ÅCan we generalize the results of our specific subpopulations 
to those found in the UMHS data?

ÅHow comfortable can we be using patient risk score data 
going forward if we don’t have a benchmark dataset of 
complete claims against which to compare the results?



Performance Measurement

ÅChronic disease metrics

ïNCQA’s Healthplan Employer Date Information Set

ïCMS Physician Quality Reporting Initiative

ÅFunctional status assessment / QOL

ïADLs / IADLs / Katz Index

ïGait /  Continence

ïDepression  / Satisfaction

ÅEfficiency measures

ïHow well are your staff working? 



CMS Physician Group Practice 
Demonstration Project Quality Indicators

Diabetes Mellitus Congestive Heart Failure Coronary Artery Disease Preventive Care

1 HbA1c Test Left Ventricular (LV) Assess Antiplatelet Rx BP Measured

2 HbA1c < 9% LV Ejection Fraction Testing Antihyperlipidemic Rx BP < 140/90

3 BP < 140/90 Weight Measured Beta-Blocker Rx: Prior MI
Care Plan if 
elevated BP

4 LDL Test Blood Pressure Measured BP Measured
Breast Cancer 
Screening

5 LDL < 130 Patient Education Lipid Profile
Colorectal Cancer 
Screening

6 Urine Protein Test Beta-Blocker Therapy LDL < 130

7 Eye Exam ACE-I (inhibitor) Therapy
ACE-I if diabetes or LV 
systolic dysfunction

8 Foot Exam Warfarin - atrial fibrillation

9 Influenza Vaccine Influenza Vaccine

10 Pneumovax Pneumovax



BCBS Michigan Physician Group Incentive 
Program Patient Metrics (2009)

Diabetes
Å HbA1c testing

Å LDL  testing 

Å Monitor for nephropathy

Å Lipid lowering drug

Å Statin use

Å ACE/ARB use if HTN, CHF 
or Nephropathy

CAD
Å LDL testing

Å Beta Blocker Rx: Post MI

Å Beta-Blocker Rx > 6 
months: Post MI 

Å Lipid lowering drug

Å Statin Use

Prevention
Å Cancer screening

ï Breast
ï Cervical

Å Immunizations

ï Childhood
ï Adolescent

Å Well child visits

ï 15 months
ï 3-6 years
ï AdolescentCHF

Å LDL testing

Å Beta-Blocker Therapy

Å ACE/ARB Therapy

Å ACE/ARB persistence > 6 
months post-discharge

Respiratory
Å Persistent asthma with 

appropriate medication

Å COPD - spirometry

Other
Å Low back pain imaging

Å Antidepressant Rx

Å Children with URI 
without antibiotics

Å Adults with bronchitis 
without antibiotics



Systems for measuring performance

ÅCommercial programs

ÅHome grown registry/electronic medical records

ÅChronic Disease Evaluation ManagementSystem 
(CDEMS)

ÅStrand-alone Interactive Voice Response Systems

ÅStand-alone Patient web portals





Using IT to support the PCMH

ÅPopulation management
ï Patients needing pre-visit planning (obtain tests prior to visit) 

ï Patients needing clinician review or action

ï Patients on a particular medication

ï Patients needing reminders for preventive care, specific tests, 
follow-up for chronic conditions

ï Patients who may benefit from care management support

ÅClinician Reminders at the point of care

ï Screening tests

ï Immunizations

ï Risk assessments (e.g., smoking, diet, depression)

ï Counseling (e.g., smoking cessation)



Adapting the Medical Home for Older 
Adults and Patients with Complex Issues 

The C’s: Communicate, 
coordinate, care management

David A. Dorr



The three Cs - Dorr

ÅCommunicate (educate, motivate, discuss)

ÅCoordinate

ÅCare Management (combining evidence with 
preferences to create and then enacta plan)

ÅHow would this apply to our 74 y.o. in the 
hospital?



Successful programs must target
ÅCare management/ teams: Patients with multiple 

chronic illnesses + recent (or high risk of) 
hospitalizations / ED visits 1,2,3,4,5

ÅTransitions care or intensive multidisciplinary teams: 
Patients at-risk in the hospital and after d/c 3,4,5

ÅPatients willing to complete 6-8 week self-
managementclasses6

1. Dorr, et al, CM+

2. Brown, MCCPRN models

3. Naylor ïTransitions Care Model

4. Coleman ïCare Transitions model

5. Counsell, GRACE; others

6. Lorig, CDSMP; others



Communication gaps

ÅTransitions: high risk

ïMedication reconciliation

ïFollow-up care

ïVulnerable period for falls, avoidable 
rehospitalizations

ÅMultiple providers

ÅWithin the team itself – goals over time



Continuity (6 of 11)



Á Used APNs as (transition coaches) 

Á Targeted patients hospitalized for various conditions

Á Patients received (1) tools to promote cross-site 
communication, (2) encouragement to take a more active role 
in their care, (3) continuity and guidance from their transition 
coach  

Á RCT (379 Treatment, 371 Control)

Á Intervention patients had:

Á Lower rehospitalization rates at 90 days

ï For any reason

ï For initial condition (5% vs. 10%)

Effective Transitional Care Intervention:  

Coleman et al. (2006)

Á 19% lower hospital costs at 180 days ($2,058 vs. $2,546)

55



1. Targeted high risk patients

2. Frequent in-person contacts by care coordinator

3. Timely information on hospital/ER admissions

4. Colocation of care coordinators and physicians 

5. Same care coordinator for all of physician's 

patients

6. Strong patient education, guidance on taking Rx's

7. Social supports for those who needed it

Effective Care Coordination

Peikes, JAMA, 2009; Brown, NYAM, 2009



Team-based Care management varies by 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        

Pop. of primary

care clinic



Ambulatory Care Management / Care Coordination: CM+

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 >50 primary care clinics

Leads to improvements in patient satisfaction, disease 

control andé



In CM+, Odds of dying were reduced significantly.
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Population 
Tickler

Remind about 
communication tasks

Facilitate the nuts and 
bolts of teamwork



Care Management – Medical Home



CM+ experience with older adults

Å3 conditions:  vulnerable elders or risk factors

ÅGuidelines need to specifically address older 
adults (e.g., syndromes)

ÅHigh risk group include frail older adults – care 
management and coordination most 
important for prevention

ÅGoal setting and motivation sensitive 



Effective Communication in a Medical 
Home team

1. Listen and understand : entire team (and patients) 
participate in changes; understand the effect of changes

2. Appropriate feedback : changes outlined require team-
based effort; changes to clinic workflow require regular 
feedback

3. Respect : change is created through empowerment of 
the team; each person’s contributions are essential

4. Be clear and connect: make sure everyone has heard 
and responds.

Tracking your communication is crucial…



Ways to start creating the medical 
home

ÅWay1: Team agrees on and prioritizes goals

ïTeam includes everyone involved in care

ÅWay2: Documentation + dissemination

ïWritten policies for patient access

ÅWay3: Systematic approaches

ïDefined processes for care management

ÅWay4: Data collection and review

ïYou cannot manage what you do not measure



Conclusion

1. Ways to start:  get TEAM to AGREE on GOALS, start 
DOCUMENTATION, identify problems and run PDSA CYCLES.

2. Focus on GREAT COMMUNICATION: UNDERSTANDING, 
FEEDBACK, RESPECT, and CONNECT

3. Establish TEAM roles (especially who will do care 
management, coordination, follow-up, and population 
management)

4. Know milestone GOALS to manage!



Case Discussion
Small Groups: Confluence
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Objectives 

At this end of this session:

1) understand the concepts of the Medical Home model; 

2) compare and contrast these concepts with best practices for 
older adults; 

*3) Identify achievable personnel models for their clinical 
practices to improve care of older patients in the context of 
the Medical Home; and

*4) describe future opportunities for adoption of the Medical 
Home.



Course  

ÅPatient Grant R: “No single 
area can dominate or can 
be the sole driver of what I 
do… a care manager takes a 
broader look, helps me 
integrate my diabetes with 
my heart condition, with my 
loss of my bowel, with my 
other activities I do and the 
problems I have.  And it’s a 
balancing act, a juggling 
act.”

Fish, wildlife & parks



http://www.steamboats.com/jpgs-new/arabia.jpg


Cases



Summing up  (Thank you!)

ÅFocusing on vulnerable elders in the medical home 
can

ïImprove health outcomes and quality of life

ïReduce exacerbations and avoidable health declines

ïImprove likelihood of success of CMS demonstration

ÅScreen the right population, use a team, adapt your 
IT, and make your voice heard in the interpretation of 
the medical home!



Extra slides follow



University of Michigan Diabetes Quality (2008)

Selective Diabetes Measures, General Medicine



University of Michigan CHF Quality, 
by provider (2008)

Heart Failure Measures, Cardiology



Physician Feedback Report: Diabetes



Diabetes Actionable Clinical Report



University of Michigan Lead Screening 
Point of Care Reminder, March 2009



Cielo Clinic Encounter Form



Automated letters to patients

Dear John Smith, 

At the East Ann Arbor Health Center, we want you to have the best 

diabetes care.  To improve our care and to keep our medical record 

up-to-date, we are sending this letter with information regarding 

diabetes-related tests and examsé. After reviewing your medical 

record, we have the following recommendations:

ÄPlease take the enclosed slip to the lab for a:

blood test to check your average sugar control (A1c)

blood test to check your cholesterol levels

urine test to check your kidneys  

You do not have to fast for this test.  We will contact you about the 

results and suggest follow-up if needed. 



Electronic Medical Record Intervention



Å On-screen reference of inhaled 
corticosteroids dosage ranges

Å Convenient droplists of asthma 
medications and common 
directions

Å Automatic calculation of peak 
flow ranges based on patient’s 
personal best

Å Plenty of space for additional 
directions

Å Clear and legible printouts

The Asthma Action Plan
Standardized UMHS Template



Asthma Action Plan Embedded in EMR



Team roles for managing the medical 
home

Goal Management required Example roles

Access Documented, efficient 
processes for calls & 
appointments

Scheduler: tracking,
knowledge; RN: protocols for 
rapid return

Patient Monitoring Proven Follow-up Care manager: track patients; 
Clinic manager: run reports 
and follow-up

Care coordination / care 
management

Documented and 
reliable system of care 

Care manager: perform 
evaluations, education; MA: 
assist with evaluation; 
Physician: refer, set protocols

Population management Interaction with 
population data over 
time; identify at-risk

Panel / care manager: follow 
guidelines, protocols



What are the needs for older adults?

1. Collaborative goal setting

2. Recognition and focus on geriatric syndromes

3. Increased burden of chronic illness + 
increased utilization / complexity of care

4. Focus on function (cognitive, physical, etc) 
and prevention of disability

5. Need for interdisciplinary teams

RESULT: Must match MEDICAL HOME goals with NEEDS of 

older adults


