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Overview
• Rationale for redesigning care

– State of care is suboptimal (especially for 
patients with complex needs)

– Case example: Medical Home – we can 
improve care through decision support and 
teamwork

– Need to have broad definition of decision 
support

• 3 concepts for role of decision support

General Principles:
Simplify and 

Match workflow

Local Benefits:
Context and

Flexibility

Sustainability:
Reimbursement

and 
Happiness



The state of care: Quality of Health Care in the 
United States is mediocre (or poor) in a number 
of categories.
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Medical home: concepts

Planned visits
Chronic care model

General assessment of 
social needs and 

preferences

Evidence-based practice
Implemented guidelines

Protocols of care

Collaborative care planning
Coherent longitudinal plan with 

patient, family and caregiver
Culturally sensitive

Quality improvement
Plan-Do-Study-Act

Measure and change
Population management

Health information 
technology

Performance 
Measurement

Audit and Feedback
Accountability

Health care teams partner with patients & caregivers to ensure 
that all of their health care is effectively managed and coordinated. 



Medical Home Rationale

• Special requirements of ambulatory care
– Chronic illness and prevention = Longitudinal follow- 

up
– Populations of patients (not always ‘in sight’)
– Information from many different sources, summarized 

quickly (e.g., 15 minutes)
– Care coordination very important

• 2+ chronic illnesses (70% of Medicare population) = 4 
different ambulatory phys; 

• 5+ (20% of medicare) = 13 ambulatory physicians each year

Focus outside of episodic medical model
– Team-based approach
– Education/motivation/lifestyle changes
– Community resources
– Patient preferences



Care Management Plus is a flexible, IT 
intensive program intended to provide 
many components of a medical home.

In primary care clinics

For more information, see www.caremanagementplus.org .

http://www.caremanagementplus.org/


Chronic illness programs fail to achieve 
clinical outcomes > 50% of the time.
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Evidence-based practice

Core challenges
1. Accumulation of 

patient data over 
years 

2. Multiple guidelines = 
many alerts = fatigue

3. Rapid workflow 
needs

Solutions
1. Summarization of 

individual data in 
forms

2. ‘Hidden’ decision 
support

3. Team-based work 
and facilitators (think 
big!)

Simplify

Simplify

Workflow



Pertinent labs

Preventive care summary
Medication profile

Problems and chronic conditions

Pertinent exams

Passive reminders
Organized by illness

Patient Worksheet - summarization

Simplify and
Workflow:

Multiple passive
reminders

Simplify:
Not entire chart

Workflow:
Paper +

EHR 
screen



Collaborative Care Planning: Context and 
Flexibility

Needs
• General assessment = setting individual care 

plan with the patient/caregivers
• Prioritization = timing care plan elements based 

on top priorities
• Coordination = interacting with many different 

team members over time
Decision support role
• Recognizing the need for communication and 

many team members
• Using different metrics for success
• Allowing flexible protocol implementation

Workflow



Taking into account context and scope of 
work are essential

 

-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

Dorr, 2007, JAMIA



General assessment and prioritization: what 
metrics?
• Readiness to change
• Cultural Competency
• Patient Activation Measure
• Care Plan tracking: Goal setting, protocols



Communication tracking: 
closing the loop on care plan items

Open communication
with specifics

+ Scheduled Communication



Quality Improvement / Performance Measurement

• Population management



To do lists are a familiar item and may be more 
easily understood (usability) by the entire team

1. Etc …

Only list non- 
adherent 
measures

Separate 
outcome 
actions



Sustainability : Happiness

• Primary care provider satisfaction and 
recruitment is at an all time low

• By improving care coordination over time 
with decision support, health care teams 

can be happier.
16/18 rated 

being highly satisfied
with CMP.

Wu, NEJM, 2006



Sustainability : reimbursement

Challenges – billings related to services 
given, not services prevented due to 
health.

Pay for quality
Pay for use
Pay for coordination
"Geriatric Assessment and Chronic 

Care Coordination Act of 2007,“
S.1340, May 9th
Aging.senate.gov



Sustainability : reimbursement
Pay for quality

Pay for use

Pay for coordination

Performance Data source / decision 
support Reimbursement

>80% of patients with 
BP < 140/90

Electronic BP ; Individual 
and/or pop. reminders

If in top 10%, +2% 
increase in pay

Performance Data source / decision 
support Reimbursement

Install (and use) EHR Electronic clinical data / 
unclear

Group negotiations for 
‘appropriate’ EHR; 
subsidized…

Performance Data source / decision 
support Reimbursement

Better care planning Tracking db / Population 
risk assessment

Capitated payment or 
pay per case



Thank you! 
The Care Management Plus Team

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

• Intermountain Healthcare
– Cherie Brunker, MD

• Columbia University
– Adam Wilcox, PhD

Advisory board
• Larry Casalino
• Tom Bodenheimer
• Cheryl Schraeder
• Heather Young
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