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Medical Home Model
H lth t t ith ti t & i t

Access to / Continuity of Care Performance

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

Access to / Continuity of Care
Personal team; interaction 

policies

Performance 
Measurement

Audit and Feedback
Accountability

Care Management
Coherent longitudinal plan with 

patient, family and caregiver
Health Information 

Technologypatient, family and caregiver
Culturally sensitive

Technology

Med Home Resources
National Committee for 

Monitoring
Tracking
Follow-up

Population Management
Quality improvement

Quality Assurance(NCQA 
Recognition), AAFP,  AHRQ, 
Regional Ext Ctr: 
HealthInsight, ACP, AMA, 
Meaningful Use  $



Care Management Plus fills in core gaps in manyCare Management Plus fills in core gaps in many 
clinics through a proactive, flexible system.

In 182 clinics and health care settings …In 182 clinics and health care settings …

Teamwork and culture Surrounds ALL



Care management varies by 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 

ld l
3-5% of population
Caseload 90 350

Care Management Plus     
Caseload 250-350 elderly,

social, financial)
Caseload 90-350Caseload 250 350        

Mild-moderate
Well-compensated multiple diseases

Single diseases

50% of pop.
Case
load ~1000



In all 4 735 patients (1 582 seniors) were seen in 2004 05
What services does Care Management Plus provide?
In all, 4,735 patients (1,582 seniors) were seen in 2004‐05, 

receiving 22,899 services (9,434 for seniors).

Service category All patients SeniorsService category All patients Seniors
ALL 22,899 9,434

F ll i id b d 12 955 (56 6%) 4 421 (46 9%)Following evidence-based 
protocols

12,955 (56.6%) 4,421 (46.9%)

General education 6 808 (29 7%) 2 252 (23 9%)General education 6,808 (29.7%) 2,252 (23.9%)

Communication 6,789 (29.7%) 4,199 (44.5%)

Motivating patients 6 243 (27 3%) 2 247 (23 8%)Motivating patients 6,243 (27.3%) 2,247 (23.8%)

Social issues / barriers 8,221 (35.9%) 3,608 (38.2%)

Dorr et al JGIM 2007Dorr et al, JGIM 2007



Guideline Adherence: ResultsGuideline Adherence: Results

Outcome Odds RatioOutcome Odds Ratio

Overdue for HbA1c test 0.79*Overdue for HbA1c test 0.79

HbA1c Tested 1.42*

HbA1c in control (<7.0) 1.24*

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



In CM+, Odds of dying were reduced significantly., y g g y

Variable Time CM+ Control Difference

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

at 1 year 6.5% 9.2% -2.8%

Deaths at 2 years 13.1% 16.6% -3.4%

Diabetes (N=557) (N=1114)( ) ( )

Deaths

at 1 year 6.2% 10.6% -4.4%

at 2 years 12.9% 18.2% -5.3%

Dorr, JAGS, 2008

Deaths at 2 years 12.9% 18.2% 5.3%



Odds of admission (any cause) were 
reduced by 27‐40%.

50%

40%

50%

OR=0.56; p=0.013

20%

30%
CM
CTL

OR=0.65; p=0.036

10%

20%

0%
In One Year In Two Years



Physicians were more efficient through better 
documentation a slight increase in visits and adocumentation, a slight increase in visits, and a 

change in practice pattern.

• Physicians who referred 
to care managers: Nonuser Users

Care Manager

8% more productive

• Than peers in same 
li iclinic

Dorr, AJMC, 2007



The Agency for Healthcare Research g y
and Quality, AHRQ Mission

• 1 of 12 agencies within the U.S. Department of 
Health and Human Services. 

• AHRQ is dedicated to improving the Quality, Safety, 
Efficiency, and Effectiveness of health care for all 
Americans

• Information from AHRQ's research helps people 
make more informed decisions and improve the 
quality of health care services.



AHRQAHRQ

• CM+ will be included in AHRQ’s 2010 National 
Healthcare Quality Report (NHQR) and National 
Healthcare Disparities Report (NHDR)

• Documents current trends in effectiveness of 
care, patient safety, timeliness of care, patientcare, patient safety, timeliness of care, patient 
centeredness, and efficiency of care



Goals to manage in the Medical Homeg
Goals Example elements

Access to and Continuity of 
Care

Respond to needs for 
appointments and 
communicationcommunication

Patient Monitoring Assess and track; provide self‐
management supportg pp

Care Coordination / 
management

Care planning; Coordinate 
information / referrals

Population Management Identify 3 populations of 
interest; use guidelines

Adapted from the CMS / NCQA criteriaAdapted from the CMS / NCQA criteria



Components: TEAM READINESSp
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 thePatients are taught to self‐manage and have a guide through the 
system.

Care managers receive special training in
Ed i i i / hi• Education, motivation/coaching

• Disease specific protocols Care for seniors / Caregiver support
• Connection to community resources
Providers / Other Staff:
• Need to participate in protocol development/ implementation 

/ adaptation/ p
• Need to learn about care management (usually from the care 

managers)



An opportunity
f lif i idfor life‐saving aid …

In your clinic, you see Mr. R
ld ha 74‐year‐old man with

diabetes, hypertension, coronary artery 
di d th itidisease and arthritis.  



Let Mr. R tell you about care management …Let Mr. R tell you about care management …

• Video presentation 



Team help: Care Manager and Mr. R
The team (including the patient) recognizes and refers…

The care manager then
• assesses patient’s readiness to change, 
disease states, cognitive status, safety 

• prioritizes cognition / depression, social issues 
and disease states

• co‐creates a care plan
• facilitates that care plan 
• documents progress
• communicatescommunicates
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Dissemination: to  182 clinical teams

OHSU (9 teams)VAs

SEARHC

Intermountain (16)

PeaceHealth (20)

UU

Klamath Open 
Door Colorado Access (16)

Daughters of Charity (5)

HealthCare Partners



Care Management Plus Dissemination
9 T i i * f S b 2006 J 20119 Trainings* from September 2006 – January 2011

Leaders Care ManagersLeaders

• 114 trained
– Includes 24 physicians

Care Managers

• 209 trained
RN 72%

APRN 3% 

LPN 5%

Nurses Total 80%Nurses Total    80%

Social Work     15%

*Over 5,000 hours of continuing
education awarded-
ANCC & AMA CME

Medical Asst.    3%

Other 2%



Steps to Implementation

Initial Contact
(email, phone call, 

conference meeting)

Training (goal oriented, skills based: 

Introduction
(In person visit or 

phone visit)

Readiness
Assessment

(fill out as much as possible)

Motivational Interviewing, geriatric 
assessment & chronic disease)
Conference:  8-12 hrs ANCC & CME
On-line modules:  24 hrs ANCC- weekly 
assignments: readings, case discussion, expert 

Plan for
Implementation

(Review Readiness 
Assessment,

IT assessment)

g g , , p
calls, elective modules, supplemental materials 
& resources    http://sakai.ohsu.edu
Course Facilitator: Liza Widmier
Course Director: Cherie Brunker

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)

Learning Community, 
monthly teleconferencemonthly teleconference



Medical Home Model
H lth t t ith ti t & i t

Access to / Continuity of Care Performance

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

Access to / Continuity of Care
Personal team; interaction 

policies

Performance 
Measurement

Audit and Feedback
Accountability

Care Management
Coherent longitudinal plan with 

patient, family and caregiver
Health Information 

Technologypatient, family and caregiver
Culturally sensitive

Technology

Monitoring
Tracking
Follow-up

Population Management
Quality improvement



Thanks! and questions?Thanks! and questions?
Contacts
David Dorr (PI)David Dorr (PI) 

503.418.2387    dorrd@ohsu.edu 

Kelli Radican (Project Manager)

503.494.2567    radicank@ohsu.edu

Cherie Brunker (co PI)

801.408.8616    cherie.brunker@imail.org

Liza Widmier (Course Facilitator)

801 529 8518 li id i @i il801.529.8518   liza.widmier@imail.org

Or visit www.caremanagementplus.org



Technology helps the team plan andTechnology helps the team plan and 
enact high quality care.

• Care management tracking

• Patient worksheet (summary sheet)

• Dosage expertise / specificationg p / p

• www.caremanagementplus.org



Population 
TicklerTickler

This is copyrighted under a CreativeThis is copyrighted under a Creative 
Commons license; the material cannot 
be sold or further copyrighted, but may 

be adapted and used in health care 
management.



Chronic conditionsPatient 
Worksheet

Medications

Chronic conditions

All iWorksheet

Preventive care summary

Allergies
Functional status

Pertinent labs

Preventive care summary

Pertinent exams
Wilcox, Proc of 
AMIA Symp, 
2005

Passive reminders

2005

Organized by illness
This is copyrighted under a Creative 
Commons license; the material cannot be sold or further copyrighted, but may be adapted and used in health care management.



Care Manager Training ObjectivesCare Manager Training Objectives
On successful completion of Training, the Learner will gain skills to:

• Teach patients with multiple chronic diseases• Teach patients with multiple chronic diseases 
to organize, prioritize, and implement 
suggested self –management strategiessuggested self  management strategies

• Identify barriers to care and intervene to 
overcome or eliminate these when possibleo e co e o e ate t ese e poss b e

• Coordinate resources to ensure that 
necessary services are provided at the most y p
appropriate level of care and at the 
appropriate time



Training Objectives ContinuedTraining Objectives, Continued

• Identify patient situations at‐risk forIdentify patient situations at risk for 
destabilization and intervene to eliminate 
the risk when possiblethe risk when possible

• Gather, interpret and use data to identify 
problems and trends and to demonstrate 
outcomes and cost‐effectiveness


