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O CURY DISTRICT -
im THE GURY @H%f@@ Primary Care Revitalization
C QT Gurus

) e The Medical Home (1967)
= , * Practice Redesign (1993)
e  Chronic Care Model (1998)

* |dealized Design of Clinical Office Practices
(1998)

e |OM Quality Chasm, Six Aims: Safe,
Effective, Patient-centered, timely,
efficient , equitable health care

e  Future of Family Medicine’s “New Model
of Care” (2004)

- ¢ TransformMED (2005)
e  AAFP Practice Enhancement Forum (2005)

e Joint Principles of the Patient Centered
Medical Home (2007)

e The Commonwealth Fund/Qualis Health
Medical Home RFP

e Medicaid Medical Home Demonstration
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(some) Elements of a Medical Home

Performance
Measurement

Evidence-based
practice

Partner: Collaborative
care planning & team-

Health Information

based care; coordinate technoloqgy
care
(re)Organize care Quality
& Improve Access Improvement
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Overview of Panel

e EHRs and patient-centered medical homes —
David Bates

* Clinical Registries: Using Business Intelligence
and Point-of-Care Solutions to Drive Chronic
Care Management — Andrew Steele

* Creating an Integrated Care Coordination
Information System for patients at high risk —
David Dorr

* Proactive population management -Adrian Zai




Creating an Integrated Care Coordination
Information System for patients at high risk

e Précis : a randomized clinical trial to test
incentives to redesign care using advanced
HIT and primary care clinical teams to
improve outcomes for patients with complex

conditions
David A. Dorr, MD, MS Oregon Health & Sciences University

e Supported by The John A. Hartford Foundation, AHRQ, NLM,
Intermountain, OHSU

www.caremanagementplus.org




Activity Limitations by Number of Chronic Conditions

809% -
-Addition of fx limitation increases cost: on average 67%

cost doubles from $5600/ yr to $11,200/yr
609 4- FXx limitations are strong predictors for mortality52%
over the next 4 yrs* 43%

40% ~

20% -

Percent with Activity Limitations

0% -

0 1 2 3 4 5+
Chronic Conditions

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.
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One person’s
Care patterns

12
Specialists (IVIS- < 1

) Spotise . Primary
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Intervention: Care Management Plus —
care manager to team + enhanced HIT

Care management

Care manager

Referral - Assess & plan Evaluation
- For any condition or need - Ongoing with feedback

INNV AN GANVIEN

- Focus on certain - Structure - Based on key process

conditions and outcome measures
Technology

- Access

= DGOl rradcticco

- Communication

Controlled trial showed reduction in hospitalizations and mortality,
Improvement in efficiency, quality metrics, and satisfaction
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What changes with CM+ and other new models?

Care
giver

1

Primary
Care
Team @
Care
\ Manager S

( ™~ \
v L [ow | o [
Specialists

(7 ongoing) 9 999 9




“Hello, Computer”




ICCIS: the Integrated Care Coordination Information System

Randomized Trial

/ Care Management Training

6 clinics participate; both
} guality measurement and
coordination of care taught

\ 4

Needs and requirements;

build ICCIS Randomize by clinic
ﬂals for IT M
4 . . . h
Arm1l. Coordination of care Arm2. Quality
1.1 Complete assessment / care plan Choose 5 of 20 quality measures
. 1.2 Education (self-management, etc) Prevention, Diabetes, Vulnerable
Medical Home { 1.3. Goal setting and follow-up Elderly, Asthma, Congestive Heart _ PCPI/NQF
Based 1.4 Communication Failure approved
1.5 Motivation / Coaching
1.6 Completing CM services
. Data for -
patients with
complex
healthcare
needs
Evaluation:

Cost of patient illness / Patient Satisfaction and Relationship to
implementation and use of information technology

care
‘ M—I— management
plus




Most EHRs, as implemented, STILL don’t have
necessary functions

Additional Care Management elements requested from 7
teams with EHRs
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.
Insufficiencies

e The 80/20 rule: 80% organizational &
workflow /20% technology

* |ncentives
* Encoding dysfunctional processes
e Acculturation and tradition

e Population management




Implementation is a process

Initial Contact
(email, phone call,
conference meeting)

L

Introduction Readiness
(In person visit or Assessment
phone visit) (fill out as much as possible)
Plan for

Implementation
(Review Readiness

Assessment,
IT assessment)
‘ Training e ~
I -1-2 days in person Implementation/
_Enro ment - 8 weeks online/distance FO”OW-Up
-Hltzizr? erol\:t?ggger o J > -Continued follow-up
-Register for training N -I;Zjvrzlgre:;‘(:n b(;:l:_:;:ress{:,) of
, i
L» I'T Implementation, etc)
implementation \_ J
J
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Meaningful Use of Health Information
Technology categories as a guide to
organize results

 Improving quality & safety & reducing
disparities

e Care Coordination
* Population Management
e Patient & Family Engagement

www.surveymonkey.com/s/mu_ diff
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communication
tasks
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Care Manager Encounter Tickler List

112312009 |[.]

|CCIS Care
Coordination

Care Manager: All Care Managers
For Time Period: 11/23/2008 to 12/23/2009

Scheduled Scheduled Encounter

122312009 |[.]

Date Time Type —
Quality
A Measure:
Tl Sl Telephone  Clinical 4582317 Mariah Bouchard 456.732.5236 S _ Age PHQ2:
18 Contact Protocol(s) Generic .
0 Lab Date:
12/01/2009
Select 2909-12- gg.00 Telephone o\ 4582317 Marah Bouchard 456.732.523¢ C21 ~ PHQO
17 Contact Generic  Follow-Up:
Meat with
e ramily amg
2009-11- - CM Odhce  Status "
galact T 13:00 \reih + _" BB888888 razrbugs zzFzbunny patient to
i} W D1k LNerx BISCUES
care plan
ZUUY-11- CIV Ormice chnical : Can
Select 58 Visit oo 4582317 Mariah  Bouchard 456.732.5236 e
Meet with
. . . X family and
A Ce ntra I |Zed re m I n d e r I |St Select ?309_1 1- 13:00 S\Zﬂltomce iﬁaetéls 88888888 zzzzbugs zzzzbunny patient to
discuss
of tasks and care plan
. . Meet with
communications that were . ST
2009-11- : CM Office  Status . family
. Select 12 12:00 Visit Check 9999999 Z7David ZZowen s SN
proactively planned but discuss 2
. care plan
Incomplete a”OWS Select %809_10_ 10:00 Egrrﬁ:erence Diabetes 88888888 zzzzbugs zzzzbunny
population-based tasks to saect 200910 goo0 Tephone o g b cme  ognsesyres My Goas
. . .. il Contact Caseman Follow-Up:
be merged with individual Goals
Select 2909710 g.39 Home Visit Functional 4354554 Hary  Binnes 9874584587 Famel - Follow-Up:
10 Status Fieldman Nutrition:

encounter tasks.

eat less;




Eopu‘atlon management: Eroactlve

and focus on risks

Population registries usually

focus on disease Ricl licte
e |Improve disease-specific H|gh R|Sk Patient List |
indicators ICCIS Only Clinic Only Both ICCIS & Clinic

e Less effective at overall

improvement (utilization) Last PIFSE S Clinic = CCIS

Name Name Priority Priority

e Risk stratification may help
(Dorr et al, JAGS, 2006)...

* But mustdeliver tothose |gs748308  cline  bobby  High s
who need it!

1324234 Binnes Harry High
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- 0000
Quality measure dashboard

Summa y Gra phs: Overall Team Comparizon [ Breakouts hv Measure: - FeaeSelect- [

-Prevention- -Diabetes- -Asthma- -CAD- -Hypertension-
DIABETES

Alc < 7.0%
(18+):
Target Score:

LDL: Pneumovax:
Score N Target Score: Score N Target Score: Score N
75%

Team Name

OHSU GIM

Cascade 76% (200
Diamond 61% (263
Hart 69% (201
Hood 78% 261
River 64% (215
Tabor 97% | 31

Dashboard can be run by clinic, team, or individual PCP
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0
ICCIS Interactive Quality Reports

Selected Measure: Diabetics with hemoglobin Alc measured in the past 6 months (18-
75)

Total: 7 Print
Value Adherence Rate: 57.143% Date Adherence Rate: 85.714%

Exclude BES
Exclude from
from
Lab ALL
Patient Phone Physician Result Lab Date @Diabetes
0 [0 Binnes, Harry 9874584587 E;Zrlgfr!an AlC 9.1 10/06/2009 O O |-
O O Cline, bobby  987.546.7765 g!':gﬂaﬂ AlC 6.1 09/30/2009 O O
O O  Gibbs, Jenny Carl Generic O O
O [0 Holden, Henry Carl Generic AIC 7.7 10/06/2009 O O
O O Montoya,lerry 124.256.3526 g'”a”’ A1C 5.9 10/02/2000 O O
daseman

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.
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iy
MRN: 1324234 Sex: M DOB: 01/24/1956 b
Phone: 9874584587 PCP: Parnel Fieldman Pa t I e n t
Care Manager: Susie Example Caregiver:
Next Care Management Encounter Last Care Management Encounter
01/06/2010 09:00 AM CM Office Visit 12/04/2009 08:00 AM Eilﬁ?:stne O r S e et
Diagnoses
Diabetes, Cystic Fibrosis, Anemia
Medications i i i
Medicatn —————— Dossge  [PRN _ WMedStaDate When working with persons with
j;'butelm' 06/07/2008 multiple illnesses or complex illness, a
oals . .
Staus _ FollowUpDate  (Goal _|Note lscore lSetDate clinical summary that captures a core
Completed 12/21/2009 Nutrition 10 12/05/2009 . . . .
Completed 12/21/2009 Activity 5 12/05/2009 set of information Improves patient
Completed 11/13/2009 Activity 6 11/13/2009 ) )
Completed 11/13/2009 Nutrition 8 11/13/2009 outcomes (). Care coordination and
Pendin Meds 10/06/2009 . . pe . .
e behavioral modification (goal setting)
PH2Score __ [PHQ9-Severity Q9 Suicide ___ [Followup | i i

22000 - i = elements often require special effort
11/05/2009 3 17 3 12/04/2009 ; ;
3 //07 3005 v > and the quality summary requires
07/02/2009 0 more advanced monitoring and
Functional Status . .

ADL DL MMSE___ [Pan | implementation than most standard
07/08/2009 2 9 .
12/11/2009 EHRs prowde.
Care Actions
Alcin Last 6 mo 10/06/2009 OK Patient > 50 needs flu shot at YES
Alc<7 9.1 Alcout of Range |leastonce
LDL Last Year  09/30/2009 OK
LDL < 100 130 LDL HIGH
Last Doctor's Visit is not available (1)Wi|COX, Proc of AMIA Symp1 2005
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Early trial results: Dosage, process, and outcomes

measures
# pts baseline Study Change
Process ( %)
HbA1lc testing adherence 300 50.0 70.2 +20.2
LDL testing adherence 353 65.0 76.0 +11
Outcomes, mean (SD)
Systolic BP levels (mm Hg) 103  148.9 134.22 |-14.68
(14.76) (18.44)
Diastolic BP levels (mm Hg) 103 83.25 76.98 -6.27
(13.53) (12.98)
HbAlc levels (%) 82 8.85 8.10 -0.75
(1.85) (1.52)
LDL levels (mg/dL) 78 143.62 120.94 |-22.68
(42.11) (42.26)
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 Oregon Health & Science * Intermountain Healthcare
University — Cherie Brunker, Co-PI (UU)
— David Dorr, PI — Liza Widmier
— Kelli Radican — Mary Carpenter
— Susan Butterworth — Bryan Gardner
— Nima Behkami — Ann Larsen

— Marsha Pierre-Jacques Williams
— Gwenivere Olsen

— Molly King

— Kristin Dahlgren

e Advisory Board
— K. John McConnell
— Tom Bodenheimer
— Eric Coleman

e Columbia University — Cheryl Schraeder

_  Adam Wilcox — Heather Young
— Steven Counsell

— Larry Casalino
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.
Thank you!

e dorrd@ohsu.edu

e www.caremanagementplus.org

e Take our anonymous survey on difficulty of
implementing meaningful use measures :
www.surveymonkey.com/s/mu_ diff




What have we learned about dissemination in rolling out the
program to 143 clinical teams?
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