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Overview 

• Care Management Plus is a model that enables care 
managers and primary care teams to better care for 
patients at-risk.

• Training focuses on priorities, roles, responsibilities 
and skills

• Better technology (and better use) is a crucial 
component.

• Outcomes show reduced hospitalizations, deaths, 
improved quality, and improved satisfaction.

• Dissemination (to over 150 teams) requires a stepped 
approach with consideration of adaptation and fidelity.
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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?



Activity Limitations by Number of Chronic Conditions
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Source:  G. Anderson, “Hospitals and Chronic Care”, PowerPoint Presentation to the American Hospital Association.  Partnership for Solutions. 16 June 2004.

S. Lee, “Development and Validation of a Prognostic Index for 4-Yer Mortality in Older Adults”  JAMA. 2006;295(7):801-808.

-Addition of fx limitation increases cost: on average
cost doubles from $5600/ yr to $11,200/yr
- Fx limitations are strong predictors for mortality
over the next 4 yrs*



Past:  Heroism in the face of multiple 
illnesses

• Multiple diseases increase risk and 
coordination exponentially (5+ : 90 x risk of 
hospitalization; 10x prescriptions; 13 providers 
vs. 2)

• To manage preventive and chronic illnesses in 
a primary care panel: 18 hours a day

• Patients with multiple illnesses  better process
quality scores but worse ‘preventable’ 
hospitalizations

Bodenheimer, JAMA;C. Boyd, JAMA; Wolff, JAGS; Dorr, JAGS
Anderson, 2004 ; Woolf, 2002; Baron, 2007, 2010; Werner 2008



Reperfusion in 12 hours (Heart attack)

Effective Care: benefit clear for all

Preference Sensitive: values matter

Supply sensitive: often avoidable care

Evaluation and Management (visits)
Imaging
Diagnostic Tests

Inpatient Days in ICU or CCU

Total Inpatient Days

Total Hip Replacement
Total Knee Replacement
Back Surgery
CABG following heart attack

Aspirin at admission (Heart attack)

Mammogram, Women 65-69
Pap Smear, Women 65+
Pneumococcal Immunization (ever) 

If bar on this side 
higher spending 
regions get more

A fundamental issue in health reform
Variations in Spending:  Is More Always Better? 

Source: Elliot Fisher, Dartmouth
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Intervention: Care Management Plus

Care management

Referral

- For any condition or need

- Focus on certain 

  conditions

Care manager

- Assess & plan

- Catalyst

- Structure

Technology

- Access

- Best Practices

- Communication

Evaluation

- Ongoing with feedback

- Based on key process 

   and outcome measures

Larger infrastructure: Electronic Health Record, quality focus



Results from CM+
In CM+, Odds of dying were reduced by 20-40%.

Dorr, JAGS, 2008

Variable Time CM+ Control Difference

All Patients (N=1,144) (N=2,288)

Deaths

at 1 year 6.5% 9.2% -2.7%

at 2 years 13.1% 16.6% -3.5%

Multiple illnesses (N=557) (N=1114)

Deaths

at 1 year 6.2% 10.6% -4.4%

at 2 years 12.9% 18.2% -5.3%
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OR=0.65; p=0.036

OR=0.56; p=0.013

Dorr, JAGS, Dec 2008



Summary of studies from CM+

The TRIPLE aim of health care

www.caremanagementplus.org/pubs.html

Improved self-
reported health, 
diabetes, 
depression 
outcomes 

Improved patient, 
care manager, and 
provider 
experience

Reduction in 
hospitalizations, 
cost



Results from targeted redesign

Fields, 2010, Health Affairs



Model consistencies

• Care coordinator / care manager

• Integration with primary care team

• Improved access

• Access to real-time, population-based data

• Changed incentives

Fields, 2010, Health Affairs;  Peikes, JAMA, 2009; Brown, 
NYAM/SWC, 2009
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What changes with CM+ and other new models?



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

Our care managers are currently 90% RNs; other 
models are possible.



Curriculum Content

Topical Area Delivery 

Strategy

Methods

Orientation, Role, 

Technology training, 
Motivational interviewing

~10 hours in 

person 

(divided)

Power point 

presentation; 

Case examples, 

role playing

Managing Chronic 

Illnesses

Mental Health Issues

Senior Patient 

Management

On-Line (~10 

hours, 

divided)

Case studies

Asynchronous and

Synchronous faculty 

discussion.

Posted power-point 

slides.

Community Resource 

Acquisition

Final Case Study

In-Person 

Seminar

Internet search 

activities

Case Study 

Presentations



“Hello, Computer”



Most EHRs, as implemented, STILL don’t have 
necessary functions
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Additional Care Management elements requested from 7 
teams with EHRs

Behkami, Proc AMIA, 2009



Quality measure dashboard

Dashboard can be run by clinic, team, or individual PCP



ICCIS Interactive Quality Reports

The abilities to document exclusions at multiple levels and generate targeted population-based 
review cycles avoid the problems caused by static quality reports and allow providers to 
efficiently focus outreach efforts on high risk populations. 



ICCIS Care 
Coordination 

Workflow

A centralized reminder list 
of tasks and 

communications that were 
proactively planned but 

incomplete allows  
population-based tasks to 
be merged with individual 

encounter tasks.



(1)Wilcox, Proc of AMIA Symp, 2005

When working with persons with 
multiple illnesses or complex illness, a 
clinical summary that captures a core 
set of information improves patient 
outcomes (1).  Care coordination and 

behavioral modification (goal setting) 
elements often require special effort 

and the quality summary requires 
more advanced monitoring and 

implementation than most standard 
EHRs provide.  

Patient 
Worksheet



What have we learned about dissemination in rolling out the 
program to over 150 clinical teams?

Intermountain (16)

OHSU (9 teams)

Klamath Open Door

Daughters of Charity (5)

PeaceHealth (20)

Colorado Access (16)

HealthCare Partners



Steps to Implementation
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)



Providers sign agreement 
to participate with ACO

•Most physicians already 

admit most of their patients to 

one or two hospitals

Patients are assigned to their 
PCP based on the majority of 
their outpatient E&M visits

•Most patients already get most of 

their care from one or two 

physicians

What is an Accountable Care Organization?

This empirical relationship 

creates a virtual network

• Use claims data to follow outcomes (health care quality and expenditures) over 

time

• Reimbursement to reward primary care clinics for high quality care and low overall 

spending
Slides adapted from John McConnell
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Can provide or manage 
continuum of care as a 

real or virtually 
integrated delivery 

system

Are of a 
sufficient size 

to support 
comprehensive 
performance 
measurement 

Are capable of 
prospectively 

planning 
budgets and 

resource needs

Slides adapted from John McConnell
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Patient-
centered 
Primary 

Care Home

1. Access to Care - Be there when I need you.

2. Accountability - Take responsibility for making sure I 

receive the best possible health care.

3. Comprehensive Whole Person Care - Provide or help 

me get the health care and services I need.

4. Continuity - Be my partner over time in caring for my 

health.

5. Coordination and Integration - Help me navigate the 

health care system to get the care I need in a safe and 

timely way.

6. Person and Family Centered Care - Recognize that I 

am the most important member of my care team - and 

that I am ultimately responsible for my overall health 

and wellness.

1. Access to Care - Be there when I need you.

In-Person Access
Measure 1: Appointment Access

Measure 2: After Hours Appointments

Telephone and 

Electronic Access

Measure 3: Telephone Advice

Measure 4: Electronic Access

Administrative Access
Measure 5: Prescription Refills

2. Accountability - Take responsibility for making sure I receive the best possible health care.

Performance 

Improvement

Measure 1: Performance Improvement

Measure 2: Clinical Quality Improvement

Measure 3: Public Reporting

Cost and Utilization Measure 4: Ambulatory Sensitive Utilization

3. Comprehensive Whole Person Care - Provide or help me get the health care and services I 

need.

Scope of Services

Measure 1: Preventive Services

Measure 2: Medical Services

Measure 3: Mental Health and Substance Abuse Services

Measure 4: Health Risk Behavior Assessment and Intervention

4. Continuity - Be my partner over time in caring for my health.

Provider Continuity
Measure 1: Personal Clinician Assignment

Measure 2: Personal Clinician Continuity

Information Continuity
Measure 3: Organization of Clinical Information

Measure 4: Clinical Information Exchange

Geographic Continuity
Measure 5: Specialized Care Settings (Hospital)

5. Coordination and Integration - Help me navigate the health care system to get the care I need 

in a safe and timely way.

Data Management
Measure 1: Population Data Management

Measure 2: Electronic Health Record

Care Coordination

Measure 3: Care Coordination

Measure 4: Test and Result Tracking

Measure 5: Referral and Specialty Care Coordination

Care Planning
Measure 6: Comprehensive Care Planning

Measure 7: End of Life Planning

6. Person and Family Centered Care - Recognize that I am the most important member of my 

care team - and that I am ultimately responsible for my 

overall health and wellness.

Communication
Measure 1: Communication of Roles and Responsibilities

Measure 2: Interpreter Services

Education and Self-

Management Support
Measure 3: Education and Self-Management Support

Experience of Care Measure 4: Patient Experience Survey

2. Accountability - Take responsibility for making sure I receive 

the best possible health care.

Performance 

Improvement

Measure 1: Performance Improvement

Measure 2: Clinical Quality Improvement

Measure 3: Public Reporting

Cost and 

Utilization

Measure 4: Ambulatory Sensitive Utilization

5. Coordination and Integration - Help me navigate the health 

care system to get the care I need in a safe and timely way.

Data 

Management

Measure 1: Population Data Management

Measure 2: Electronic Health Record

Care 

Coordination

Measure 3: Care Coordination

Measure 4: Test and Result Tracking

Measure 5: Referral and Specialty Care 

Coordination

Care Planning

Measure 6: Comprehensive Care Planning

Measure 7: End of Life Planning

1. Access to Care - Be there when I need 

you.

2. Accountability - Take responsibility for 

making sure I receive the best possible 

health care.

3. Comprehensive Whole Person Care -

Provide or help me get the health care and 

services I need.

4. Continuity - Be my partner over time in 

caring for my health.

5. Coordination and Integration - Help me 

navigate the health care system to get the 

care I need in a safe and timely way.

6. Person and Family Centered Care -

Recognize that I am the most important 

member of my care team - and that I am 

ultimately responsible for my overall health 

and wellness.



Action and Policy Opportunities

• Patient-centered Primary Care Home : 
required by law for state to facilitate payment 
reform; first, in Medicaid, then for others

• Meaningful use of health information 
technology, HIE, and BEACON communities

• Affordable Care Act & CMS innovations center

• ICCIS



Policy redesign : ICCIS Randomized Trial 

Care Management Training

Randomize by clinic

All clinics participate; both

quality measurement and 

coordination of care taught

Arm1. Coordination of care
1.1 Complete assessment / care plan

1.2 Education (self-management, etc)

1.3. Goal setting and follow-up

1.4 Communication

1.5 Motivation / Coaching

1.6 Completing CM services

Arm2. Quality
Choose 5 of 20 quality measures

Prevention, Diabetes, Vulnerable 

Elderly, Asthma, Congestive Heart 

Failure

PCPI/NQF

approved

Medical Home     

Based     

Data for 

patients with 

complex 

healthcare 

needs

Evaluation:
Cost of patient illness / Patient Satisfaction and Relationship to 

implementation and use of information technology

Goals for IT use

Needs and requirements; 

build ICCIS



Policy creation : two OHSU pilots



Thank you!

• dorrd@ohsu.edu

• www.caremanagementplus.org

mailto:dorrd@ohsu.edu
http://www.caremanagementplus.org/



