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Context & Background

Quality of care of the chronically ill in the United States is poor and the incidence and burden of chronic disease is increasing. Care Management Plus (CM+) was designed, implemented,
and tested at 7 primary care clinics at Intermountain Healthcare in response to the growing need for clinical care redesign in order to meet the complex needs of a chronically ill patient
population. The program has expanded to an additional 93 clinical teams to date. Most clinical practice settings are not designed to deliver comprehensive quality care, but rather provide
episodic and reactive services for single diseases or conditions. Before implementation, clinics adopting the CM+ model were assessed for readiness in various areas of care delivery. The
primary need identified was the ability to create and follow complex care plans over time, the solution to which is the use of a comprehensive care management system to implement changes.

Primary need: to effectively provide consistent, patient-centered, longitudinal care for the growing population of patients with multiple chronic illnesses

Primary solution: enable a nurse care manager to provide a number of evidence-based activities that improve the quality of patient health, and use IT tools to overcome the barriers facing
implementation of these techniques.

Core principle: The right people on the team with the right training & tools

Infrastructure

CM + follows a medical home model which can provide a more CM -+ attempts to fill in core gaps in many clinics through a
accurate measurement of high quality care proactive, flexible system.
SdlEner e AR e Performance Patients are taught to self-ma_mage and ha\{e.a guide through the system.
implemented guidelines Measurement Care managers create / receive specu_al training:
Protocols of care Audit and Feedback «  Education, motivation/coaching
Decision support Accountability « Disease specific protocols (all staff included)

«  Care for seniors / Caregiver support

«  Connection to community resources
Other team members (physicians, MAs, pharmacists) participate in
training, protocol development and implementation.
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“m an educator. | provide support to the patients and facilitate getting them to the right resources. The goal being
the patient gets to the point where they’re able to self manage their disease—that’s the overall goal.”

- CM+ Care Manager
Information Technology

Care Manager Tools Quality Improvement Tools

PRINT Quality Measure Report: Offers over a dozen age, diagnosis, and medication
Patient Worksheet: Offers e oA based quality measures to the clinical team. Team members can use the list to
individualized summaries of chronic ——— — schedule appointments or exclude patients to increase their percent adherence.
conditions, medications, goal progress  |irersrn R This also allows the practice to monitor quality improvement over time.
reports, assessment results, test — e Additional, custom measures can be added by CM + programmers.
results, and recommendations for care |t Disease, Hypertension, Diabetes, Chronic pein | Quality Measures
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“That’s the goal, right? To get that stuff improved... | mean it doesn’t really help to have people call and harass

[patients] to come and get their labs... unless things are improved”
- CM+ Care Manager

In the initial testing of Care Management Plus, we measured disease outcomes, physician productivity, death, and hospitalization rates quantitatively. For process measures, we looked at
the services completed by the care managers and their relationship to the success of the patient.

Measurable Benefits for Patients and Practices
In peer-reviewed studies, the CM + model has demonstrated a wide range of benefits.
For example, CM + patients, particularly those with diabetes and depression,
Have shown improved adherence to disease guidelines. Most dramatically,
CM + patients reduced their odds of hospital admission by 24-40 percent and
their annual mortality rates by more than 20 percent compared to a control group.!

Quality Improvement
Results of our current study focused on the use of quality improvement tools, like
those mentioned above, by care managers , are still forthcoming. Data collected
thus far is promising and shows increases for all measures attempted across
diverse clinical settings.

T ————— S e Past Study Results showed the typical services provided by care
ADMISSION ODDS MORTALITY RATE managers which, Whe_n focused on pap«_:—:nts who do not meet a quality
measure, may be the impetus for positive change.

% Admitted % Decreased

o . e . Service category All patients Seniors
30% 15% ALL 22,899 9,434
0. . (o, M . Following evidence- 12,955 (56.6%) | 4,421 (46.9%)

based protocols

5% . . General education 6,808 (29.7%) | 2,252 (23.9%)
. ' 5 ' 5 0% ' 5 ' 5 Communication 6,789 (29.7%) 4,199 (44.5%)
Motivating patients 6,243 (27.3%) | 2,247 (23.8%)
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Message for Others:
Quality measurement can be complex for patients with multiple illnesses. In providing high quality care for the growing population of chronically ill it is necessary to redefine
quality measures that include all aspects of the care process affecting patient outcomes. Systematic training and information technology support can create a system of care
management that can not only assess these new measures, but also quickly adapt to meet them.

For more information, see www.caremanagementplus.orq



http://www.caremanagementplus.org/

