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Objectives 

1) Describe the key benefits that EMRs offer chronic disease 
management in terms of data handling, knowledge 
transmission, feedback and communication.

2) Explain the mechanics of using EMRs in chronic disease 
management.

3) List the problems and limitations of current EMR systems that 
can impede successful chronic disease management.



Key Points

I. Realities of Disease Management

II. Electronic Medical Records key features 
crosslink to chronic care model

III. Care Management Plus: Tools / Model for 
Chronic Disease Management

IV. Problems and limitations of current EMR 
systems that can impede / promote 
successful chronic disease management
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Requirements for Effective 
Collaborative Care

• Team members must have ACCESS to relevant 
patient information

• Implement BEST PRACTICES

• And COMMUNICATE effectively



Case
Dr. Jonas is well-established in primary care practice 

affiliated with 3 major health plans in a suburban 
area. 

Her patients have aged with her and the economy is 
worse so mix went from an initial 6% 
Medicare/Medicaid to 18% now.

The state QIO invites practices to participate in a 
demonstration project on chronic disease quality 
measures which will pay a bonus – first year for 
reporting and subsequent 2 years for performance.

She wants to participate, but isn’t sure she has the tools/ 
measures in place that she needs or if it is worth 
the time.



Resources

• TransforMED

• METRIC

• Quality Improvement Organizations

• Regional Extension Centers (RECS)



Federal register,   556 page rule, Stage 1 2011, Stage 2 2013, 

Stage 3 2015, 25 requirements of Stage 1

www.cms.hhs.gov/Recovery/11_Heal

thIT.asp.



Meaningful Use Stage 1, sample of 
measures

• 80% of orders must use computerized physician 
order entry

• 80% of unique patients must have their 
demographics and vital signs recorded

• 50% of patients must receive preventative or follow-
up care reminders

• Capacity 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.



Reporting What You Do and Getting 
Credit: Medicare Care Management 

Program (MCMP) Example

• 3 year demonstration program in 4 states

• 1st year paid for reporting

• 2nd and 3rd years paid for performance 
($4000/MD)











Patient

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

• Clinic Perspective



His Perspective

•Making change

•Total person

•Feedback

•Spectrum of care

•Integration of physical, mental, spiritual

•Quality of Life



Elements of Medical Home

Planned visits

Evidence-based practice

Collaborative care planning

Quality improvement

Health Information 

technology

Performance 

Measurement



Proactive and Flexible: Care 
Management Plus fills in core gaps

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 16 primary care clinics at Intermountain Healthcare

Larger infrastructure: Electronic Medical Record, quality focus



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        



Patient Worksheet

• Summary of patient information
– Conditions, medications, allergies

• Lab and clinic data relevant to chronic 
conditions
– Function, Diabetes, heart failure, depression, 

hypertension

• Includes 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



Care Manager Tracking Database

• Support management of patients by care 
managers

• Specific information with geriatrics, 
depression, heart failure, diabetes, 
hypertension

• Provides reminders for follow-up of chronic 
disease

• Supports research on care management



CMT database - example



Task List



Does CMP make a difference?
Study design:

• Retrospective cohort

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

• CM patients matched to controls on key 
characteristics

Outcomes

• Disease control, death, hospitalization

• Efficiency



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

• improved productivity

• improved quality of care

• better understanding of patient status

• higher provider satisfaction

Care Management Journals 2007



Physicians were more efficient through better 
documentation, a slight increase in visits, and 

a change in practice pattern.

• Physicians who referred 
to care managers:

8% more productive

• Than peers in same clinic

Non-user     User

+8%
Dorr, AJMC, 2007



31

Reduced hospital admissions: For patients with complex 

illness: Absolute reduction 4.5% at one year & 8.7% at two 

years; reduction for all patients 2.9% at two years.

Increased Guideline Compliance: 24-42% increased 

compliance for diabetes, depression.

Reduced mortality: Absolute reduction of 2.8% at 1 year 

and 3.4% at two years

Total Savings: For patients with complex illness, est. savings to 

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

Savings per patient: Decrease of $640 per patient per year

Increased productivity: 8-12% increase in work Relative Value Units / 

MD

Patient / Families: ‘ a life-saver’, ‘the reinforcement was wonderful’, ‘they 

really care’, ‘[CM] gives me more time ... and answers’

Physician/ Nurses: ‘I am working smarter, not harder’, ‘Patients are less 

anxious, care more consistent, team is stronger’   ‘Wish I had these skills 

years ago’   ‘(Computer tools are) an absolute godsend’

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 – CM+ 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



Challenges

Provide better care at same or less cost.



Rewards



CMP Contacts:

David Dorr (PI)

dorrd@ohsu.edu 

503.418.2387

Cherie Brunker (co-PI)

Cherie.Brunker@imail.org

801.408.8616

Kelli Radican (Project manager)

radicank@ohsu.edu

503.494.2567 

Visit:

www.caremanagementplus.org

John A. Hartford 2007 Annual 
Report www.jhartfound.org



DISCUSSION




