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* 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?
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 What are the opportunities and challengesg



Ms. Viera
a /5-year-old woman
with diabetes,
systolic hypertension,
mild congestive heart failure,
arthritis and

recently diagnosed dementia.

OREGON (I

HEAILTH =9
&SCIENCE

UNIVERSITY




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

7. money is running low for additional
medications.

How can Dr. Smith and the primary care
team handle these issues?
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What are the gaps for high quality, patient-

centered care?

Failure to consistently follow Failure to consider patient needs
- % of pts reporting poor
Aware of JNC-VI? | 76% communication
- 20
Always Follow JNC-VI? | 76% 15 — ————
Satisfied with BP Control ? |61% 10 A
‘CARE g
y = GAP"
Visit with Good BP Control? 34% 0

2002 2003 2004

—=Total =—=Poor =+=Rural

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

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

How to address? Care (caring) management (system) Hfﬁ?ﬁ
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(one) history of care management

60s-80s: Early case
management _
studies: Psych, Disease
social, special Management
needs

Manage%re boom  Chronic Care Model Medical Home

A Resuygence
[ NS N
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Team-based Care management varies by intensity and
function for different populations and needs.

< 1% of population

Care Management Plus
Caseload 250-350

(e.g., Homeless,

Schizophrenia) _

Intense
Complex iliness
Multiple chronic diseases

ther issues (cognitive, frail elderly,

social, financial)

Caseload 15-45

3-5% of population
Caseload 90-350

_
\
Mild-moderate 50% of POop.
Well-compensated multiple diseases Case
Single diseases load ~1000

Pop..of ary
dé% CE
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Two very different models

e 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_ 2}
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Third-party case management / coordination

 \What are potential roles?
— Special populations (homeless outreach)

— Expertise

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

e Health Coaching

— Technology
e Health hero / buddy

— Chronic Kidney Disease ++




Ambulatory Care Management / Care
Coordination: CM+

In >50 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

NN

Leads to improvements in patient satisfaction, disease pREcoN I

control and... &SCIENCE
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In CM+, Odds of dying were reduced significantly.

1.a All Patients
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Reduction in hospitalizations from CM+

OR=0.56; p=0.013

AOOAD e e
30906 1R s TR0
0 OR=0.65; p=0.036 BCM
0% 1 mmmmml | N | OCTL
1090 | 00 [P [
0%0 -
In One Year In Two Years
Dorr, JAGS, Dec 2008 &SCIENCE
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(Back to Model 1)
Reimbursement and Cost Neutralit

Group % decrease in | (with costs)
expenditures
Medicare -2% +11%
Coord Care
CMP — -14% -1%
complex
liness

Complex iliness: diabetes and other iliness; rest were cost neutral
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Physicians were more efficient through better

documentation, a slight increase in visits,
and a change in practice pattern.

* Physicians who

WRVU Mean
referred to care o0
managers: |
; 398.17
8% more productive 400, 368.00
 Than peers in same 300;
clinic ;
Non-user User g
Dorr, AJMC, 2007
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Model 3. Redesign, Quality Improvement,

and the Medical Home

66 trials of HbAlc 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, ., %
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What is a medical home?

Adapted from the NCQA and Joint statement criteria

Performance
Measurement & Quality
improvement
Patient experience
Quality Measures

Access
... to a primary care team +
personal provider

Health Information technology
Registry
Care management system
E-prescribing

Evidence-based practice
Collaborative care planning
Care Management, Self-
management support

Coordination of Care Tracking
Follow-up Test, Referral
OREGON |ie
HEALTH &&=
&SCIENCE

UNIVERSITY



Care Management Plus (or other care management

systems) can help create a medical home.

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

Performance
Measurement & Quality
ACCess improvement
Better teamwork = better Help improve both
access experience and measures

Evidence-based practice Health Information
Collaborative care planning technoloqgy
Care managers involved in Use IT better
population review, Care management system =
assessments, and protocols CMT
Coordination of Care Tracking
Care managers help with Help create a tracking
follow-up environment P
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Goals to manage in the Medical Home

Access to and Continuity of Respond to needs for

Care appointment and
communication

Patient Monitoring Assess and track; provide
self-management support

Care Coordination / Care planning; Coordinate

management iInformation / referrals

Population Management ldentify 3 populations of
Interest; use guidelines Q

o &SCIENCE
Adapted from the CMS / NCQA criteria UNIVERSITY



Payment Principles (1)

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

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

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

e Support the provision of enhanced communication
such as secure e-mail, telephone consultation 2

OREGON [ts
HEALTH &=
&SCIENCE
Adapted from Standiford, 2008. UNIVERSITY




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)

o Additional payments based on

— case mix differences
— savings from reduced hospitalizations
— achieving measurable improvements/targets
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Creating consistent, sustainable models

o 1 part: Population-based care / quality

Improvement

— Chronic Care Model improvement technigues
— Team-based care

e 1 part: Care Management
— Quality improvement / performance measurement
— Models

o 1 part: Health Information Technology
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TEAM READINESS - 1 part people
The right people on the team with the righ

a core principle.

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

Care managers receive special training in
e Education, motivation/coaching

* Disease specific protocols Care for seniors / Caregiver
support

e 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)
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How do we make the models more

consistent? 1 part technoloc

Correlation
2 0

-0.6 -0.4 -0.

0.6

Health Information and Data: Part of or connect to

Decision Support

EMR

Access to atlidelines aln.L.e

Computerized prompts

Communication / connectivity: Telemedicine / mo

Population management
Population reports

Audit/feedback

Order Entry
Advanced, specialized order entry s\

Patient Support / Portals

itoring

ystems

Electronic scheduling

Creating HealtheVet Informatics Applications for Collaborative Care (CHIACC)
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&5 Patient Information : Form - 0| x|

Patient Information

Dhmber: [ § Lastame:EST  First Name: [lEST DOB:[ 6/16/1577 # | Ager[ 1544 2] Races [Backiafrican A =] Sex: 1 <]
Phone: [(00] 800-6000  Cell Phone: | Emal: | FCP: [allen, Mitch | PP Phone:[(00) saa-eeE
Insurance:lMaiIhandIers j Faility: |.|1\EC Clinic j [™ Diab Collaboration  FPP: |2.Cnnfused,l'chantin: j Patient Search
Date of Referral: IW il Care Mgr:lJnhn ] Status:lm 1D Murnber: I—
D Diate Diaenosis Status & Sched Date  Sched Time  Froounter Type Status j Last Mame: I ]"’
! . || e |_|\ . i 1 r
CHF |An:twe £ |Te|eph|:|ne Contack |F'eru:||r|g First fame: I j
) S 4 |Anxiety |An:tive By , |H|:|me Wisit |Flesnlved Care Mgri I 3
ﬂ” 3{30/2004 |Depression [Active | ﬂ” 1/26,/2005 [Telephane Contact | [Resalved Search Far Patients
j e H10/1502004 | [Telephone Contact  [Resdlved ﬂ Show All Patients
MH Packet Date Symp Severity Fetnal Diff Dysth QF  Suicide State Swivide Fisk [Mood 1 23] Moodlmp MoodSx Amelmp AweSx | [ Dish Assess Date
e |[ eerza0s | 1] 3 [omewhet Vo porsk [ [ [ [ 3f4fz05
e [ apionna T o | porise [ [ [ [ e[ ] 14 [ m2 |

|1.Th|:|ughts Only |L|:|w Risk: I_I_I_

) I——— i | vl ! i s w——— —— m—_— r
« | »
: : MH Pediatric Generate  p———
Diagosis | Encounter | Meds | o oo | acspss ‘ hlew have Delete (Clinical Mote ﬂ
Patient Patient Patient
by Date
Diabetes Diab Pre/Post Patient HF
History | Knowledge fssess | Goals | Follow-Up

Tracking + Registry

Recaord: H| 1 || 1k |H|H%| af 1
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Care Manager: Ann Larsen

Care Manager Encounter Tickler List

Sehd, DF. and Time Encounter Typs: Enc. Bem=on T A Fisl Marma Lak! Nasne Fhane Ruifnfef 2]
T Teephone Covied  OMFM _— = —— (T Vo .
2704 Teieghane Corfast DA FIL it - J— (BOI— W
2704 Telipbene Contset DM FIU T - = (AnTE—— YA O u a I O n
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21704 Tekphone Contazt 1257 Pl === - = (SO S =
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2T04 900 AN Clhass — i o {Eﬂ'li .
ZHTAY 9:00 AN Cliss T e - @iy Mey
TGS 500 AN Ches = = = [EOTI— Ok
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AT 104D A WD Ofics Vsl DM FiU = - - Ei—— Wo
T4 150 PR MD Offics Vsl o FiU EEETL e p— [V P i .
ZUTO4 300FM CM Offics Vit = - 3 —— (T V\a Remlnd about
T4 3E0PM MD Ofics Wist s — (B0 ) T Wo
] | o of . . .
bd e 30 . maC. ‘- .. communication tasks
oL ! B THaks
A = 4 ) o fhe

/ e Facilitate the nuts and

_ . i .5 bolts of teamwork
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Patient self-
management

Educational tools
Chronic Disease Self -
Management Program
Motivational Interviewing
Establish understanding
Monitoring

Adapted from Bernstein, 2008.

e

A1c measures blood sugar control
Lowering your A1c reduces diabefes complications

Blood pressure confrol
Lowering your blood pressure reduces strokes

Cholesterol (LOL) level
Lowering your LDL jevel reduces hearf aftacks

Diabetes kidney microalbumin test
Treating eany kidney damage may prevent dislyais

Eye exam:
if your last eye exam was abnormal
if your last eye exam was normal
Detecling eary eye damage may preven! biindness

Foat exam
M ohesrve the fest
E check pulses
E test sensation

Helps prevent serouws foof infections and ampufations

Goals for self-management

E My goal:
Helpe you belter confrol your diabaies

Home glucose testing
Ask your doctor if thiz iz nght for you

Immunizaticns and Heart Medications
E Influenza (Fiu vaccing)
E Prneumonia (Phsumovax)

E Stating and Aspirin - reduce heart altacks
Immunizations help prevent senous infections

Just ask for a referral to
E Diabetes Education Classes
E Mutrition Counseling
B Weight Management Programs
B Smoking Cessation Programs

How often
Every 3-6

months

Every visit

Every year

Every year

Every year

Every 2 years

Every year

Every visit

Varies

Every year

At least once
Daily if needed

aries

Diabetes care: The ABCs to better health

Your
result

Ideal level

less than 8
7%
less thait35/60
13580

less than 88

100 ma/d]
lessthan 20

30 mg'gm
1/17/2007
8/6/2007
10/30/2006

Prepared by the Liniversin




Testing care management: Rural
collaborative

.@‘Astoria

@

Whee
Portland

# Pacific City
*x &

Depoe Bay :@meo n City
Newport @. Slietz

sYachats

@
« Reedsport

Oregon Rural Practice-Based Research Network
RFTO #5 Care Manager Study Sites

Hood *
River

P

Madras»

.
Hermiston

Boardman
® Elgin®
*Condon A2
Fossil *&
DD
John Day*
Burnse
*Christmas
Valley
®d
* Lakeview
Study Sites & Member Clinics
Backup Site K ORPRN Office

* Enterprise

* Union

N4
Halfway »

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

OHSU Scappoose

North Bend Pediatrics
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Practice Redesign

e Team-based care
— Try teammeasure.org

 Care Management

— Training for care managers, protocols, and
other resources — caremanagementplus.org

o Collaborations with other practices /
organizations

— TransforMed.com ;
www.commonwealthfund.org
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Opportunities and Challenges

e 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

e Opportunities

— New medical home demonstrations

— Demonstrating benefit of your clinic to payers (care managers,
consistency, measurement)

e Challenges

— Staffing (look within; improved job satisfaction)

— Inertia (think of efficiency) OREGON !
HEALTH E=3

— Costs (many free components) &SCIENCE
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Thanks! The Care Management Plus Team

e OHSU Advisory board
— David Dorr, MD, MS e Tom Bodenheimer
— K. John McConnell, PhD e Steve Counsell
— Kaelli Radican e FEric Coleman
— Hanh Tran

 Cheryl Schraeder

— R_achel BUFdOF_‘ « Heather Young
— Nima Behkami Informatics

 Intermountain Healthcare . agam wilcox, PhD
— Cherie Brunker, MD
— Liza Widmier
— Mary Carpenter

OREGON

Our next training : Summer 2009 (yes, it is free) HEALTH &8

Technology and materials @ caremanagementplus.org Sl s e




Additional detalils
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Dissemination of

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

conference meeting) =  have made contact

] 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
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Chronic care model: results

CCM - benefits
2

=
0
-
o015
P
T
s !
v 4
@)
0 0.5
N
7))
g o .
| -
i ¢

-0.5

Qutcome- Quality of Outcome- Process of
effect life risk care
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