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Objectives

At this end otthis 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 Medicall
Home.
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Concepts of the Medical Home

Goals Exampleelements

Access to Care Respondo needs for
appointment and
communication

Patient Monitoring (including Assess and track; provide self

self, tests) management support

Care Coordination Careplanning; Coordinate
iInformation / referrals

Population Management |dentify 3 populations of

Interest; use guidelines

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



CMS criteria example

Element C: Practice Organization

Tier | (required)

The care team manages patient care in the following ways:

1. Defining roles for physician and nonphysician staff

2. Training staff for their roles

3. Nonphysician staff remind patients of appeointments and collect

information prior to appointments

4. Nonphysician staff execute standing orders for medication refills,
order tests and deliver routine preventive services

5. Nonphysician staff educate patients/families about managing

conditions

Scoring

Data source

Scope of
review

Examples

100%

Practice does
5 items

75%

Practice does
4 items,
including

Factors 1 and

2

50%

Practice does
3 items,
including

Factors 1 and

2

25%

MNo scoring
option

Yes N

o

L 0O OO
L O b

0%

Practice does
0-1 items

Documented process

ONCE—This element is scored once for the organization.

Data source: Job descriptions, protocols, written standing orders.



The goals of the CMS demonstration (rephrasec

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

A 74 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:

I How does the medical home address this?
i2KFG Aa /a{Q 3IF2If F2NI |
medical home?



Goals : Patient monitoring

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

A Track : lab tests and followp 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

A Provide selimanagement support
I Have trained personnel who can educate patients
In taking control of their own disease (usually a
care manager)
I Have tools and programs accessible to patients
(e.g., CDSMP)

A To attain this goal, you must
I Consistently perform and document assessments

I Use a tracking system for labs and foltaw
I Have seHimanagement tools available and used



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

I What are the risks for her?

I How does the medical home address the needs 0f
patients like her?



Goal : Care coordination / care
management

A Perform Care Management : create and follapon
an integrated care plan

A Coordinate Information : reconcile medications, keey
problem lists; work on continuity postischarge

A Follow Referrals : coordinate with other physicians
for critical referrals
A To attain this goal, you must

I Implement teambased care management system
I Have a system for medications, problem tracking



Creating a system sensitive to older adults

A Across your population of older adults, do you
X

I Assess for key risk factors?
I Prioritize and set goals?

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

A What does the medical home say about these
things?



Goal : population management

A ldentify sets of patients (or populations) who are at
risk¢ 3 categories

A Utilize evidence based guideline in the provision of
care

A Measure : key outcomes, including satisfaction*

A You must:

I ldentify and follow patients with 3 clinical conditions or
risk factors

I Target 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

A Comprehensive Geriatric Assessment
A Geriatrics Practice
A AMH elements implications

A Practical implications for negeriatrics
settings



Geriatric Team Care

A Comprehensive Geriatric Assessment
I Selected patients
I Multidisciplinary
I Multidimensional
APhysical health
AFunctional status

A Cognitive / Affective
A Social / Environmental



Patient Selection for CGA

A Hospital discharge
I By destination
I Functional status
I Selected diagnoses

A Inpatient consults
A Home visits
A Outpatient practices



CGA: Types of Healthcare
Professionals

A Core team consisting of: A Extended team
i geriatrician consisting of:

i nurse practitioner I

I social worker

physical and
occupational therapist

nutritionist
pharmacist
audiologist
podiatrist
psychologist
optician



CGA: Multidimensional

A Physical Health
A Functional Status
A Cognition / Affect

A Social Support / Environment



Comprehensive Geriatric Assessment

A Meta-analysis of 28 RCTS
(Stuck et al., Lancet 1993; 342:1082
I 18% reduced mortality
I 25% Increased likelihood of living at home
I 41% increased chance of cognitive improvement,
I 12% reduced risk of hospitalization

I Functional improvement only significant for
iInpatient GEM units



CGA: meta-analysis of controlled: trials
Stuck et al. Lancet 1993; 342:10326
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(For rank order of individual studies and abbreviations see table 1.)



Kuo HKet al. The'influence of outpatient comprehensive geriatric
assessment on survival: a metmalysis.
Arch Gerontol Geriatr. 2004 Ndyec;39(3): 2454.
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http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&term=%22Kuo+HK%22%5BAuthor%5D

Geriatrics Outpatient Care

A Based on structure of CGA

I Patient selection
AVariable criteria
A Sometimes none
I Team membership
APhysicianrbased
A Social Work present
ACare management between visitsvariable

I Followrup ¢ comprehensive vs. targeted f/u visits



Additional Elements

A Patient / caregiver values and preferences

A Competing risks / limited prognosis
I Screening / prevention
I Level of aggression
I Decisionmaking 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

AChronic or recurring conditions
| Most frequently seen
| Treatable
| Practice measuring performance

| Selected or targeted to improve
performance



Clinically Important Conditions

A Diagnoses
I Dementia
I Atrial Fibrillation
I Diabetes
I Hypertension

A Syndromes
I Falls

I Incontinence
I Functional Impairment

A Risk Factors

Frailty

Polypharmacy
Recent hospitalization
Functional decline

Unstable living
environment

Caregiver stress
Limited finances
Multifactorial



Interdisciplinary Care In

PCP practices
Challenges in accomplishing:

A Multi -disciplinary assessment and
management

A Chronic care management

Accessing / supporting social work and case
management services



Small PCP Practices

A 35% of PCP practices are solo

A 75% of PCP practices haw® PCPs

Meyers/Clancy Ann Int Med 2009: 150;273
Hing et al. Vital Health Statistics 2008. 13(166).



Small PCP Practices

A Communitybased Health Networks
I Administrative unit based outside individual PCP

practices
PCP practice representation / governance

Houses care management services

A Favored in Baucus White Paper (2008)

A North Carolina Care Network cited



Multidimensional Care In the Real
World

A Physical, Functional, Psych, Social

A Streamlining (eg., ACOVE)
| Casefinding
I Assessment
I Management protocols
I Followup



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

Information Technology

Steven J. Bernstein
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Objectives for information technology

A Information Technology (IT) components of the

Patient Centered Medical H

ome (PCMH)

A Stratifying older adults for different levels of care

A Measuring quality and efficiency of care

A Integrating IT to support the PCMH



IT Components of thEMSMedical Home

PPC2: Patient Tracking & Registry Functions

A Element B: Electronic System for Clinical Data (required)
meetingCertification Commission for Healthcal

nformation Technology (CCHCctfijeria

A Elements D and E: Organizing Clinical Data and Identifyi
mportant Conditions (required)

A Element F: Use of System for Population Management
(optional)
A Element G: Comprehensive Health Assessment (requiret




IT Components of thEMSMedical Home

PPC 3: Care Management
A Element B: Preventive Service Clinician Reminders (opti

PPC 5: Electronic Prescribing

A Element A: Electronic Prescription Writing
A Element B: Prescribing Decision Support/Safety (optiona

PPC 8: Performance Reporting & Improvement
A Element A: Measures of Performance (optional)



Risk stratification of population

A Information technology (IT) systems can help
risk stratify patients into different levels of
OFNb 0dzi A0 RSLISYRa :
I IT system you are using
| data you have available
FAONRNA&A]lE &2dz AYVOSNBalOSR .
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ldentifying highrisk individuals for PCMH

A Physician referral

AdG+dzft YSNI 0t St -9ebigreS thliBlentiff otz Jddple
at increased risk of functional decline or death

Adt N2PoloAfAGEeE 2F wSZAdSdsdigd R
risk factors to identify older people who will have high healéne

costs, high levels of chronic disease and functional disability, and a
at high risk for repeated hospital admission

A Predictive modeling algorithmse.g. Johns Hopkins ACG
Predictive ModeP/ a{ Q& a1 A SN} NOKAOI f 4/ 2
YR B5E/D wWAAT{YINI tNRBINIYZI |V
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;49:16911 1699 3 ML Sylvia et al. Disease Manage 2006;9:56i 62
2 C Boult et al. J Am Geriatr Soc 1993;41:8111 817 4 M Trisolini et a. Commonwealth Fund 2008 (Feb).



Which clinical conditions can IT help identif

A High likelihood

I Diagnoses (Dementia, Atrial Fibrillation, Diabetes, HTN)
I Risk factors (Polypharmacy, Recent hospitalization

A Moderate-Low likelihood
I Syndromes (Falls, Incontinence)

A Low likelihood

I Functional Impairment

I Risk factors such as: frailty, functional decline, unstable livir
environment, caregiver stress, limited finances



Picking riskadjustment software ()

A The University of Michigan Health System (UMHS) i

now evaluating a riskdjustment software program
I Cost $15,000 for 3 months

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

A The UMHS has three complete data sources:

I Medicare administrative data for ~20,000 patients
assigned to the UMHS in the CMS Physician Group Practi
Demonstration Project each year, since 2003

I Managed care data for ~100,000 patients
I Complete UMHS administrative & clinical data



Picking ristadjustment software (2)

Issues we are considering Iin this evaluation

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

A What is the average number of diagnoses in the UMHS versu
the full data set? Do these results differ by the type of claim?

A How do the results differ by subpopulation?

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

A How comfortable can we be using patient risk score data
d32Ay3 F2NBIFINR AT ¢S R2y QU K|
complete claims against which to compare the results?



Performance Measurement

A Chronic disease metrics
ib/v!Qa I SIfOGKLIEFY 9YLIX 28
I CMS Physician Quality Reporting Initiative
A Functional status assessment / QOL
i ADLs /IADLs / Katz Index
I Gait/ Continence
I Depression / Satisfaction
A Efficiency measures
I How well are your staff working?



CMS Physician Group Practice
Demonstration Project Quality Indicators

Diabetes Mellitus

Congestive Heart Failure

Coronary Artery Disease

Preventive Care

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

2 | HbAlc < 9% LV Ejection Fraction Testing Antinyperlipidemic Rx BP < 140/90

3| BP < 140/90 Weight Measured Beta:Blocker Rx: Prior mi| €€ Planf
elevated BP

4 | LDL Test Blood Pressure Measured | BPMeasured EltEekl _Cancer
Screening

5| LDL <130 Patient Education Lipid Profile Colorec_tal Canceq
Screening

6 | Urine Protein Test | Beta-Blocker Therapy LDL < 130

e ACEH! if diabetes or LV

7 | Eye Exam ACEI (inhibitor) Therapy 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

HbA1c testing

LDL testing

Monitor for nephropathy
Lipid lowering drug
Statin use

ACE/ARB use if HTN, CHF
or Nephropathy

To Do Do Do To I»

CHF

LDL testing
Beta-Blocker Therapy
ACE/ARB Therapy

ACE/ARB persistence > 6
months postdischarge

To o Do o

CAD

LDL testing
Beta Blocker Rx: Post M|

Beta-Blocker Rx > 6
months: Post Mi

Lipid lowering drug
Statin Use

o o o Io I»

Other

A Low back pain imaging
Antidepressant Rx

A

A Children with URI
without antibiotics

A

Adults with bronchitis
without antibiotics

Prevention

A Cancer screening
I Breast
T Cervical
A Immunizations
T Childhood
I Adolescent
A Well child visits
T 15 months
I 3-6 years
I Adolescent

Respiratory

A Persistent asthma with
appropriate medication

A COPD spirometry




Systems for measuring performance

A Commercial programs
A Home grown registry/electronic medical records

A Chronic Disease Evaluation Managem®ystem
(CDEMS)

A Strandalone Interactive Voice Response Systems

A Standalone Patient web portals



face to face with
the next step



Using IT to support the PCMH

A Population management
I Patients needing preisit planning (obtain tests prior to visit)
I Patients needing clinician review or action
I Patients on a particular medication
|

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

I Patients who may benefit from care management support

A Clinician Reminders at the point of care

I Screening tests

| Immunizations

I Risk assessments (e.g., smoking, diet, depression)
I Counseling (e.g., smoking cessation)



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

¢KS / Qay [/ 2YYd
coordinate, care management
David A. Dorr



The three CsDorr

A Communicate (educate, motivate, discuss)
A Coordinate

A Care Management (combining evidence with
preferences to creatand then enact plan)

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



Successful programs must target

A Care management/ teams: Patients with multiple
chronic illnesses + recent (or high risk of)
hospitalizations / ED visitg-3:4.5

A Transitions care or intensive multidisciplinary teams:
Patients afrisk in the hospital and after d/&*>

A Patients willing to complete-8 weekself-
managementclasses

Dorr, et al, CM+ 5. Counsell, GRACE; others

Brown, MCCPRN models 6. Lorig, CDSMP; others
Naylor T Transitions Care Model
Coleman 1 Care Transitions model

W



Communication gaps

A Transitions: high risk
I Medication reconciliation
I Followup care

I Vulnerable period for falls, avoidable
rehospitalizations

A Multiple providers
A Within the team itselk; goals over time



Continuity (6 of 11)

Element E: Continuity of Care Tier Il (required)

The practice on its own or in conjunction with an external organization Yes No
engages in the following activities for patients who receive care in
inpatient or outpatient facilities or patients who are transitioning to other

care:

1.  ldentifies patients who receive care in facilities [] ]

2. Systematically sends clinical information to the facilities with []
patients as soon as possible

3. Reviews information from facilities (discharge summary or ongoing ]
updates) to determine patients who require proactive contact outside
of patient-initiated visits or who are at risk for adverse outcomes

4.  Contacts patients after discharge from facilities within 30 days [] ]

5. Provides or coordinates follow-up care to patients/families who have [] ]
been discharged

6. Coordinates care with external disease management or case ] ]
management organizations, as appropriate

7. Communicates with patients/families receiving ongoing disease [] ]
management or high risk case management

8. Communicates with case managers for patients receiving ongoing [] ]
disease management or high risk case management

9. For patients transitioning to other care, develops a written transition ] ]
plan in collaboration with the patient and family

10. Aids in identifying a new primary care physician or specialists or [] ]
consultants and offers ongoing consultation
Reviews post-hospitalization medication lists and reconciles with [] ]




55

Effective Transitional Care Intervention:
Coleman et al. (2006)

Used APNSs as (transition coaches)
Targeted patients hospitalized for various conditions

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

RCT (379 Treatment, 371 Control)
Intervention patients had:

Lower rehospitalization rates at 90 days
I For any reason
I Forinitial condition (5% vs. 10%)

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



Effective Care Coordination

Targeted high risk patients

Frequent in-person contacts by care coordinator
Timely information on hospital/ER admissions
Colocation of care coordinators and physicians

Same care coordinator for all of physician's
patients

Strong patient education, guidance on taking Rx's

Social supports for those who needed it

Peikes, JAMA, 2009: Brown, NYAM, 2009



Teambased Care management varies by intensity and function
for different populations and needs.

Care Management Plus
Caseload 250-350

(e.g., Homeless,
Schizophrenia)

Intense
Complex illness
Multiple chronic diseases

Other issues (cognitive, frail elderly,

social, financial)

Mild-moderate
Well-compensated multiple diseases Case

Single diseases

< 1% of population
Caseload 15-45

3-5% of population
Caseload 90-350

50% of pop.

load ~1000

Pop. of primary
care clinic



Ambulatory Care Management / Care Coordination: C

In >50 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

Leads to improvements in patient satisfaction, disease
control andé



In CM+, Odds of dying were reduced significantly.
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Reduction in hospitalizations from CM+
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Population
Tickler

Remind about
communication tasks

Facilitate the nuts and
bolts of teamwork



