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Care Management Plus Readiness Assessment
Thank you for participating in this John A. Hartford Foundation-funded program.  For more information about CM+, please see Appendix A at the end of this document.  

	General Information

	Today’s Date


	     

	Group/Clinic Name and Address


	     


	Primary Study Contact Person
	     


	Title and Credentials
	     


	Email
	     


	Phone


	     


Goals and Barriers

1. What are your group’s goals for adopting Care Management Plus?

  
     
2. What are the current barriers to your group providing effective care, especially for the chronically ill?


     
3. What are the potential barriers or challenges for your group in adopting CM+?


     
4. Which individuals or organizations affiliated with your group are most committed to the success of the project, and why? (Example: patients, staff, community based agencies, administration, payers, purchasers like large employers, etc.)


     
5. Which key leaders in your organization will support this program? Do you have a “champion” who will lead the effort?


     
6. Does the leadership of your organization believe CM+ will be beneficial to your practice? If so, how do these leaders intend to measure the success of the program?


     
7. What resources, if any, have been allocated to the program?

     
Current Staff/Patients

8. Please list how many medical personnel are currently part of your organization:
	Type of Providers
	Description

	Physicians                                  Total ______
	

	Mid-level providers (PA/ NP)   Total ______
	____ PA’s            ____Other (specify) ______________

____ NP’s            ____Other (specify) ______________

	Specialists                                   Total ______
	Specify type of specialist: 

	Assistants                                   Total ______
medical/health-related personnel
	Medical Assistant             (MA’s)          Total ______
Registered Nurse              (RN’s)           Total ______
Licensed Practical Nurse  (LPN’s)         Total ______
Nursing Assistant              (NA’s)          Total ______

	Care Managers                           Total ______
	Do you currently have employees who could be trained as Care Managers?   ___Yes      ___No



	Other (specify)                           Total ______

medical/health-related personnel
	Specify type of personnel:


9. Who are the team members who will support the effort to implement CM+? Please identify only team members who will be involved with the effort. (Please include an IT member if you have one on staff.  This team can also include volunteer patients, other non-traditional clinical staff, including: community coordinators/ health promoters, specialized social workers, educators, nutritionists, etc.)
	Team Member Name
	Role
	Telephone
	Email

	     
	Care Manager
	     
	     

	     
	Physician
	     
	     

	     
	IT Professional
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


10. During your most recent fiscal year, for what percentage of your group’s HMO and POS patients did you accept some financial risk for hospitalization costs? (Circle or highlight one)

0%


1-25%


26-50%

51% or more

11. What is the makeup of your patient population, including payer mix, estimated proportion with chronic illnesses, and proportion with social needs or barriers (e.g. cognitive, financial, disability issues)?  
(Please tell us if you don’t know.)

	Payer Mix
	Medicaid _     _%

Medicare _     _%

Uninsured _     _%

Commercial Insurance _     _%

	Est. Proportion with Chronic Illness
	_     _%

	Proportion with Social Needs and/or Barriers
	_     _%

	Proportion Age 65 or older
	_     _%


Current Services

12. Are you using any special techniques for chronic illness care? If so, please list. (Types of models or training include: the chronic care model, planned visits, group visits, communication with specialists, home monitoring, etc.) 

     
13. Does your group formally assess patient self-management needs for your chronically ill patients? If so, how?



     
14. What techniques does your group use to increase patient self-management skills for your chronically ill patients? (Self-management support for patients: e.g., encourage lifestyle changes and develop competency in illness management.)


     
Information Technology

15. Do you currently have an Electronic Health Record/Electronic Medical Record?  

· If so, Name and Version: _     _

16. Do you have a Practice Management System?  

· If so, Name and Version: _     _

17. Do you use a population registry system? 

· If so, Name and Version: _     _

· Does your organization have specialized IT staff managing this population registry? _    _
18. What is your ability to complete the following tasks using your information system (IS)/ EHR? 

	
	I can do with my IS/ EHR


	I cannot do with my IS/ EHR 


	I cannot do BUT my IS/ EHR has the capacity

             (Please specify)


	A. Review progress notes?
	
	
	

	B. Review current and past

medications and refills?
	
	
	

	C. Create problem lists?
	
	
	

	D. Create medication lists?
	
	
	

	E. Track health maintenance 
items and overdue dates?
	
	
	

	F. Help you analyze outcomes of care? 


	
	
	

	G. Find patients with 

certain characteristics? 

(ex. based on condition, diagnosis or descriptive characteristics)
	
	
	


Measures

19. Name the top 3 measures your group uses to determine the quality of care chronically ill patients are receiving. (Give the ones that are most relevant to the population you wish to target with CM+. Example: Most recent HbA1c levels for diabetic patients or PHQ-2 screenings for depression sufferers.)


     
20. How well is your group performing on these measures at this time? (Please provide raw charts or an aggregate report if you can.)


     
21. For approximately what percentage of patients is your medical group required to report any of the following to an outside organization (eg, NCQA, a business coalition, etc)? Do not include HMOs. 


_     %_ Patient satisfaction results 


_     %_ Results of clinical quality improvement projects


_

_
22.   What other measures do you hope to use for evaluating the success of CM+ for your group?



     
23. 
How will you gather data for these measures?


     
24.

Does your clinic participate in any pay-for-performance programs at this time? If so, please describe. (For example, what quality measures are used, and which payers are using these criteria for reimbursement?)

     
Other
25.
Please give any thoughts or opinions you have about CM+ and your clinic’s readiness that you haven’t mentioned above.
     
Appendix A
Care Management Plus

Care Management Plus is a primary care team care management model.  Implementations include a nurse or social work care manager employed by a primary care clinic with a group of physicians who provide care for adult patients with a diverse spectrum of diagnoses and needs and are insured by multiple payers.  Referral to the care managers is not based on a particular illness or algorithm, but is based on need as perceived by the primary care team. In order to effectively treat such a diverse set of patients, the care manager prioritizes the care plan for the referred patient and the team. They assess the psychosocial, economic, environmental, cultural and other factors that affect the patient's health, within the context of the patient’s chronic condition(s).  Care manager efforts are focused to reduce variation in care and provide a wide range of chronic illness services within the primary care team's workflow.  The care manager is supported with software specifically designed to fit into the workflow to improve the regularity of follow-up and continuity of support for the patient.  This database contains fields for care management specific information that is not usually available in EHR systems (see www.caremanagementplus.org).  

Benefits

This project incorporates national recommendations to significantly improve care in the outpatient setting.1, 2 Six related studies in Utah were completed to study the effectiveness of care management in the initial program.2-6 All used matched controls of patients with similar disease states, usage, age, and gender with intervention (or care management patients).  The first study demonstrated 20-42% improvement in adherence to diabetes process and outcomes measures, including HbA1c and LDL control, when patients were care managed versus not. The second study showed a ~20% reduction in mortality for all care management patients, with diabetes patients having the largest reduction.  Hospitalizations were 8% decreased for all patients (14% for diabetes patients).  A third study showed depression patients were much more likely than controls to move from severe to mild-moderate depression.  A multivariate time-series analysis of productivity indicated physicians who referred a proportion of appropriate patients to care management received 5-10% increase in productivity as soon as the next month, even after accounting for multiple clinic, patient panel, and other confounders.  Finally, the satisfaction of 19 physicians who used the system was assessed through qualitative interviews; the vast majority of those physicians expressed being extremely pleased with the system. They said it saved time, improved patients’ health, and reduced frustrations significantly.

Expectations of Participating Practices

The three essential components are: 

(1) a designated care manager located in a group practice of primary care physicians;
(2) who are using an effective electronic medical record (described below); and 

(3) willingness to adapt and incorporate flexible protocols into the care of complex patients.  

For (1), a specific job description of the care manager is available.  Ideally, they would have nurse training (RN).   

For (2), the electronic medical record system should include the ability to:

a) create and access notes by multiple team members, including the care managers;
b) facilitate communication between team members (e-mail or internal messaging systems are acceptable).
c) display or output full (‘longitudinal’) records of patients for easy review; ability to design structured templates is a plus; 

d) (optional) store and display best practice alerts about patients (a form of decision support)’a
Implementation Plan and Benefits

a. Staff Training: In addition to reinforcement of the clinical guidelines adopted by the system/office, the care manager will be trained in essential patient self-management skills.  The training will include skills for behavior change counseling. Training will also include geriatric issues and resources.  As much as possible, the training will be facilitated through distance learning methods.  Some training will be web-based learning modules, along with some support from the consultants on the web. The modules will be supplemented by attending lectures or viewing the lectures stored on available websites. 
b. Skill Requirements and Competencies:  The training will provide the care manager with new skills to work with the provider team for improving adherence to clinical guidelines for diabetes, heart failure, depression, and COPD.  The care manager will have skills for patient teaching, assessment for readiness to change, assessing family support styles, coaching, working through barriers, setting boundaries, and working with patient with personality disorders.  The care manager will be able to understand community resources that are included in the care plan.  They will have skills for assessment of geriatric syndromes that interfere with compliance. 
c. Information Technology Tools:  For patient tracking, participating organizations will be provided access to test accounts on the Integrated Care Coordination Information System (ICCIS) OR full access to the stand-alone Microsoft Access version of the Care Management Tracking software (CMT)9, as well as limited information technology assessments for patient summary sheet.
Readiness Assessment

For participation in the program, we ask that each clinic (or clinic / health system subgroup of 6-10 primary care physicians) complete the following questions.  Acceptance is not tied to particular answers on any question; however, filling out the application completely is a necessary condition of acceptance.  After you fill out these answers, the team will contact you to go over the answers and move the application process forward.  Thank you!

For questions, please contact Kelli Radican at radicank@ohsu.edu.
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� The care manager system can accomplish these tasks through use of the electronic database, if necessary.
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