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OverviewOverview

• Primary care redesign experience (ours +Primary care redesign experience (ours + 
others)

• Health Information Technology is necessary• Health Information Technology is necessary 
but not nearly sufficient

Di i i• Dissemination

• Opportunities for Beacon Communities



Primary Care Revitalization Gurus
• The Medical Home (1967)

• Practice Redesign (1993)

• Chronic Care Model (1998)• Chronic Care Model (1998)

• Idealized Design of Clinical Office Practices 
(1998)

• IOM Quality Chasm, Six Aims:  Safe, 
Effective, Patient‐centered, timely, 
efficient , equitable health care

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

• TransformMED (2005)

• AAFP Practice Enhancement Forum (2005)

• Joint Principles of the Patient Centered 
M di l H (2007)Medical Home (2007)

• The Commonwealth Fund/Qualis Health 
Medical Home RFP

• Medicaid Medical Home Demonstration



(some) Elements of a Medical Home( )
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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.
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Past:  Heroism in the face of multiple 
llillnesses

• Multiple diseases increase risk and p
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
l b ‘ bl ’quality scores but worse ‘preventable’ 

hospitalizations

Bodenheimer, JAMA;C. Boyd, JAMA; Wolff, JAGS; Dorr, JAGS



Results from targeted redesignResults from targeted redesign

Fields, 2010, Health Affairs



Breakdown of costs from group healthBreakdown of costs from group health



Results from CM+
I CM Odd f d i d d b 20 40%In CM+, Odds of dying were reduced by 20‐40%.

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)

at 1 year 6.2% 10.6% -4.4%

Deaths at 2 years 12.9% 18.2% -5.3%

Dorr, JAGS, 2008



Reduction in hospitalizations from CM+
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Intervention: Care Management Plus 
fills in core gaps

Larger infrastructure: Electronic Health Record, quality focus



Care management varies in intensity and function 
f diff t l ti d dfor different populations and needs

Most intense
(e.g., Homeless,
Schizophrenia) 

< 1% of population
Caseload 15-45

Intense
Complex illness

Multiple chronic diseases
Other issues (cognitive, frail elderly,

3-5% of population
Caseload 90 350

Care Management Plus     
Caseload 250-350

social, financial)

Mild-moderate

Caseload 90-350Caseload 250 350        

Well-compensated multiple diseases
Single diseases

50% of pop.
Case
load ~1000



Model consistenciesModel consistencies

• Care coordinator / care managerCare coordinator / care manager

• Integration with primary care team

d• Improved access

• Access to real‐time, population‐based data

• Effective incentive payments

Fields, 2010, Health Affairs;  Peikes, JAMA, 2009; 
Brown, NYAM/SWC, 2009



Required but not sufficient: “Hello, 
”Computer”



Most EHRs, as implemented, STILL don’t have 
h f ithese functions

Additional Care Management elements requested from 7 
teams with EHRs

25

30

teams with EHRs

15

20

0

5

10

0

Behkami, Proc AMIA, 2009



InsufficienciesInsufficiencies

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

• Incentives• Incentives

• Encoding dysfunctional processes

• Acculturation and tradition

• The installed tool doesn’t fit the picturep



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

OHSU (9 teams)

Intermountain (16)

PeaceHealth (20)

Klamath Open Door

Colorado Access (16)

Daughters of Charity (5)

HealthCare Partners



Challenges in disseminationChallenges in dissemination
• Studies done in integrated delivery settings, 
but many in your community don’t practicebut many in your community don t practice 
there.

l• Aligning incentives

• Dissemination is a process of moving toward a 
goal, but every team needs to make their own 
way there… OR

Happy families are all alike; every unhappy family is unhappy 
in its own way. Leo Tolstoy, Anna Karenina



Implementation is a process
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)IT assessment)

Enrollment
-Hire a Care Manager

-Sign a contract
Register for training

Training
-1-2 days in person

- 8 weeks online/distance
Implementation/

Follow-up
-Continued follow-up

-Evaluation (success of-Register for training

IT 
implementation

-Evaluation (success of
Program, barriers to 
Implementation, etc)



Readiness Assessment

PROVIDERS CARE MANAGERS

SITES
Anonymous

Reimbursement

Capitation case rate

11 MDs (4 Clinic, 6 Hospitalists, 1 
Cancer Center); 25 RNS; 1 LPN; 
10 PT/OT/STs; 1  wound specialist; 
1 Cancer Center patient navigator

1 CM
No P4P

POPULATION SEEN:
100% Complex Patients

Chronic Illness / Delivery
C C S CChronic Care Model; SBAR; Care Transitions; teleheath monitoring; 
Stanford Group Model –Kate Lorig (several Leaders and Trainer);  
CDE’s do Diabetes Education groups outpatient. Plans to increase 
group offerings for COPD & CHF & Advanced PHR.  Plan to use 
patient activation measure to assess self-management needspatient activation measure to assess self management needs

Information Technology:
EHR – Meditek 4.2e & Meditek Client Server & PTCT Live Clinical 
Model
Practice Management System Centricity live in late April 2010;Practice Management System – Centricity –live in late April 2010;

Olympic Medical Centers



Meaningful Use of Health Information 
Technology categories as a guide to 

organize HIT usesorganize HIT uses

• Improving quality & safety & reducingImproving quality & safety & reducing 
disparities

C C di i• Care Coordination

• Population Managementp g

• Patient & Family Engagement



Care 
coordination:coordination: 
population
TicklerTickler

Remind about 
communication 

tasks

Facilitate the nuts 
and bolts of 
teamwork



Tracking workflow: priorities and 
automation



Population management: Proactive 
and focus on risks

Population registries usually 
focus on disease Risk listsfocus on disease

• Improve disease‐specific 
indicators

Risk lists

• Less effective at overall 
improvement (utilization)

k f h l• Risk stratification may help 
(Dorr et al, JAGS, 2006)…

• But must deliver to thoseBut must deliver to those 
who need it!



Interactive Quality ImprovementInteractive Quality Improvement



Individual
S i ti Chronic conditions

Patient & family 
engagement:Summarization

Medications

Chronic conditionsengagement:
Health 
Information 

All i

Preventive care summary

summary sheet 
reminds but does 
not direct.

Allergies
Functional status

Pertinent labs

Preventive care summary

Wilcox, Proc of 
AMIA Symp

Pertinent exams

AMIA Symp, 
2005

Passive reminders
Organized by illness



Unique opportunities for BEACON 
communities

• Advanced exchange of information at baselineAdvanced exchange of information at baseline 
– solve accuracy and completeness sooner

• Never lose sight of the end goal improved• Never lose sight of the end goal – improved 
patient outcomes

C ll b i i d l• Collaborations required, move to leverage

• Real implications of reform can be 
transformed by your results
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Thank you!Thank you!

• dorrd@ohsu edudorrd@ohsu.edu

l• www.caremanagementplus.org


