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Outline

1. Roles of health information technology

2. Key features of practice redesign

3. Next steps - start with an office Quality 
Improvement plan



Case Discussion: Mrs. J

78 year old with Diabetes, HTN, High Lipids

ÅHer husband brings her to clinic for a check up 
and mentions he is concerned about her 
recent confusion with medicines and low 
blood sugar after taking extra pills.

Å²Ƙŀǘ Řƻ ȅƻǳ ŦƻŎǳǎ ƻƴΚ ²ƘŀǘΩǎ Ƴƻǎǘ 
important?

ÅWhat quality measures apply to Mrs. J?

ÅHow do you address these issues for others?



Patient Worksheet

ÅSummary of patient information
ïConditions, medications, allergies

ÅLab and clinic data relevant to chronic 
conditions
ïFunction, Diabetes, heart failure, depression, 

hypertension

ÅIncludes advisories for preventive care and 
chronic conditions



Patient 

Worksheet

Pertinent labs

Preventive care summary

Medications

Chronic conditions

Pertinent exams

Passive reminders

Organized by illness

Wilcox, Proc of 

AMIA Symp, 

2005

Allergies

Functional status





Geriatric Assessment: Patients to 
Target

ÅAge threshold >65, >75, >85

ÅVulnerable Elders Survey (VES-13)
ïFunction-based tool for screening community-dwelling

ïScore of 3 or greater indicates increased risk for health 
deterioration (2 pts for age over 85, 2 pts for fx 
difficulty)

ïSimple

ïCan be administered over the phone



Assessing Care Of Vulnerable 
Elders (ACOVE)

ÅIdentified vulnerable elders

ÅDefined quality indicators based on literature 
review and expert panel for 22 conditions 
that affect older persons

ÅExamined as process of care (by structured 
interview and chart review) for each 
condition
http://www.rand.org/pubs/working_papers/WR515.3/



ACOVE Findings

ÅOverall 54% of quality indicators met

ÅHigh numbers of quality indicators met for 
common diseases in older persons 
(hypertension, diabetes)

ÅLow numbers (29-41%) of quality indicators 
met for geriatric conditions (incontinence, 
etc.)



Geriatric Domains

1. Medications

2. Mobility/Falls

3. Cognition

4. Function

5. Social Support

6. Advance Directives

7. Hearing

8. Vision

9. Health Assessment

10. Incontinence

11.Nutrition

12.Depression



Mrs. J
²Ƙŀǘ Řƻ ȅƻǳ ŦƻŎǳǎ ƻƴΚ ²ƘŀǘΩǎ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘΚ
Immediate safety concerns
Hypoglycemia: confusion, seizures, brain injury, 

cognitive loss, death
Delirium: BS, meds, multiple: infection, hypoxemia, etc.
Chronic: Diabetes, HTN, High Lipids
Geriatric Domains: cognition, fall risk, caregiver, 

nutrition
Multiple quality measures apply
Clinic Population: How do you know?  How do you 

address these issues for others?



Elements of Medical Home

Planned visits

Evidence-based practice

Collaborative care planning

Quality improvement

Health Information 

technology

Performance 

Measurement



Requirements for Effective 
Collaborative Care

ÅTeam members must have ACCESS to relevant 
patient information

ÅImplement BEST PRACTICES

ÅAnd COMMUNICATE effectively



Care Management Plus Program



Care management varies in 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        



CM Role in Measuring Quality

ÅKnowledge of Best Practice Guidelines
ÅPopulation Management
ïDiabetes
ÅStandards of Care  (Call patients--Self Management)
ÅHbA1C (every 3-6 months)
ÅUrine Microalbumin <30 (yearly)
ÅLipid LDL <100 (yearly)
ÅBP in control < 130/80
ÅTarget High Risk A1C > 8

ïAsthma
ÅER admit
ÅControl
ÅTarget: High beta agonist use



CM Summary

ÅFocus on:

Independence/Prevention/Wellness

ÅEmpower patients to Self-Manage

ÅReduce Fragmentation of Care

ÅPromote Teamwork!!

ÅPromote Quality & Optimal Use of Resources 

ÅOpportunity for Innovation



Does CM+ make a difference?
Study design:

ÅRetrospective cohort

ÅComparison of care managed (CM) patients (7 
clinics) with patients from similar clinics w/out care 
managers (n=4)

ÅCM patients matched to controls on key 
characteristics

Outcomes

ÅDisease control, death, hospitalization

ÅEfficiency



Guideline Adherence in Diabetes: 
Results

Outcome Odds Ratio

Overdue for HbA1c test 0.79*

HbA1c Tested 1.42*

HbA1c in control (<7.0) 1.24*

* p<0.01
Dorr, HSR, 2005



Physician Perspectives of Care 
Management

Åimproved productivity

Åimproved quality of care

Åbetter understanding of patient status

Åhigher provider satisfaction

Care Management Journals 2007



Results: Cost Savings / Productivity

VTotal Savings: For patients with complex illness, estimated 

savings in Medicare $163k per practice with cost of $90k.

VSavings per patient: Decrease of $640-$1650*per patient per 

year

VIncreased productivity: 8-12% increase in work Relative 

Value Units per physician

Physicians who referred to care managers 
were more efficient through better 

documentation, a slight increase in visits, 
and a change in practice pattern.

Physician 

referring to 

CMP

Physician 

without CM

WRVU Mean



23

VReduced hospital admissions: Absolute reduction in patients with 

complex illness 4.5% at one year; 8.7% at two years; reduction in all 

patients 2.9% at two years.

VIncreased Guideline Compliance: 24-42% increased compliance for 

diabetes, depression.

VReduced mortality: Absolute reduction of 2.8% at 1 year and 3.4% at 

two years

VTotal Savings: For patients with complex illness, estimated savings in 

Medicare $163k per practice with cost of $90k.

VSavings per patient: Decrease of $640 per patient per year

VIncreased productivity: 8-12% increase in work Relative Value Units per 

physician

VPatient / Families: ó a life-saverô, óthe reinforcement was wonderfulô, 

óthey really careô, ó[CM] gives me more time ... and answersô

VPhysician/ Nurses: óI am working smarter, not harderô, óPatients are 

less anxious, care more consistent, team is strongerô

óWish I had these skills years agoô   

ó(Computer tools are) an absolute godsendô

Care Management Plus: RESULTS

Health 

outcomes

Cost savings / 

Productivity

Satisfaction

Deaths:  6.5% died in CM+ and 9.2% in control at 1 year; 13.1% died in CM+ and 16.6% in control at 2 years.

Hospitalizations: Complex illness including diabetes: 1 year ïCM+ 21.2%, Control 25.7%; 2 years 30.5%; control 39.2%;   

all:  31.8% vs 34.7% at 2 years (-2.9%)

Peer-reviewed references available online at www.caremanagementplus.org



Patient

Å78 year old with coronary artery disease, Class 
C heart failure, diabetes type 2, inflammatory 
bowel disease

ÅClinic Perspective



His Perspective

ÅMaking change

ÅTotal person

ÅFeedback

ÅSpectrum of care

ÅIntegration of physical, mental, spiritual

ÅQuality of Life



Reporting What You Do and Getting 
Credit: Medicare Care Management 

Program (MCMP) Example

Å3 year demonstration program in 4 states







Meaningful Use of Health Information 
Technology by CMS

Federal register,   556 page rule
Stage 1 2011: 25 requirements 
Stage 2 2013
Stage 3 2015

www.cms.hhs.gov/Recovery/11_HealthIT.asp.



Meaningful Use Stage 1, sample of 
measures

Å80% of orders must use computerized physician 
order entry
Å80% of unique patients must have their 

demographics and vital signs recorded
Å50% of patients must receive preventative or follow-

up care reminders
ÅCapacity to exchange key clinical info must be 

performed (problems, meds, allergies, test results)
$44,000 over 5 yrs, $63,750 for practices at least 30% 

Medicaid
www.cms.hhs.gov/Recovery/11_HealthIT.asp.



Resources

ÅTransforMED

ÅMETRIC (AAFP)

ÅQuality Improvement Organizations

ÅRegional Extension Centers (RECS)



Evaluating process

From Massoud, et al, 2001


