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Overview

• Define ‘care management’ in three models
– Payer-driven case/disease management
– Multipayer ambulatory care clinics
– The Medical Home

• (Interleaved) What is the evidence behind 
care management?

• What are the opportunities and challenges  
for practices?



Case study

Ms. Viera
a 75-year-old woman 
with diabetes,
systolic hypertension, 
mild congestive heart failure, 
arthritis and 
recently diagnosed dementia.  



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. a recent fall.  



Ms. Viera’s office visit

And Out in the hall:
6. The caregiver confidentially notes he is 

exhausted 
7. money is running low for additional 

medications. 
How can Dr. Smith and the primary care 

team handle these issues?



What are the gaps for high quality, patient-
centered care?
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Visit with Good BP Control?

Satisfied with BP Control ?

Always Follow JNC-VI?

Aware of JNC-VI?

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

“CARE
GAP”

Failure to consistently follow               …               Failure to consider patient needs

How to address?  Care (caring) management (system)



(one) history of care management
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Team-based Care management varies by 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        

Pop. of primary
care clinic



Two very different models

• Case / disease management (mostly third party)
– Benefit is reduced utilization / cost to payer
– Programs have been largely telephonic
– < 10% of Medicare demonstrations were successful

• Ambulatory clinic care management / 
coordination
– Benefit needs to be revenue to clinic or efficiency
– Many natural opportunities: trust, service orientation, 

coordination
– ~20% of Medicare demonstrations were successful



Third-party case management / coordination

• What are potential roles?
– Special populations (homeless outreach)
– Expertise

• Dartmouth Health Dialog:  Preference-sensitive 
care; others: medical decision making

• Health Coaching
– Technology

• Health hero / buddy
– Chronic Kidney Disease ++



Ambulatory Care Management / Care 
Coordination: CM+

In >50 primary care clinics

Leads to improvements in patient satisfaction, disease 
control and…



In CM+, Odds of dying were reduced significantly.
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1.b Patients with diabetes 

0.70

0.80

0.90

1.00

0 0.5 1 1.5 2 2.5 3

Survival Time (Years)

Pr
op

or
tio

n 
su

rv
iv

in
g

Control CMP

Dorr, JAGS, 2008
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Reduction in hospitalizations from CM+

OR=0.65; p=0.036

OR=0.56; p=0.013

Dorr, JAGS, Dec 2008



(Back to Model 1)
Reimbursement and Cost Neutrality

Group % decrease in 
expenditures

(with costs)

Medicare 
Coord Care

-2% +11%

CMP –
complex 
illness

-14% -7%

Complex illness: diabetes and other illness; rest were cost neutral



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



Model 3: Redesign, Quality Improvement, 
and the Medical Home

66 trials of HbA1c reduction in Diabetes

Shojania et al, JAMA 2006 vol 296, no 4, p 427



What is a medical home?

Coordination of Care
Follow-up

Access
… to a primary care team + 

personal provider

Evidence-based practice
Collaborative care planning

Care Management, Self-
management support

Tracking
Test, Referral

Health Information technology
Registry

Care management system
E-prescribing

Performance 
Measurement & Quality 

improvement
Patient experience
Quality Measures

Adapted from the NCQA and Joint statement criteria



Care Management Plus (or other care management 
systems) can help create a medical home.

Coordination of Care
Care managers help with 

follow-up

Access
Better teamwork = better 

access

Evidence-based practice
Collaborative care planning

Care managers involved in 
population review, 

assessments, and protocols

Tracking
Help create a tracking 

environment

Health Information 
technology
Use IT better

Care management system = 
CMT

Performance 
Measurement & Quality 

improvement
Help improve both 

experience and measures

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



Goals to manage in the Medical Home

Goals Example elements

Access to and Continuity of 
Care

Respond to needs for 
appointment and 
communication

Patient Monitoring Assess and track; provide 
self-management support

Care Coordination / 
management

Care planning; Coordinate 
information / referrals

Population Management Identify 3 populations of 
interest; use guidelines

Adapted from the CMS / NCQA criteria



Payment Principles (1)

• Reflect value of physician and non-physician staff 
care management work outside the visit 

• Pay for services associated with coordination 
within the practice, ancillaries, consultants and 
community resources

• Support adoption and use of health information 
technology for quality improvement 

• Support the provision of enhanced communication 
such as secure e-mail, telephone consultation

Adapted from Standiford, 2008.



Payment Principles (2) 

• Pay for care outside the visit (e.g., 
Per Member Per Month [PMPM] 
payment in addition to fee-for-service 
for office visits)

• Additional payments based on
– case mix differences
– savings from reduced hospitalizations
– achieving measurable improvements/targets

Adapted from Standiford, 2008.



Creating consistent, sustainable models

• 1 part: Population-based care / quality 
improvement
– Chronic Care Model improvement techniques
– Team-based care

• 1 part: Care Management
– Quality improvement / performance measurement
– Models

• 1 part: Health Information Technology



TEAM READINESS – 1 part people
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 Care for seniors / Caregiver 

support
• Connection to community resources
Providers / Other staff:
• Need to participate in protocol development/ 

implementation / adaptation
• Need to learn about care management (usually from the 

care managers)



How do we make the models more 
consistent? 1 part technology

 

-0.6 -0.4 -0.2 0 0.2 0.4 0.6

Correlation

    Electronic scheduling 
Patient Support / Portals 
    Advanced, specialized order entry systems

Order Entry 
   Audit/feedback 
   Population reports 
Population management 
Communication / connectivity: Telemedicine / monitoring

   Computerized prompts 
    

Access to guidelines alone

Decision Support 
Health Information and Data: Part of or connect to EMR

Creating HealtheVet Informatics Applications for Collaborative Care (CHIACC) 



Tracking + Registry



Population 
Tickler

Remind about 
communication tasks

Facilitate the nuts and 
bolts of teamwork



Individual
Summarization

Pertinent labs

Preventive care summary

Medications

Chronic conditions

Pertinent exams

Passive reminders
Organized by illness

Wilcox, Proc of 
AMIA Symp, 
2005

Allergies
Functional status



8

88

135/60

20

1/17/2007

8/6/2007

10/30/2006

Patient self-
management

Educational tools
Chronic Disease Self -

Management Program
Motivational Interviewing
Establish understanding
Monitoring

Adapted from Bernstein, 2008.



Testing care management: Rural 
collaborative

Early implementation sites
Treasure Valley Pediatrics
Klamath Open Door
MidColumbia Medical Center
Later implementation sites
Eastern Oregon Medical 
Associates
OHSU Scappoose
North Bend Pediatrics



Practice Redesign

• Team-based care
– Try teammeasure.org

• Care Management
– Training for care managers, protocols, and 

other resources – caremanagementplus.org
• Collaborations with other practices / 

organizations
– TransforMed.com ; 

www.commonwealthfund.org



Opportunities and Challenges

• Care management
– Connection / coordination – for those at risk
– Efficiency – improving clinic processes
– New Models of care … to address long-term scope of work and 

orientation

• Opportunities
– New medical home demonstrations
– Demonstrating benefit of your clinic to payers (care managers, 

consistency, measurement)

• Challenges
– Staffing (look within; improved job satisfaction)
– Inertia (think of efficiency)
– Costs (many free components)



Thanks! The Care Management Plus Team

• OHSU
– David Dorr, MD, MS
– K. John McConnell, PhD
– Kelli Radican
– Hanh Tran
– Rachel Burdon
– Nima Behkami

• Intermountain Healthcare
– Cherie Brunker, MD
– Liza Widmier
– Mary Carpenter

Advisory board
• Tom Bodenheimer
• Steve Counsell
• Eric Coleman 
• Cheryl Schraeder
• Heather Young
Informatics
• Adam Wilcox, PhD

Our next training : Summer 2009 (yes, it is free)
Technology and materials @ caremanagementplus.org



Additional details



Dissemination of CMP
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)

Enrollment
-Hire a Care Manager

-Sign a contract
-Register for training

Training
-2 days in person

- 8 weeks online/distance

IT 
implementation

Implementation/
Follow-up

-Continued follow-up
-Evaluation (success of

Program, barriers to 
Implementation, etc)

3 major 
collaborators: 
Colorado, Group 

Health, 
HealthCare 

Partners
~27 CMs, ~150 

physicians 

38 clinics
43 CMs completed
training.

249 people
from 33 states
have made contact

12 clinics
17 CMs, 6 CM admin
attend training along
with 10 others

Total: 50 clinics/teams trained or in training
30 since 4/07



Chronic care model: results

Tsai et al, AJMC 2005
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