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Presentation Objectives

» Describe the origins of the Chronic Chronic
Care Model (CCM)

* Describe current use of the CCM

» Consider how to use the CCM at the state
level

12/19/11



Origins of the CCM
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GroupHealth

Model Development 1993 --

Initial experience at GHC
Literature review
RWJF Chronic lliness Meeting -- Seattle

Review and revision by advisory committee of
40 members (32 active participants)

Interviews with 72 nominated “best practices” ,
site visits to selected group

Model applied with diabetes, depression,
asthma, CHF, CVD, arthritis, geriatrics, prevention

Translated and adapted
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Timeline for Care Model
Development

1993 1998 2002 2008
1996 2001 2003

Early publication on care delivery
for chronic condifions

EVIDENCE-BASED, PLANNED CARE

PRACTICE PATIENT EXPERT
REDESIGN EDUCATION SYSTEM INFORMATION
* Appointments ¢ Self-Management * Provider educsti * Remind
* Roles ¢ Behavioral change * Decision support * Outcomes
* Follow-up * Psychosocial supp * Consuleaci + Feedback
¢ Care planning

* Patient participation

FIG. 1. Improving outcomes in chronic illness.

Wagner et al, Milbank Quarterly 1996
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Chronic Care Model

Prepared,
Proactive

Informed,
Activated
Patient

Self-management support

* Help patients understand their important role in
managing their health

+ Use effective self-management support strategies that
include goal setting, action planning, problem solving
and follow up.

+ Organize internal and external resources to provide
ongoing self-management support to patients.




Delivery System Design

Develop a multidisciplinary team that optimizes the role
of each member in clinic & community

Use planned interactions to support evidence-based
care

Provide clinical case management services for
complex patients

Ensure regular follow-up by the care team

Give care that patients understand and that fits with
their cultural background

Improve efficiencies and access

Decision support

Embed evidence-based guidelines into daily clinical
practice

Share evidence-based guidelines and information with
patients to encourage their participation

Use proven provider education methods
Integrate specialist expertise and primary care
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Clinical Information System

Identify relevant subpopulations for proactive care
Facilitate individual patient care planning

Provide timely automated reminders for providers and
patients

Share information with patients and providers to
coordinate care

Monitor performance of the team and care system
Use data at the point of care

Health Care Organization

Visibly support improvement at all levels of the
organization, beginning with the senior leader

Promote effective improvement strategies aimed at
comprehensive system change

Develop agreements that facilitate care coordination
within and across organizations

Create an optimal “Medical Home” that is the center of
the healthcare system

Develop workforce to support transformation
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Community

Encourage patients to participate in effective
community programs

Form partnerships with community organizations to
support and develop interventions that fill gaps in
needed services

Advocate for policies to improve patient care and
confidence

Promote community involvement in strategic planning
and improvement activities

Understand and fix access barriers to interactions/
relationships over time
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What's it look like for a
persone
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BC’s Expanded Chronic Care Model, 2002

http:/ /www.healthservices.gov.bc.ca/cdm/cdminbc/chronic_care_model.html
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Adding the policy level
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Patients and Families

Better Outcomes for Chronic Conditions

WHO, 2002
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Proposed Uganda Chronic Care Model

Health Care
Community Organization

*Raise awareness and reduce *Promote continuity and coordination
stigma *Encourage quality through
*Encourage better outcomes leadership and incentives
through leadership and support +Organize and equip health care
*Mobilize and coordinate teams
resources *Use information systems
*Provide complementary +Support self-management and
services : Prevention

Better Outcomes for Chronic Conditions

Evidence in Support of
the CCM

Cochrane diabetes review (Renders et al, 2001)
supported four clinical elements

Bodenheimer et al review (JAMA, 2002) used case
studies and review of 39 studies

Coleman et al (Health Affairs, 2009) studies referring
to CCM since 2000

Improving Chronic lliness Care Evaluation
www.rand.org/health/projects/icice.html
Assessment of Chronic lliness Care (Bonomi et al,
Health Services Research, 2002)

Patient Assessment of Chronic lliness Care (Glasgow
et al, Medical Care, 2005)
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Where did the medical home

come from?@

Dates redesign activity Oweeéneﬁ/ ((—:-:gtrsein
1960-1969 | iGien, PO EHR | Medicare & Medicaid
el e e
1980-1989 racty USPSTF
ot | mepconccn | mie et
20002009 | n EOTOtes ies | Medicare part D

Kilo & Wasson, Health Affairs, 2010, Practice Redesign and the Patient-Centered Medical Home: History, Promises

and Challenges
°

Model Amalgamation

IDCOP

CCM

Chronic Care Model
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the Triple Aim

The Triple Aim, www.ihi.org

What can a state do?

+ Collaborative
improvement efforts in

partnership

o condition-specific
collaboratives

o PCMH (recent Commonwealth
report by Kaye et al)

o prevention

» Support for EB

programs

o Chronic Disease Self-
management Program

« Policy changes
» Support the Triple Aim

12/19/11
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Exhibit 1. The states shown in red have dedicated resources to advancing medical homes
for Medicaid and/or CHIP enrollees between January 2006 and September 2011.

Kaye et al, 2011 The Commonwealth Fund

Is geographic improvement possible?
Indiana

Health Commissioner and Medicaid Director to
improve care for 80,000 chronically ill Medicaid
recipients

State leadership and money creating a Medicaid care
system

Statewide Collaborative Program PLUS

-call center

-community-based nurse care managers linked to
practices

-statewide Web-based patient registry

-registry updated with claims data

-collaboratives

-embedded RCT

Reported cost-savings to the Governor

courtesy of Mike Hindmarsh hindsighthealthcare@rogers.com °

12/19/11
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Is geographic improvement possible?
North Carolina

« State leadership and money has created a visionary
Medicaid care system

* Measurement system, Guidelines, Physician
networks, Care Managers, Collaboratives

» Financial rewards for participating
» Early results promising

+ Plans to extend to include all patients regardless of
insurance coverage

° courtesy of Mike Hindmarsh hindsighthealthcare@rogers.com °

Is geographic improvement possible?
Washington State

Home | Contact Us | Participant Log In

*Diabetes Healtﬁ AII‘Ignce

S U rvei | | O n C e Services Join Us In the News Useful Resources About Us p—

*Regional
Collaboratives ‘ 5. e e

eStandard ‘

Better Care. Healthier People. Affordable Costs.

g U id e | i n es & The Puget Sound Hehakh A\har::f wsna regu:na\ Drarlt:ershln mvn\w‘ng employers, physicians,

fi il e of health cz cost ss King 2

payment ‘
reform

eLaid

groundwork
for PSHA

° courtesy of Mike Hindmarsh hindsighthealthcare@rogers.com °
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Is geographic improvement possible?

Pennsylvania
NEWS ¢ NEWS ¢ NEWS ¢ NEWS ¢ NEWS *Started at the

‘@ National
orrcs oz mas Govensan Governors

Govemor’s Press Office + Room 308, Main Capitol Bulding ¢ Haisburg, PA 17120 ASSO C i O Ti O n

® 717-783-1116 (Phone) ¢ 717-772-8462 Fixd)
EDWARD G. RENDELL, Governor

FOR IMMEDIATE RELEASE: CONTACT:
Sept. 17,2007 Chuck Ardo

7783 1116 *All the mOjor
v players at the

GOVERNOR RENDELL APPOINTS MEMBERS TO CHRONIC table
CARE COMMISSION AS PART OF HIS PRESCRIPTION FOR
PENNSYLVANIA
HARRISBURG - Governor Edward G. Rendell has appointed 37 Pennsylvanians to a cormission b4 T I m e | I n e &

that will work to irqprove how Pennsylvanians with chronic disease receive health care in the
future. The initiative is part of the Govemor’s Prescription for Pernsylvania health care reform b d .I- .I- k
iy udget to make

“bout 78 percent of all health care costs in Pennsylvania are attributable to 20 percent of all .I. h

patients - these with chronic diseases,” Governor Rende1l said “The merdbers of this Chronic Care | a p p en
ission will be for developing the process to effectively manage

chronic disease across the state. We can’t reduce the occurrence and cost of chronis diseases

without aggressively addressing prevention, defection and treatment in a comprehensive, pro-active

way.
° courtesy of Mike Hindmarsh hindsighthealthcare@rogers.com °
lonse
Questionss
° [ ]
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Resources

«  WWwW.improvingchroniccare.org
o« www.commonwealthfund.org

Thank you!
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