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Why do we need 
care innovation?

Ms. Viera
a 75‐year‐old woman 

with diabetes,

systolic hypertension, 

mild congestive heart 
failure,  She comes to clinic with 5 

arthritis and 

recently diagnosed 

issues …

+ two more ‘hallway issues’!
dementia.   What can a primary care 

team do?



Past:  Heroism in the face of multiple illnesses
Multiple diseases increase risk and coordination exponentially (5+ : 90 x risk of 
hospitalization; 10x Rx; 13 providers vs. 2) . Managing in a primary care panel would take p p ) g g p y p
18 hrs/day. Patients have better process scores, but worse preventable Hospitalizations.

Intervention: Care Management Plus
Dissemination to over 170 clinical teams

Larger infrastructure: Electronic Health Record, quality focus

Anderson, 2004 ; Woolf, 2002; Baron, 2007, 2010; Werner 2008



CM+ can help you transform…from
fragmented, confused care to proactive, effective careg , p ,

Training HIT
•Team-based
•In-person + on-line
E i ti l

•Adjunct to EHR
•Population management
C t t ki•Experiential

•5 faculty
•27+ CEUs/CME

•$1500/person

•Care management tracking
•Clinical summaries
•Helps qualify for quality 
reporting, medical home, care 
coordination payments•$1500/person

•130 paid participants in 
2011
•Market : ~50,000 
participants

coordination payments

•$50 user license/year + costs
•$100k in contracts in 2011
•Market:  ~10,000 clinicsp p ,

Cost over installation year:  ~$50,000 per clinic
Savings:  $200-300,000 per clinic
NET BENEFIT: $150 000-250 000NET BENEFIT:  $150,000 250,000
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Evidence‐based …
The TRIPLE aim of health care

Patients live 
longer, report 
being healthier

Improved patient, 
care manager, and 

being healthier, 
chronic conditions 
(diabetes, 
depression) in  

provider 
experience

better control 

20‐40% Reduction 

www.caremanagementplus.org/pubs.html

in hospitalizations, 
cost



Efficient yet effective use of tools

Enroll 
and 

Create 
T kTasks

ManageManage 
and 

Complete 
Tasks



Patient‐centered 
summary

Generate 
Summarized Clinical 

Information

(1)Wilcox Proc of AMIA Symp 2005(1)Wilcox, Proc of AMIA Symp, 2005



Return on Investment per clinic
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• Oregon Health & Science 
University

• Intermountain Healthcare
Cherie Brunker Co PI (UU)University

– David Dorr, PI
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K J h M C ll– Molly King
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– K. John McConnell
– Tom Bodenheimer
– Eric Coleman 
– Cheryl Schraeder

H th Y• Columbia University
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Thank you!Thank you!

• dorrd@ohsu edudorrd@ohsu.edu

l• www.caremanagementplus.org



Additional Slides for topicsAdditional Slides for topics



“Hello, Computer”Hello, Computer



Most EHRs, as implemented, STILL don’t have 
f inecessary functions

Additional Care Management elements requested from 7 
teams with EHRs
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Behkami, Proc AMIA, 2009



ICCIS Interactive Quality Reports

The abilities to document exclusions at multiple levels and generate targeted population‐based 
review cycles avoid the problems caused by static quality reports and allow providers to 
efficiently focus outreach efforts on high risk populations. 



Stages 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)IT assessment)

Enrollment
‐Hire a Care Manager
‐Sign a contract
Register for training

Training
‐2 days in person
‐ 8 weeks online/distance

Implementation/
Follow‐up
‐Continued follow‐up
‐Evaluation (success of‐Register for training

IT 
implementation

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



What have we learned about dissemination in rolling out the 
program to over 170 clinical teams?program to over 170 clinical teams?

OHSU (9 teams)

Intermountain (16)

PeaceHealth (20)

Klamath Open Door

Colorado Access (16)

Daughters of Charity (5)

HealthCare Partners



Changing incentives for people and 
idproviders

1. Shared Savings
Example : s

Projected Spending

Actual Spending

Target Spending

Accountable Care 
Organizations

Ex
pe

nd
itu

re
s Actual Spending

2. Tiered payments

‐3 ‐2 ‐1 0 1 2 3Year

2.  Tiered payments
Example : Medical 

Home with risk 
adjustmentj

3. Meaningful use of 
HIT 

4 Care coordination /4. Care coordination / 
management 
payments



Clinic Revenue with CMPClinic Revenue with CMP
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