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Case study

Ms. Viera
a /5-year-old woman
with diabetes,
systolic hypertension,
mild congestive heart failure,
arthritis and
recently diagnosed dementia.
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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. arecent fall.
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Ms. Viera’'s office visit

And Out In the hall:

6. The caregiver confidentially notes he is
exhausted

/. money Is running low for additional
medications.

How can Dr. Smith and the primary care
team handle these issues?
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Care Management Plus fills in core gaps in
many clinics through a proactive, flexible

system.

In 15 primary care clinics at Intermountain Healthcare

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

Larger infrastructure: Electronic Health Record, quality focus
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Care Coordination and Care Management

Care Coordination

ldentify & Assess
Patient

Co-Develop the Care
Plan

Communicate with All
Relevant Participants

Monitor and Adjust

Evaluate Health
Outcomes

Care Management Plus Care Management Plus

- People — Technology
Referral to Care Algorithm to prioritize
Manager (usually RN) & referrals & focus
Protocol assessment

General + Disease Protocols embedded in
specific protocols ; Tracking System,;
prioritization Patient worksheet
Empowered self- Tracking database for
management / all communications
navigation

Follow-up planning; Reminders / tickler

incomplete components

Quality — achievement of health goals + control of
disease; Efficiency — health system and soci%af
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Care Management Plus can help create a
medical home.

Care Managers act as a guide, coordinator, and helper to facilitate
patients receiving coordinated, sensitive care.

Performance
Evidence-based practice Measurement

CMP: embeds certain disease CMP: Tracking database
protocols creates reports

Clinic: consensus about approach Clinic: works with payers to
and maintenance change reimbursement

Collaborative care planning Health Information
CMP:Care manager works with technology

patient, family, and catalyzes plan CMP: Provides pop. management
Clinic: Refers appropriate patients and flexible reminders

for intervention. Clinic: Creates patient summary

Planned visits
CMP: assessment and
structure part of training,

Quality improvement

CMP: team approach part of
protocols assessment, CM training

Clinic: has technique for less ST U EA1S 1

: : . measurement and change
intensive structured visits. OREGON |
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What was the effect of CMP on patient
outcomes?

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
« Mortality, disease control, death, hospitalization

o Efficiency @
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Guideline Adherence in Diabetes: Results

QOutcome Odds Ratio
Overdue for HbAlc test 0.79*
HbAlc Tested 1.42*
HbA1c in control (<7.0) 1.24*

*p<0.01
Dorr, HSR, 2005 HEOﬁ%Oﬁ@
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Odds of dying were reduced significantly.

1.a All Patients

Proportion Surviving

1.b Patients with diabetes

1 1.5

Survival Time (Ye

= Contro| = CMP

Proportion surviving

Dorr, AcademyHealth, 2006

1 1.5 2
Survival Time (Years)

——Control =—CMP ‘




Odds of admission (any cause) were reduced by
27-40% for patients with complex diabetes.

OR=0.56; p=0.013

OR=0.65; p=0.036

In One Year In Two Years

UNIVERSITY



Care Management Plus has other benefits...
guality and efficiency

* For the primary care group

— who can improve efficiency through improved
« Patient self-management / empowerment
 Efficient clinical processes from complex care

— through the care manager

* For patients and society

— Fewer exacerbations = lower costs Z
HEoﬁi%oﬁ@
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Problems in creating Care Coordination

Area Our Next Steps
experience

Variability Population More accurate
success differs prescribing

Reliability ‘Dosage’ Dissemination
required and fidelity

Reimbursement Misaligned Thoughtful
Incentives reform

Cost Neutrality Varies by Focus
population population

(A
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Variability of results across programs and populations

Category of Qutcomes (Number of

Measures)

Heaalth Education (5)

Enowladge and Bshavior (8)

Service Anangement and Unmet Needs (7)

Creneral and Diseaze-Specific Preventive
Care (12}

Creneral and Disease-Specific Potentially
Preventzble Hospitalizations (8)

Funetional Status (%)

Health 5tatus and Wall-bemgz (8)

Care Management Plus has similar issues across populations: specific
benefits are tied to specific populations.
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Reliability: Lack of a framework for
describing differences

By program description By what a patient actually receives (‘dosage’)

Care Coordination All

Service
ldentify & Assess Patient category patients

Co-Develop the Care Plan Following evidence- [E¥YAREENGEEREL)
based protocols

General education 6,808 (29.7%)

Motivating patients REYESECIRL)

Communicate with All Relevant
Participants

Monitor and Adjust

Evaluate Health Outcomes Social issues / 8,221 (35.9%)

barriers
Dorr, JGIM, 2007 UNIVERSITY
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Reimbursement and Cost Neutrality

Group

Medicare
Coord Care

CMP —
diabetes

CMP - others

% decrease In
expenditures
-2%

-14%

+0-3%

(with costs)
+11%

-7%

+4-7%
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Thank youl!

CMP Contacts:

David Dorr (Pl)
dorrd@ohsu.edu
503.418.2387

Kelli Radican (Project manager)
radicank@ohsu.edu
503.494.2567

or visit www.caremanagementplus.org
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Care management varies by intensity and
function for different populations and needs.

< 1% of population
ost intensé Caseload 15-45

Intense
Care Management Plus Complex iliness

Ui e 3-5% of population
ultiple chronic diseases
Caseload 250-350 Other issues (cognitive, frail elderly, Caseload 90-350

social, financial)

Mild-moderate 50% of POop.
Well-compensated multiple diseases Case
Single diseases load ~1000
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Description as ‘dosage’

Different
drugs =
breadth

Different
Amoxicillin 500mg services =
One pill po g6hrs x 7 day breadth

Dispense #28 Duration
: . R
el Lot : Education 1 hr
Every 3 weeks x 6 mos
nEA s Dispense: CM \

Dorr, JGIM, 2007; Adapted from work by Huber et al
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Physicians were more efficient through better
documentation, a slight increase in visits, and a
change in practice pattern.

e Physicians who

WRVU Mean
referred to care o0
managers:
398.17
8% more productive 4001 368.00

e Than peers in same
clinic

Non-user User

Dorr, AJMC, 2007




&5 Patient Information : Form - 0| x|

Patient Information
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Patient Patient Patient
by Date
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CMT database - example

Recaord: H| 1 || 1k |H|H%| af 1




Steps to Implementation

Initial Contact
(email, phone call,
conference meeting)

Introduction

(In person visit or
phone visit)

Readiness

Assessment
(fill out as much as possible)

Plan for

Implementation
(Review Readiness
Assessment,

IT assessment

Training
-2 days in person
Enrollment - 8 weeks online/distance
-Hire a Care Manager
-Sign a contract
-Register for training

IT
implementation

Implementation/

Follow-up
-Continued follow-up

-Evaluation (success of
Program, barriers to
Implementation, etc)
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