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Last year, Dr. Gerard Anderson said

“Disease management and care “Disease management and care 
coordination programs lack a factual basis coordination programs lack a factual basis 
for treating people with multiple chronic for treating people with multiple chronic 
conditions”conditions”

(G. Anderson, (G. Anderson, AcademyHealthAcademyHealth Annual Research Meeting Annual Research Meeting 
2005, Boston, MA, slide 2)2005, Boston, MA, slide 2)



We say,

Some Some programs now have a factual basis for programs now have a factual basis for 
treating patients with multiple chronic treating patients with multiple chronic 
conditions.conditions.

Like the one discussed here (Care Like the one discussed here (Care 
Management Plus)Management Plus)

But only for certain patient populations But only for certain patient populations 
(diabetes with other conditions).(diabetes with other conditions).



Case study

Ms. VieraMs. Viera
a 75a 75--yearyear--old woman old woman 
with diabetes,with diabetes,
systolic hypertension, systolic hypertension, 
mild congestive heart failure, mild congestive heart failure, 
arthritis and arthritis and 
recently diagnosed dementia.  recently diagnosed dementia.  



Ms. Viera and her caregiver come to clinic 
with several problems, including

1.1. hip and knee pain, hip and knee pain, 
2.2. trouble taking all of her current 12 trouble taking all of her current 12 

medicines, medicines, 
3.3. dizziness when she gets up at night, dizziness when she gets up at night, 
4.4. low blood sugars in the morning, and low blood sugars in the morning, and 
5.5. a recent fall.  a recent fall.  



Ms. Viera’s office visit

And Out in the hall:And Out in the hall:
6.6. The caregiver confidentially notes he is The caregiver confidentially notes he is 

exhausted exhausted 
7.7. money is running low for additional money is running low for additional 

medications. medications. 

How can Dr. Smith and the primary care How can Dr. Smith and the primary care 
team handle these issues?team handle these issues?

And still provide high quality care?And still provide high quality care?



We are not doing well…
56% success rate with chronic illness quality 56% success rate with chronic illness quality 
measures, declines as # of chronic illness increases measures, declines as # of chronic illness increases 
[[McGlynnMcGlynn, others], others]

Improvement in care for the chronically ill could Improvement in care for the chronically ill could 
save billions of dollars (theoretically) save billions of dollars (theoretically) [[HillestadHillestad, , 
WennbergWennberg]]

Partial solutions exist
Care, case and disease management models 
address various aspects of the issue

Usually completely general or specific (each 
disease independently)
More frequent with capitated or single payer



Care Management Plus is a 
comprehensive solution.

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

In 7 13 primary care clinics at Intermountain Healthcare

Larger infrastructure: Electronic Health Record, quality focus
Primary Care Clinical Programs: sets standards, teams adhere



The right people on the team with the right 
training is a core principle.

PatientsPatients are taught to selfare taught to self--manage and have a manage and have a guideguide
through the system.through the system.

Care managersCare managers receive special training inreceive special training in
Education, motivation/coachingEducation, motivation/coaching
Disease specific protocols (Disease specific protocols (all staff includedall staff included))
Care for seniors / Caregiver supportCare for seniors / Caregiver support
Connection to community resourcesConnection to community resources

Our care managers are currently all RNs; other Our care managers are currently all RNs; other 
models are possible.*models are possible.*



Technology helps the team plan and enact 
high quality care.

Care management tracking database with Care management tracking database with 
protocols and population supportprotocols and population support

Available free of charge (requires MS Available free of charge (requires MS 
Access)Access)
Training manualsTraining manuals

Patient worksheet (summary sheet)Patient worksheet (summary sheet)
Dosage expertise / specificationDosage expertise / specification

www.www.intermountainhealthcareintermountainhealthcare.org/.org/cmtcmt//



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 Seniors

ALL 22,899 9,434

Following evidence-
based protocols

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

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%)

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



Impact of Care Management

Effectiveness and timelinessEffectiveness and timeliness
Diabetes + Diabetes + ComorbiditiesComorbidities

Dorr et al. 2005. Impact of Generalist Care Managers Dorr et al. 2005. Impact of Generalist Care Managers 
on Patients with Diabetes. on Patients with Diabetes. Health Services ResearchHealth Services Research, , 
40(5): 1400 40(5): 1400 –– 2121

Death and hospitalizationsDeath and hospitalizations
Efficiency and satisfactionEfficiency and satisfaction

Physician and patient experiencePhysician and patient experience
ProductivityProductivity



Study design – death and 
hospitalization

Retrospective matched cohort study of Medicare Retrospective matched cohort study of Medicare 
enrolleesenrollees
Outcomes:Outcomes:

DeathDeath
Hospital admissionHospital admission
Admission for Preventive Quality Indicators Admission for Preventive Quality Indicators 
conditioncondition

Multivariate logistic and negative binomial regressionMultivariate logistic and negative binomial regression
1,144 CM patients matched to 2,288 control patients 1,144 CM patients matched to 2,288 control patients 
(1:2);(1:2);

Subanalysis: complex diabetes (comorbid, advanced Subanalysis: complex diabetes (comorbid, advanced 
illness) 551 CM; 1102 controlillness) 551 CM; 1102 control



Demographics

OutcomeOutcome CMCM ControlControl
Age  Age  mean (SD)mean (SD) 76.2 (7.2) 76.2 (7.1)
% Female% Female 64.6% 64.6%

Chronic illnessesChronic illnesses
2 or more2 or more
3 or more3 or more

75.6%
48.5%

73.4%
46.6%

% Caucasian% Caucasian 94% 96%

Hospital admit last yearHospital admit last year 22.5% 22.5%

… including diabetes… including diabetes
2 or more2 or more
3 or more3 or more

92.1%
65.5%

91.4%
62.4%



All patients: outcomes

OutcomeOutcome CMCM ControlControl
DeathDeath
total at 1 yeartotal at 1 year
total at 2 yearstotal at 2 years

6.5%*
13.1%*

9.2%
16.6%

HospitalizationHospitalization
total at 1 yeartotal at 1 year
total at 2 yearstotal at 2 years

22.2%
31.8%

23.1%
34.7%

PQI HospitalizationPQI Hospitalization
total at 1 yeartotal at 1 year
total at 2 yearstotal at 2 years

4.7%
8.9%

5.3%
8.7%

* p<.05 versus controls



Deaths: diabetes +
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Admissions: diabetes +
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PQI Admissions: diabetes +
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Opportunities and challenges

Matching very difficult with selection biasMatching very difficult with selection bias
Patients with diabetes better matchedPatients with diabetes better matched
Others frequently referred in ‘crisis’: difficult Others frequently referred in ‘crisis’: difficult 
both to match and change trajectoryboth to match and change trajectory

What helps clinics succeed?  Size, redesignWhat helps clinics succeed?  Size, redesign
Policy bottom linePolicy bottom line: not all populations may : not all populations may 
respond equally; must learn respond equally; must learn 

to focus on key populations (reduce morbidity, to focus on key populations (reduce morbidity, 
mortality, and cost); andmortality, and cost); and
to understand other needs (aids productivity to understand other needs (aids productivity 
and satisfaction).and satisfaction).



Phase 2: Dissemination

Disseminate the program to Disseminate the program to 
Primary care practices (6Primary care practices (6--10 physicians 10 physicians 
optimal)optimal)
Health systemsHealth systems

Curriculum, Technology availableCurriculum, Technology available
www.intermountainhealthcare.org/cmt/www.intermountainhealthcare.org/cmt/

Focus program to achieve greatest benefitFocus program to achieve greatest benefit
ReferralReferral

http://www.intermountainhealthcare.org/cmt/


Thank you! & Questions?

David DorrDavid Dorr
dorrddorrd@@ohsuohsu..eduedu
Laurie Burns Laurie Burns –– Project Manager Project Manager 
Laurie.burns@Laurie.burns@intermountainmailintermountainmail.org.org
Thanks to Adam Wilcox, Cherie Thanks to Adam Wilcox, Cherie BrunkerBrunker, , 
Paul ClaytonPaul Clayton
http://www.http://www.intermountainhealthcareintermountainhealthcare.org/.org/cmtcmt//

mailto:Laurie.burns@intermountainmail.org


Pertinent labs

Preventive care summary
Medications

Chronic conditions

Pertinent exams

Passive reminders
Organized by illness

Patient 
summary 
sheet=
Patient 
Worksheet



Managing
Care of 
Complex
Populations=
Encounter 
Tickler



CMT database - example



Curriculum Content
Topical Area Delivery Strategy Methods

Orientation, Role, 
Technology training

~10 hours in person 
(divided)

Power point 
presentation; Case 
examples, role 
playing

Managing Chronic Illnesses
Mental Health Issues
Senior Patient Management
Patient Coaching

On-Line (~10 
hours, divided)
Case studies

Asynchronous and
Synchronous faculty 

discussion.
Posted power-point 

slides.
Community Resource 

Acquisition
Final Case Study (See 

evaluation)

In-Person Seminar Internet search 
activities

Case Study 
Presentations
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