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Context and Background

 Electronic connectivity between Medical Homes
and other providers is a critical component of the
Infrastructure for care coordination (CC)

* Business processes, staffing requirements,
communication protocols between MHs and
specialists are lacking or poorly defined

« A common definition of “Care Coordination”
across practices is just beginning to emerge
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e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

* Objective: To develop and test operational prototypes of
Intra and inter-practice care coordination

« Target: Complex patients with type 2 diabetes and
cardiac comorbidities cared for by a PCP and a
cardiologist

« Setting: EHR-enabled medical home settings and non-
affiliated cardiology practices

« Tools: Electronic health records and other e-health
technologies to enhance care coordination




e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

 Development Goal: To write technical specifications for
a care coordination decision support tool generic to any
electronic health records environment

« Metrics: To develop a set of metrics that specifically
captures processes and intermediate outcomes of care

coordination

 Knowledge transfer: To develop a strategy to
disseminate lessons learned to other audiences

THE
F(»RUMT1




What is Care Coordination?

“Care coordination is a function that helps ensure
that the patient’'s needs and preferences for health
services and information sharing across people,
functions, and sites are met over time.
Coordination maximizes the value of services
delivered to patients by facilitating beneficial, safe,

and high quality patients’ experiences and improved
health care outcomes.”

National Quality Forum
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What Are the Domains

of CC?

1. Healthcare home

2. Proactive plan of are and follow-up

3. Communication
4. Information systems

5. Transition of care hand-offs

National Quality Forum
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What is a Medical Home?

“The medical home is defined as an approach to providing
comprehensive primary care... that facilitates partnerships
between individual patients, and their personal providers,
and when appropriate, the patient’s family. The provision of
medical homes may allow better access to health care,
increase satisfaction with care, and improve health.”

Joint Principles of the Patient Centered Medical Home
(March 2007)
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http://en.wikipedia.org/wiki/Primary_care
http://en.wikipedia.org/wiki/Patient
http://en.wikipedia.org/wiki/Provider

e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

Cardiologist
» Knows patient’s medical home
» Responds to specific requests
« Keeps updated care plan
(including
between visits changes)
Communicates with medical

Medical Home

» Partners with patient
and families

» Crafts and oversees
care plan

* Knows all others
treating patient

» Defines specialist roles

* Reconciles medications
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e-Medical Homes and Care

Coordination:
The Gap Between Theory and
Practice
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Our method for identifying and filling
gaps in actual coordination.

 Translate conceptual domains of CC into

specific activities ->metrics
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Metric Development--Examples

A Healthcare home

B Proactive plan of care

C Communications

| Mewic | Type | Daa____ | Source _

B1 Use of care plans

B3 Provider team
names and roles

C3 Out-going clinical
information

D2 Referral tracking

D Information systems

E Transitions and Hand-offs

Process % of records with NCQA PCMH
care plans
Process % of visits w/ Developed for

names & roles

Structure % of referred
patients w/ info

Structure Process in place

THE
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e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

Two testing sites with different:
* needs for care coordination
¢ Size
* patient mix
 staffing levels
 style of practice
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e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

Large association of practices serving 9 counties . Twelve locations throughout the state
More than 500 providers . Over 80,000 patients including over 2,000 adult

Practice sizes range from Solo to more than100 patients with type 2 diabetes.
providers . Fifty-five percent are Hispanic in the agency’s two
FQHC/Private Practice/Hospital Owned largest centers (CHC New Britain and CHC Meriden

237 primary care providers have achieved NCQA *  Atthe time no plans for NCQA MH accreditation
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Our method for identifying and filling
gaps In actual coordination.

* Develop detailed patient flow diagrams
linking primary care sites and cardiology

practices.
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Referral -- Current

parate
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Our method for identifying and filling
gaps In actual coordination.

Throughout intervention period
v" Validate appropriateness and utility of CC

metrics

v Record policies and procedures related to implementation of CC routines
v Describe roles and responsibilities of providers, staff and care
coordinators

v Develop business specs for care coordination decision support tool

v' After 6 months re-score CC metrics
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Our method for identifying and filling
gaps in actual coordination.

« Using the metrics as guidance identify
gaps in CC and design process
Improvements or structural changes

needed to reduce or eliminate CC gaps.
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Assembling Care Coordination

Active partnership with patient
Workflows

Staffing and roles
Care planning
Business issues
Enabling technology
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Assembling Care Coordination

Sixty patients for each site, with type 2 diabetes and heart disease.
Data collected before and after six-month demonstration period.
Multi-model data collection methodology

— 30 care coordination metrics

— Number of recorded referrals was too small to measure.

— Examined patients’ EHRs, attachments to electronic records,
manual registries and separate scheduling systems.

Care coordinators from each site provided anecdotal accounts of
how patients benefitted from care coordination.

PCPs and cardiologists from each site interviewed before and after
demonstration period.

23
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Key Findings

During six months, improvements in:

Care planning
Content of manual communications

Intra-office coordination

More advanced and effective use of EHRS
Stepped-up patient coaching

Substantive upgrades in referral requests to specialists
Enlarged nursing role

Information sharing with patients and families
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Key Findings

¢

Intra-office coordination moved much more than
Inter-office coordination

> 2
-

Commumey Health Center, Inc.

Onsite coordinator changed Central coordinator changed EHR and
patient care directly: care team: systematic and
nimble and individualized sustainable

26
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Key Findings

Commumdy Health Center, Inc.

« Mature medical home processes and high scores on many of the
CC metrics at baseline, including medication reconciliation

* Improved processes:
— adopted a common referral form for cardiology

— raised the percent of referrals that included specific instructions
to cardiologists

« Changes produced increase in:
— Rates of information given to the patient at each visit
— Care goals set
— Goals signed off by providers and patients, and

— Summaries received by primary care physicians from
cardiologists
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Key Findings

Started at a different baseline on systematic processes; it made
Improvements in:

— Setting care goals

— Reconciling medications

— Having patients and providers sign-off on goals

— Giving information to the patient

— Adoption of early MH-Cardiology care coordination

Improved the percent of patients whose cardiologist summaries
were received by the primary care physician.
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e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

| essons Learned
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Lessons Learned About Care Coordination

)

Patients: Stratifying the most complex may make CC affordable

Medical Home Communication Specialist
CC includes care « EHRs make CC  Clinical integration
planning tool possible, in part (cardiology- diabetes)
You can engage the * People still move needs new tools and
patient data between EHRs mind set
Workflow trumps IT « Additional EHR * Need incentives to
Nurses make CC work functionalities “wish coordinate with PCP
list”
THE -

F(pRUM T
A 4 SEPT. 7-9, 2011 + SAN FRANCISCO



Lessons Learned About Care Coordination

Initiating change is a major task in itself
— Care coordination processes not built or fully utilized
— Some providers had to be convinced

Most significant improvements were building foundations of care
coordination, including identification of “principal care team”, care planning
tools, and medication reconciliation

Smaller improvements in inter-office coordination between PCPs and
cardiologists

EHRs have some CC functions but need more and easier ones

Presence of a care coordinator improved information transfer and patient
engagement

Care coordination is fully nurse dependent (with physician support).
— Adistinct and separate function from nursing
— More than a physician function within medical home

33
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Lessons Learned: Care Coordination Barriers

Lack of incentives and bridging technology for cardiologists to use
Care Plan Summaries they perceived as not important to the
cardiac condition.

Cardiologists thought information about diabetes in Care Plan
Summaries was not helpful.

Care Coordination requires ongoing explicit three-way
communication between patient, PCMH and cardiologist.

PCMH Patients Cardiologists
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e-Medical Homes and Care Coordination:
The Gap Between Theory and Practice

Questions & Answers

35
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