Funded by the
John A. Hartford foundation,

OREGON * The NLM, and AHRQ

H EALTH OHSU Initial development at

& S C I E N C E Intermountain Healthcare

UNIVERSITY

~Care Management Plus : Improving
translational science through
Informatics

David A. Dorr

Date: May 8t", 2008



What Is translation research?

BENCH BEDSIDE PRACTICE
~,
Basic Science Hesearch T1 Human Clinical Research T Clinical Practice
it . Camn Serins Controfled Observatianal Dalivery of Recommended Care
Praclinical Studies Phase | and 2 Shucias to the Right Patient at the Right Time
et iz Clirieal Trials Phase 3 Clinical Trials ldentification of New Clinical Questions
and Gaps in Care
4
THAMSLATICN
TO HUMANS
L Practice-Based Research T3

Guidaline Develapment Dissaminaticn

Meta-analyses Research

Systematic Reviews Innplermentation

Resaarch
TRANSLATION TRANSLATION
TO PATIENTS TO PRACTICE _
OREGON [Res%
HEALTH
&SCIENCE

UNIVERSITY
Westfall, J. M. et al. JAMA 2007;297:403-406.



Roadmap to this talk

BEDSIDE PRACTICE
~ q What are the gaps in translation into clinical
Human Clinical Research T2 Clinical Practice practice?
e e e e | Why does health care not provide a ‘reliable
Phase 3 Clinical Trials 'd:nﬂl;?;ﬂ%:::“ Ceical Luestons System’?

o

Can quality improvement provide more reliable systems? Can
‘models of care’ like Care Management Plus?
What is the role of informatics?

How do we study implementations?

T3
0‘;;’;’0”;2‘:'“ How do we spread implementation success (dissemination)?
Implementation What is the role of informatics?
Research

TRANSLATION
TO PRACTICE
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Failure to translate is international ... with each system

having its struggles.

Key: higher rates are better (gold = best AUS UK | us
and red = worst country performance)

Hemoglt_)bln Alc test in past 6 months 86 20 85 20
(to monitor blood sugar control)

Foot examination in past year 57

Eye examination in past year 73

Cholesterol check in past year

All four recommended services

(Schoen, C. et al. 2006). AUS = Australia; CAN = Canada; GER = Gelrmany;

NZ = New Zealand; UK = United Kingdom; US = United States. H]éﬁiglpﬁ ,_
Source: McCarthy and Leatherman, Performance Snapshots, &SCIENCE

2006. www.cmwf.org/snapshots UNIVERSITY



What are the gaps to translation into practice?

Aware of JNC-VI? 76%
Always Follow JNC-VI? 716%
Satisfied with BP Control ? 61%
. “CAREGAP”
Visit with Good BP Control? 34% /
-

0% 20% 40% 60% 80% 100%

(Oliveria et al. Arch Intern Med. 2002;162) &SCIENCE

UNIVERSITY



Knowledge, attitudes, and behavior lead to
failure of translation.

Reinforcement: inertia

Knowledge Attitudes - Behavior
“Don’t know” “Don’t agree” “Just don't” -
“Don’t care” -Time
-Organization
-Patient System

doesn’t
support

OREGON
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(Heavily) adapted from Lang et al (AEM, 2007) from Cabana, 2003.



Gaps in translation also come from the scope and size of

iInformation and knowledge needs.

How many questions have any evidence? (BM.J 2000)

Information/knowledge

Answered 358

n e e d e d I S Beneficial ... 248
Ineffective or harmful ........... 43
Trade-off ........ccoocoiiinn. 67
— Enormous
Partial Answer 299
Likely to be beneficial .......... 235
. . Unlikely to be beneficial ....... 64
— Challenging to find ,
Uncertain 375
Unknown effectiveness ........ 375
Number of Interventions
_ LaCki n g 0 50 100 150 200 250 300 350 400

From Paul Keckley, 2004; Vanderbilt

— In the wrong form

— Time-consuming to
communicate

OREGON (I8
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What are we trying to accomplish?

What changes can we make that
will resuit in improvement?

How will we know that the change
is an improvement?

Can quality
Improvement increase
T3 translation?

- guidelines may
contain too many
changes; therefore,
select one or two
to focus on af a time




Can Ql improve practice?

66 trials of HbA1c reduction in Diabetes

Figure 2. Postintervention Differences in Serum HbA, . Values After Adjustment for Study
Bias and Baseline HhA, . Values

Favors | Favors

Cluality Improvement Strategy Ma. of Trials Irtervention | Contrid

Team Changes 26 I - I

Case Management 26 | [ ] |

Fatient Remindsars 14 | ® |

Fatient Education 38 I . I

Electroric Patient Registry B | . I

Cliniclan Education 20 } ] |

Facilitated Relay of Clinlcal Information 15 I . |

Sel-Management 20 | - I

Audit and Fesdback g I -

Cliniclan Reminders 18 | ® |

Continuous Quality Improvement 3 I . I

Al InLerernlions (] F—e—

40 08 06 04 -02 0 02 04
Difference in Postintervention HbA, ., %

HEALTH EZ=3
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Provider education

Academic detailing (online,
interactive)

1 provider knowledge, not
outcomes

Decision support

Reminders, alerts, ticklers
(CDSS)

Reminders can be effective

Audit/feedback

Provider profile of diabetic
patients (all)

Likely some effect

Patient education

Group sessions with care
manager (interactive
electronic education)

Moderate to large effect

Organization change

Change team: care
manager

Positive for care/dis.
management

Financial incentives

Pay for performance

Results mixed

From Shojania and Grimshaw, Health Affairs Jan/Feb 2005.

&SCIENCE
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% of Studies showing improvement from CDSSs

[0 Provider performance M Patient outcomes

76%
80%
7006 - 04% 62% 62%
60%
50% 409
40%
0
30% 18%
20% 13% 9%
o l l l .
Overall Disease Prevention Diagnosis Drugs
OREGON (ke
Garg et al, JAMA 2005 HEALTH &=8
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Patients with chronic illness: more than

simple informatics functions

Correlation
-0.6 -04 -0.2 0 0.2 04 0.6

Health Information and Data: Part of or connect to EMR I

Decision Support

Access to atlidelines aln.L.e

Computerized prompts

Communication / connectivity: Telemedicine / monitoring |

Population management |

Population reports |

Audit/feedback |

Order Entry

Advanced, specialized order entry systems

Patient Support / Portals

Electronic scheduling

Dorr et al, JAMIA, 2007 &SCIENCE
UNIVERSITY



Can ‘models of care’ improve translation?

* Reviews of components indicate multifaceted
approach may increase success

« Change is a multistep process

 Team-based approaches are generally more
successful; teams require development

* Implementation success depends on cultural

change
Casalino, 2005 pa—
Weingarten, 2003 OREGON s
Shojania, 2006 H]%LCTIIE

McDonald, 2006 UNIVERSITY



Improving Care for Chronic lliness

Community Health System

Resources and Policies ------ Organization of Health Care

Self- ™~ /" Delivery ™

{ Management: i System

Support ¢ Design

Informed,

i - — Prepared,
S&S{ana'[tez /  Collaborative Proactive

I S -
Caregivers 4 : | > Practice Team

Functional and Clinical Outcomes

OREGON ([
From: E.H. Wagner & RWJF Improving Chronic lliness Care InitiativIéIFgngllg

UNIVERSITY



Care Management Plus fills in core gaps in many
clinics through a proactive, flexible system.

In primary care clinics

Care management

Care manager
Referral - Assess & plan Evaluation
- For any condition or need - Catalyst - Ongoing with feedback
- Focus on certain - Structure - Based on key process

conditions and outcome measures
Technology

- Access
- Best Practices
- Communication

Larger infrastructure: Electronic Health Record, quality focus PN
OREGON

HEALTH Kz

&SCIENCE

UNIVERSITY




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

OREGON [
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Odds of dying were reduced significantly.

1.a All Patients
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Odds of admission (any cause) were reduced
by 27-40% for patients with comple

OR=0.56; p=0.013

DO —-+vvveeeeeeeeeeeeesssssssssssssssesss
3096 1 5r R SR [

0 OR=0.65; p=0.036 ey
00% 4 | | OCTL

1090 [ [ D

In One Year In Two Years
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The right people on the team with the right

training is a core principle.

Patients are taught to self-manage and have a
guide through the system.

Care managers receive special training in

« Education, motivation/coaching

* Disease specific protocols (all staff included)
« Care for seniors / Caregiver support

« Connection to community resources

OREGON [Inice

HEALTH &&=
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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. _

Evidence-based practice
CMP: embeds certain disease
protocols
Clinic: consensus about approach
and maintenance

Collaborative care planning
CMP:Care manager works with
patient, family, and catalyzes plan
Clinic: Refers appropriate patients
for intervention.

Performance

Measurement
CMP: Tracking database
creates reports
Clinic: works with payers to
change reimbursement

Health Information
technology
CMP: Provides pop. management
and flexible reminders
Clinic: Creates patient summary

Planned visits
CMP: assessment and
structure part of training,
protocols
Clinic: has technique for less
intensive structured visits.

Quality improvement
CMP: team approach part of
assessment, CM training
Clinic: must commit to
measurement and change

OREGON g)

HEALTH &z
&SCIENCE

UNIVERSITY



What is the role of informatics in ‘models of
care’?

* Nearly all* models highlight ‘informatics’ as
a core element.

* Elementary — the ABCs ...

* Access to (and adding to ) knowledge and
information

* reminding about Best practices
« Communication st [

HEALTH &&=
&SCIENCE

. (plenty of other roles) UNIVERSTY




Patient worksheet

Results

» increased process

adherence by 17-
30%.

 Access + Best
Practice

FFFFFFF

M Patient Worksheet
| SEI [ Dg;s 964 |MN;)I4H5D?3684
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.. eronic conditions
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ive care summary
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~Passive recommendations
- Organized by.illness

OREGON (e
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Not all models use electronic aids ...

Personal
Health
Record

If you have questions or concerns,
contact (

at (__)

Call ( )
at(__) -

with questions or concerns
if you have difficulty contacting your REMEMBER

PCP, specialist, or home care nurse to take this Record with you
to all your doctor visits

oy OREGON [jte
From caretransitions.org HE%%IEIC
&

UNIVERSITY




Components as dosage ...

Different
drugs =
breadth

Amount 4 Different
Amoxicillin 500mg > services =
One pill po gbhrs x 7 days > | breadth
Dispense #28 '
P \ Duration Amount
il ey pprrrey Frequency Education 1 hr >
B Every 3 weeks x 6 mos >
N N Rt ol o T | DAY Dispense: CM Duration
a i . \
" ——— | Frequency
Ll Refits F 2 3 d ]
] N Wity Bkl A fFa e
= | e ok 2

OREGON (I8
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UNIVERSITY




Components by description for models ...

By program descrigliag By what a patient actually receives (‘dosage’)
are Coordination Service category All patients
Identify & Assess Patient ALL 22,899
Following evidence- | 12,955 (56.6%)
Co-Develop the Care Plan based protocols
General education 6,808 (29.7%)
Communicate with All Relevant —— -
Participants Communication 6,789 (29.7%)
0 c . o)
Monitor and Adjust Motivating patients | 6,243 (27.3%)
Social issues / 8,221 (35.9%)

Evaluate Health Outcomes barriers

HEALTH k=8
&SCIENCE

UNIVERSITY




Implementation ...

* Change is hard and inertia is strong...

» Catalysts to change:

— Direct improvement (we studied efficiency and
satisfaction)

— Sense of need / urgency
— Culture that supports / demands change

OREGON [Inice

HEALTH &&=
&SCIENCE

UNIVERSITY




How do we study implementations?

* First, why and how do we implement?

« Study measures and design are related to goals
and process steps.

— PPRNet - Translating Research into Practice defines
components of implementation.

— CMP (and the CCM) measures readiness.
— Care Transitions defines pillars.

 The RE-AIM framework helps us consider the __
multi-axial issues around implementation. g hs

&SCIENCE

UNIVERSITY




PPRNet Translational Research Model

PRIORITIZE REDESIGN DELIVERY
PERFORMANCE SYSTEMS

INVOLVE ALL STAFF

ACTIVATE PATIENTS USE EMR TOOLS

UNIVERSITY



Review of Readiness Assessment

Sites
Example

Providers
5 PCP /1 internist

4 midlevel
cardio, ENT, ortho, urology

Care Manager

Population seen: 15% Medicare, 30% Medicaid
50% with Social Needs/Barriers

Redesign experience: Coordination of Care, Chronic
Care, Diabetes, Self-Management. Chronic pain,
tobacco cessation, depression

GON g)

HeALTH &E
&SCIENCE

Klamath Open Door UNIVERSITY




Pillars can help define implementation
success.

Medication Self- Dynamic Follow-up  Red Flags
Management Patient-

Centered
Record

Care Transitions

OREGON [t
HEALTH &=8
&SCIENCE

UNIVERSITY




RE-AIM Dimensions

Dimension Definitions
4 1. Participation rate among potential
REACH target group(s)

2. Representativeness of participants
In terms of social, demographic,
and health characteristics

1. Effects of intervention on primary
outcome of interest

2. Impact on quality of life and
negative outcomes

3. Robust outcomes (similar effects
among targeted groups)

EFFICACY/
EFFECTIVENESS

Individual Level
AL

HEALTH &&=

&SCIENCE

From Klesges, June, 2005 WWW.re-aim.org UNIVERSITY



RE-AIM Dimensions (cont.)

Dimension Definitions

[ 1. Participation rate among possible
ADOPTION settings and contexts

2. Representativeness of participating
settings, intervention staff

1. Extent intervention was delivered

IMPLEMENTATION as intended in protocol
B 2. Time & cost of intervention

Setting Level

'4

1. Longer-term effects > 6 months
MAINTENANCE (Individual)

2. Impact of attrition on outcomes
(Individual)

3. Sustained delivery or modifications
of intervention (Setting)

HEALL I 2D
&SCIENCE

Www.re-aim.org UNIVERSITY

Both




Evaluation of implementation (RE-AIM)

Evaluation
Reach Referral rate / demographics

Effectiveness RolaleReeor R (oL Total costs (post-pre)
Clinical outcomes (post-pre)

Adoption Primary care team participation

Implementation ‘
Maintenance Long term change (Gp 1)

Part of AHRQ funded collaborative with ORPRN

OREGON [I¥8
HEALTH =
&SCIENCE

UNIVERSITY




How do we study dissemination?

* No two disseminations are alike.

* What is important for success?

* Models may tie ‘core competencies’ or
‘pillars’ to outcomes for fidelity.

* The process of dissemination can be ’_,,;:;
defined. ey



Pillars can help define success.

Medication Dynamic Follow-up Red Flags

Self- Patient-
Management ceantered
Record

Care Transitions

The 3-ltem Care Transitions Measure (CTM-3)

The first statement is about when you were in the hospital . . .

1. The hospital staff took my preferences and those of my family or caregiver into account in
deciding what my health care needs would be when | left the hospital.

The next statement is about when you were preparing to leave the hospital . . .
2. When | left the hospital, | had a good understanding of the things | was responsible for in
managing my health.

The next statement is about your medications... OREGON

3. When | left the hospital, | clearly understood the purpose for taking each of my medications. HEALTH &z=#
&SCIENCE

UNIVERSITY




Chronic Care Collaboratives: process

Getting Started

¢ ~,
| Closing Event |
. S

A

”'_—x\ a’f.ﬂnch-':m A

'-\':__3:; _'.M_Permd y
N Act ™ . .
1s2) \pefmg“z , Intersperse learning sessions (Is)
R with application periods
N ackion
ItS 1 H\ngntégnl J
e ™ /7 : ™
| Planning j—| Pre-Work | Come prepared (pre-work / assessment)
OREGON >
HEALTH &=#
http://www.improvingchroniccare.org/index.php?p=Getting_Started&s=54 ; &SCIENCE

Adapted from IHI Breakthrough series UNIVERSITY


http://www.improvingchroniccare.org/index.php?p=Getting_Started&s=54

Dissemination of

Initial Contact 249 people |
GelhGhoeeE .- fom33states - Totg|: 50 clinics/teams trained or in training

conference meeting) 3  have made contact

e 30 since 4/07

Introduction Readiness
(In person visit or Assessment

phone visit) (fill out as much as possible)

12 clinics
17 CMs, 6 CM admin

| i | i 38 clinics |
I M attend training along 1 ' 43 CMs completed :
. collaborators: Plan for with 10 others : ' training. !
. Colorado, Group - Implementation | : : !
I Health, (Review Readiness

: HealthCare Assessment,

i Partners IT assessment)

| ~27 CMs, ~150 Training

. physicians -2 days in person Implementation/

- 8 weeks online/distance

Enrollment Follow-up
-Continued follow-up

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

-Hire a Care Manager
-Sign a contract
-Register for training

implementation

OREGON

HEALTH Sez=d
&SCIENCE

UNIVERSITY




What is the role of informatics in

dissemination?

 Metrics are easier to calculate when IT
has predefined standards (NHS).

* IT use can be the glue, the challenge, and
the tangible success of the dissemination
(CMP).

* The benefits and problems still need to be
measured.

OREGON (I ‘
HEALTH =
&SCIENCE

UNIVERSITY




* Translating research into practice ...
— Requires change in the system.

— Benefits from quality improvement and
changed models of care

* Implementation ...
— Can be structured and measured.

* Dissemination
— Requires careful attention to measures of

OREGON [Inice

fidelity, challenges, and success. HEALTH B
&SCIENCE

UNIVERSITY




Thanks! The Care Management Plus Team

« OHSU Advisory board
— David Dorr, MD, MS « Tom Bodenheimer
— K. John McConnell, « Steve Counsell
PhD :
elli Rad * Eric Coleman
— Kelli Radican
_ Hanh Tran Cheryl Schraeder

* Heather Young
Informatics
« Adam Wilcox, PhD

— Rachel Burdon
— Nima Behkami

 |ntermountain
Healthcare

— Cherie Brunker, MD orccon R

HEALTH &z=8
&SCIENCE

UNIVERSITY




Chronic care model: results from

collaboratives

CCM - benefits

2
~1.5
0 ¢
o ¢
ha
g0.5
O]
5') O } T T |
ks ¢
0.5

Outcome - Quality of Outcome- Processof
effect life risk care

&OCIEINCE
Tsai et al, ADMC 2005 UNIVERSITY



	Care Management Plus : Improving translational science through informatics
	What is translation research?
	Roadmap to this talk
	Failure to translate is international … with each system having its struggles.
	What are the gaps to translation into practice?
	Knowledge, attitudes, and behavior lead to failure of translation.
	Gaps in translation also come from the scope and size of information and knowledge needs.
	Can quality improvement increase T3 translation?
	Can QI improve practice?
	Specific strategies to improve quality
	% of Studies showing improvement from CDSSs
	Patients with chronic illness: more than simple informatics functions
	Can ‘models of care’ improve translation?
	Improving Care for Chronic Illness
	Care Management Plus fills in core gaps in many clinics through a proactive, flexible system.
	Guideline Adherence in Diabetes: Results
	Odds of dying were reduced significantly.
	Odds of admission (any cause) were reduced by 27-40% for patients with complex diabetes.
	The right people on the team with the right training is a core principle.
	Care Management Plus can help create a medical home.
	What is the role of informatics in ‘models of care’?
	Patient worksheet
	Not all models use electronic aids …
	Components as dosage …
	Components by description for models …
	Implementation …
	How do we study implementations?
	PPRNet Translational Research Model
	Review of Readiness Assessment
	Pillars can help define implementation success.
	RE-AIM Dimensions
	RE-AIM Dimensions (cont.)
	Evaluation of implementation (RE-AIM)
	How do we study dissemination?
	Pillars can help define success.
	Chronic Care Collaboratives: process
	Dissemination of CMP
	What is the role of informatics in dissemination?
	Summary
	Thanks! The Care Management Plus Team
	Chronic care model: results from collaboratives

