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Introduction: Realities of Disease 
Management

• Chronic Disease ManagementChronic Disease Management
– Diabetes, Heart Failure, Depression, Asthma…..

• Multiple associated quality indicators with• Multiple associated quality indicators with 
each chronic disease

• Complexities
– Co‐morbidities

– Geriatrics: Assessing Care of Vulnerable Elders 
(ACOVE)



Expenditures for Health Care

Quartile with highest needs account for 63.5% of expenditures

Top 5% account for 43% of expendituresTop 5% account for 43% of expenditures

Health and Technology Systems have difficulty meeting these needs.



Question
Which of the following is the strongest predictor ofWhich of the following is the strongest predictor of 
risk of death in 4 years for adults 50 and older?

A. Has a doctor told you that you have diabetes or highA. Has a doctor told you that you have diabetes or high 
blood sugar?

B. Because of a health or memory problem, do you have 
diffi l i h b hi h i d diffi l i hdifficulty with bathing or showering and difficulty with 
walking several blocks?

C. Has a doctor told you that you have cancer or aC. Has a doctor told you that you have cancer or a 
malignant tumor, excluding minor skin cancers?

D. Do you have a chronic lung disease that limits your usual 
ti iti k d t h ?activities or makes you need oxygen at home?

E. Has a doctor told you that you have congestive heart 
failure?failure?



Care Manager Tracking Function Screen in ICCIS



Jack Wennberg (Dartmouthatlas.org)Jack Wennberg (Dartmouthatlas.org)

• Eliminate Underuse of Effective Care &Eliminate Underuse of Effective Care & 
Medical Mistakes

• Learn What Works (Outcomes Research)Learn What Works (Outcomes Research)
• Establish Informed Patient Choice (Shared 
Decision Making)Decision Making)

• Achieve Efficient and Effective Management 
of Chronic Illnessof Chronic Illness

• Achieve Efficient Allocation of Resources 
geared to Size of the Population Servedgeared to Size of the Population Served



Patient WorksheetPatient Worksheet

• Summary of patient informationSummary of patient information
– Conditions, medications, allergies

• Lab and clinic data relevant to chronicLab and clinic data relevant to chronic 
conditions
– Function, Diabetes, heart failure, depression, , , , p ,
hypertension

• Includes advisories for preventive care and 
chronic conditions  (CLINICAL DECISION 
SUPPORT)



Chronic conditionsPatient 
Worksheet

Medications

Chronic conditions

All iWorksheet

Preventive care summary

Allergies
Functional status

Pertinent labs

Preventive care summary

Pertinent examsWilcox, Proc of 

Passive reminders

AMIA Symp, 
2005

Organized by illness



Guideline Adherence in Diabetes: 
Results of Care Managers

ddOutcome Odds Ratio

O d f HbA1 t t 0 79*Overdue for HbA1c test 0.79*

HbA1c Tested 1 42*HbA1c Tested 1.42*

HbA1c in control (<7.0) 1.24*HbA1c in control (<7.0) 1.24

**p<0.01p<0.01 Dorr, HSR, 2005



Assessing Care Of Vulnerable 
Elders (ACOVE)

• Identified vulnerable elders (age function)• Identified vulnerable elders (age,  function)
• Defined quality indicators based on literature 

i d l f 22 di ireview and expert panel for 22 conditions 
that affect older persons

• Examined as process of care (by structured 
interview and chart review) for each 
condition
http://www.rand.org/pubs/working_papers/WR515.3/



ACOVE CategoriesACOVE Categories
• Appropriate Use of Medication
• Chronic Pain • Hypertension• Chronic Pain
• Continuity and Coordination of 

Care
• Dementia

Hypertension
• Ischemic Heart Disease
• Malnutrition
• OsteoarthritisDementia

• Depression
• Diabetes Mellitus
• End‐of‐Life Care

Osteoarthritis
• Osteoporosis
• Pneumonia
• Pressure Ulcers• End‐of‐Life Care

• Falls and Mobility Problems
• Hearing Loss
• Heart Failure

Pressure Ulcers
• Preventive Care
• Stroke and Atrial Fibrillation
• Urinary Incontinence• Heart Failure

• Hospitalization
• Urinary Incontinence
• Visual Impairment



Example: ACOVE Quality IndicatorsExample: ACOVE Quality Indicators
• ALL vulnerable elders (VEs) should be evaluated 
annually for changes in memory and function.y g y

• IF a VE has newly diagnosed dementia, THEN s/he 
should be screened for depression within 3 months.
ALL VE h ld h t d t di ti li t• ALL VEs should have an up‐to‐date medication list 
readily available in the medical record, accessible by 
all healthcare providers, and including over‐the‐

dcounter medications.
• IF a VE is discharged from a nursing home to home, 
THEN there should be a discharge summary in theTHEN there should be a discharge summary in the 
outpatient medical record.



ACOVE FindingsACOVE Findings

• Overall 54% of quality indicators metOverall 54% of quality indicators met

• High numbers of quality indicators met for 
common diseases in older personscommon diseases in older persons 
(hypertension, diabetes)

L b (29 41%) f li i di• Low numbers (29‐41%) of quality indicators 
met for geriatric conditions (dementia, 
i i )incontinence, etc.)



PROCESS
Step1. Choose evaluation metrics 
based on organizational priorities

Which metrics?

Step2. Create evaluation plan Review time frame for prior and 
after measurements; 
population;  assistance

Step3. Data collection plan What matters most to your 
Community?Community?

Step4. Implement plan How do you start?  What’s next? 
H d k b tHow do you work best as a 
Beacon Community team?

Colorado Access



Evaluating processEvaluating process

From Massoud, et al, 2001



Getting StartedGetting Started

1. TEAM comes to consensus on GOALS, start ,
DOCUMENTATION, identify problems and run PDSA CYCLES.

2. Focus: COMMUNICATION: UNDERSTANDING, FEEDBACK, 
RESPECT CONNECTRESPECT, CONNECT

3. Establish TEAM roles (especially who will do care 
management, follow‐up, and population management)g , p, p p g )

4. Know milestone GOALS to manage!



Evaluating ProcessesEvaluating Processes

• DocumentingDocumenting
– How do you know what is happening now and 
what needs to be fixed?what needs to be fixed?

– Examples: team discussions, observing and writing 
down processesdown processes

• Testing
How will you know your changes are successful?– How will you know your changes are successful?

• Monitoring processes



Next: CASE and DISCUSSIONNext: CASE and DISCUSSION

Contact InformationContact Information

• dorrd@ohsu.edu

h i b k @i il• cherie.brunker@imail.org

• www.caremanagementplus.org


