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CARE MANAGEMENT PLUS: BIOGRAPHICAL INFORMATION
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Intermountain Healthcare Medical Group care management program in 

Utah with redesigned HIT + embedded care managers; 

OHSU has since continued innovation and dissemination to over 75 

clinical teams.

ÅPilot with 4,700 patients, 72 doctors, 7 primary 

care clinics (+ 6 control clinics)

ÅPatient population: 5% of most at-risk older 

adults and patients with complex chronic 

illnesses.

ÅDuration : 6 years ( + 2 for dissemination)

2007-2011

4: OHSU led 

dissemination, 

implement in 75 teams

2: Controlled trial

Strong outcomes: cost, 

quality, utilization

Phase 1: Intermountain 

led redesign HIT & Care 

Manager role in 7 clinics

3: Review / Revise

Training + IT for 

widespread use

2001 2003 2006 2007

Completed

Landmarks

Timeline

Care Management Plus : a proven medical home model for high need, high cost beneficiaries 

www.caremanagementplus.org



Dissemination : to more than 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 

www.caremanagementplus.org



Case study

Ms. Viera

a 75-year-old woman 

with diabetes,

systolic hypertension, 

mild congestive heart failure, 

arthritis and 

recently diagnosed dementia.  



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

1. hip and knee pain, 

2. trouble taking all of her current 12 medicines, 

3. dizziness when she gets up at night, 

4. low blood sugars in the morning, and 

5. a recent fall.  



aǎΦ ±ƛŜǊŀΩǎ ƻŦŦƛŎŜ Ǿƛǎƛǘ

And Out in the hall:

6. The caregiver confidentially notes he is exhausted 

7. money is running low for additional medications. 

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

Simple heuristics wonôt work:  they donôt 

capture the complexity.  However, there 

must be a way ...



Past:  Heroism in the face of multiple 
illnesses

ÅMultiple diseases increase risk and 
coordination logarithmically (5+ : 90 x risk of 
hospitalization; 10x prescriptions; 13 providers 
vs. 2)

ÅTo manage preventive and chronic illnesses in a 
primary care panel: 23 hours a day

ÅPatients with multiple illnesses  better process
quality scores but ǿƻǊǎŜ ΨǇǊŜǾŜƴǘŀōƭŜΩ 
hospitalizations

Bodenheimer, JAMA;C. Boyd, JAMA; Wolff, JAGS; Dorr, JAGS



Event System1 : usual care

Ms.Vierais hospitalized. Courtesy call made to PCP.

Month 1:  Ms. Vieragoes home.  An 
appointment is planned with her PCP 
for follow-up.

Ms. Vierareceivessheet with  the instructions to 
make an appointment; PCP receives a fax in 7 
days with discharge info.

Month 2: Ms. Vieraresumes usual 
activitiesand becomes dizzy in the 
morning

She calls the PCP, an appointment is scheduled, 
but she goesto the ED due to worsening 
symptoms.

Month 3:  Adjustmentsto 
medications are made by 3 
specialists.

2 of 3 send reports to the PCP office with  plan; 
these reports are duly filed.  When seen by the 
t/tΣ ǎƘŜ ŎŀƴΩǘ ǊŜƳŜƳōŜǊ ǘƘŜǎŜ ŎƘŀƴƎŜǎΦ

Month 6: Ms. Vierahas chest pain 
and calls her PCP for help.

PCPsees patient urgently; BP is out of control 
and Ms. Vierais hospitalized for observation.

Month 12:  Reviewof the year for 
Ms. Vieraand family

After her second hospitalization,she is 
discharged to rehabilitation and a skilled nursing 
facility.

The system of usual care coordination: 
neither proactive nor collaborative.




