


Agenda

Topic Time Content
Introduction 30 Minutes
Care Team Model and Tedroles | 30 minutes A Define theteam-basedmodel ofcare
A Explainhow theteam-basedcaremodelimproves patient outcomes
A Identify how to apply these concepts in clinics when acting in the role of care team
member
Break 10 minutes
Care ManagemerRrocess 60 minutes A Define key components of the care management process and the impaeaon
basedcare
Outcomes 50 minutes A Identify, describe howeam-basedcare can impact outcomes measures
Lunch 45 minutes
Selecting Appropriate Codes to 60 minutes A Demonstrate the selection of appropriate billing codes for daily care team activities
PromoteSustainability to promote sustainability
Break 10 minutes
Putting it All together 60 minutes A Examine opportunities to integrate conceptsteAm-basedcare into own clinical
practice
WrapUp 30 minutes Intro to TeamBased Care V5 20210202




Welcome!
House Keepin
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Virtual Etiquette

Meeting participation:
A We will be using the raise your hand feature by clicking on the little iéunel

A Wewill be using chafunction
A Whenwe are taking breaks be sure not to leave the meeting but rather mute your au

and video
Environment:

A Be aware of your backgrounds to not be distracting.
A Position yourself in the light.

https://www.gend.co/blog/bestpracticetips-for-usingzoom



https://www.gend.co/blog/best-practice-tips-for-using-zoom

Michigan Institute for Care Management
and Transformation (MICMT)

Who We Partnership between University of Michigan and BCBSM
Are Physician Group Incentive Program (PGIP)

R The Michigan Institute for Care Management and Transformation will wc
Mission of with Physician Organizations to expand the provider delivered care

MICMT management model within outpatient primary and specialty care clinics t
Improve the experience of care, improve the quality of care, and decrea:

the cost of care for Michigan residents.
Mig&MT

Michigan Institute for Care Managem



Successful Completioimtroduction to TeamBased
Careincludes:

A Attendthe entire Introduction to TeanBased Care coursm-person orlive virtual
Attendance criteria:
ALT O0KS [SFNYSNI YAaaSa B on YAydziSaT GKS
need to retake the course.
ALT OKS [SFNYSNI YAaaSa f on YAydziSaT GKS
will need to review the missed course content located hérgps://micmt-cares.org/training
A If course is virtuat must attend by audio and video/internet

A Complete theMichigan Institute for Care Management and Transformation (MIGMilQ to TBC
post-test andevaluation.

A Achieve a passing score on the pdsst of 80% or greaterIf needed, you may retake the
post-test

You will have (5) business days
to complete the posttest.


https://micmt-cares.org/training

You will have 5 business days to complete the pédest to earn your Nursing or Social Work GEs
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Intro to TeamBasedCare
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Introduction to TeamBasedCare
Curriculum Development

A Please provide the following as an appropriate reference if you use this
material:

Adgal GSNAIIf o0F &aSR 2 TdamBaIedCar& Qurdey
developed through a collaborative effort by the following Michigan
organizations: BCBSM, Cure Michigan, IHP, MICMT, MICCSlI,
aSRbSUhYSXET bthX te¢LZI t NA2NAROGES

A Questions about using or replicating this curriculum should be sent to:
micmt-requests@med.umich.edu

A Please follow this link if you are interested in becoming an approved
trainer for this curriculumwww.micmt-cares.org



mailto:micmt-requests@med.umich.edu
http://www.micmt-cares.org/

Contact Us

For post test and materials:
micmt-requests@med.umich.edu

Click Here for Training Organizations

Intro to TeamBased Care V5 20210202
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Learning Outcome

Participants will be able to identify, in the BCBSM Provider Directed
Care Management program, the four clinical and utilization outcomes

measures expected to be impacted by care management.



Pre-Work

Completion of prework material

APrechecklist{orientation
elements document)

FLT @2dz RARY QU V20 pré&wodtPledse nakelsyfeQdrevieve ¢
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Introductions

AYour name
AYour discipline
AYour practice location

Intro to TeamBased Care V5 20210202




Group Activity: Question

2 KIFaQa Yzau AY
for you to learn today?
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TeamBasedCare

The provision of health services to individuals,
families, and/or their communities by at least two
health care providers who work collaboratively
with patients and their caregivers, to the extent
preferred by each patient, to accomplish shared
goals within and across settings to achieve
coordinated, higkhguality care.

https:// pcmh.ahrg.gov/page/creatingatient-centeredteam-basedprimary-care
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https://pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care

The Value ofleamBasedCare:
A Patient Perspective

mproved engagement and satisfaction for patient
mproved patient health and outcomes

Decreased visits to the emergency department and hospit
mproved ability to self manage

mproved ability to engage with the practice team

Value

o T o T I




The Value ofTeamBasedCare:
A Practice Perspective

Value

A
A
A
A
A

Im
m
m

proved
proved

proved

engagement of practice teams
patient services
patient outcomes

Decreased cost

Decreased burnout and turnover



The Value ofTeamBasedCare:
A Payer Perspective

A Payers support programs that demonstrate
Improved quality and lower overall costs of care.
These things realize health care savings for the

Val ue payers and the communities they support.

A Outcomes measures, such as Alc, BP, Inpatient
Utilization, and ED Utilization demonstrate
Improved quality and decreased cost of care,
making them ideal markers of a successful program.



Brief History of Chronic Care Model

MacColl
Institute for
Healthcare
Innovation

synthesized
scientific
literature in earl
1990s.

Intro to TeamBased Care V5 20210202

Robert Wood
Johnson
Foundation
funded a 9
month project
that resulted in management
an early versio programs in the
of the model. U.S.

reviewed and
compared

against leading

chronic illness

Panel of experts

Current Model
was published |
1998.
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The Chronic Care Model

The Chronic Care Model

Anorganized and planned approach to improving

patient and population level health:

A Identifies essential elements of a health care system
that encourage higiguality chronic disease care.

A Formalized change management process fosters
productive interactions.

A Informed patients take an active part in their care.

A Care team has resources, tools and expertise to
engage with the patient.

http://www.improvingchroniccare.org/index.php?p=Model_Elements&s=18
Intro to TeamBased Care V5 20210202
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Improved Outcomes

The Chronic Care Model

Patient/caregiveis successful with self
management of chronic condition(s).

A Improved/stabilized patient quality of life

A Reduced cost of health care

A Patient education: access to Specialty
practice, after hours who to call, a tool for
decision about ED utilization or not, action
plan for chronic condition Medication
adherence

A Regular testing and screening

A Healthier lifestyle choices

Health Systems
Organization of Health Care

Community

Resources and Policies

Self- Delivery Clinical
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Management System S::';:)orl: Information
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Developed by The MacColl Institute
X ACP-ASIM Journals and Books



Prepared, Proactive Practice Tean

The Chronic Care Model

A Patient information at time of visit
A Care team members available for visit
A Necessary equipment available

Community Health Systems

Resources and Policies Organization of Health Care

Self- Delivery P Clinical
Decision
= Management System Information
A Decision support Support Peiica Sepport

A Adequate time to provide care
A Care plan v. selfhanagement goal

Informed, Prepared,
Activated

Patient

Productive
' Interactions,

Al L4

Proactive \

Practice Team

Improved Outcomes

Developed by The MacColl Institute
£ ACP-ASIM Joumals and Books
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Informed, Activated Patient

A Understands disease process

A Understands prognosis

A Includes family and caregivers in
developing care plans

A Views the provider as a guide

A Manages daily care

Intro to TeamBased Care V5 20210202
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Productive Interaction

A Assess selhanagement skills and confidence

A Assess clinical status

A Tailor clinical management by stepped protocol

A Collaborative goal setting and problem solving
In a shared care plan

A Active, sustained followp with patient is
scheduled

Intro to TeamBased Care V5 20210202

The Chronic Care Model

Community Health Systems

Resources and Policies Organization of Health Care
Self-

De|ivery Decisi Clinical
Management System S::)l;::: Information
Support Design Systems

Informed, ~ ¢ —) ”/F;;;;;;ET\\\\
Activatec \ Product.n'e < Proactive
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Patient

Improved Outcomes

Developed by The MacColl Institute
£ ACP-ASIM Journals and Books
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PCMH and Chronic Care Model Alignment

Community
Resources and Policies

Self-
Management
Support

Centered Coordinated

Timely and Evidence-
Efficient Based & Safe

Services

= 25
Informed, — Y Prepared, \
, . Productive [ p s Praaiiih
Empowered Patient Int " roactive Practice |
- nteraction ,
and Pamnly/# O Team /
B e

Improved Outcomes

https://www.ahrg.gov/ncepcr/tools/pthandbook/mod16.html

Intro to TeamBased Care V5 20210202

A Comprehensive EvideneBased Framework
for improving care delivery and patient
centered chronic condition management
across the spectrum of healthcare

ARecognizes Primary Health Care as the
necessanfoundation from which the
Community and Health System link to the
patient

AFormal Quality Improvement process

A Self Management Suppottecomes
universally accepted practice to engage
patients across the spectrum of care
continuum

¥.



Patient Centered Medical Home (PCMI

. . Team-Based Care
PCMH is a care delivery mode i ’

In which patient treatment is  Qiiiess
coordinated through primary

care teams to ensure patients
receive the necessary care
when and where they need It,
iIn @ manner they can ‘
Patient Trackingand Self- glanageme nt
Registry Functions A T upport
Ay Measureandlmpmve ,

understand.
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Team Expanded Roles Examples

PCP RN-CM SW CM Clinical Pharmacist Community Health | Office clerical MA
Behavioral Health | Medication Management Worker Referral Panel Management
Specialist Management

A Annual A Provide care | A Provide A Medication review for A Provides self A Assist with A Collaborate with
Physical management behavioral patents management outreach to help providers in

A Orders for highrisk health services | A Review prescribing support patient establish managing a pane
preventive patients in the practice practices A Coordinates care| overdue A Outreach on
care A Chronic illnesy or by referral A Assist patients with by helping appointments preventive

A Diagnosis, monitoring A Protocol or problems such as nen patients navigate | A Assist patients services
discussion of | response to (service may be| adherence, side effects, the healthcare with obtaining A Provides services
treatment treatment in the practice cost of medications, system and acceq referral to chronically ill
options and and titrating or at another understanding medication§ community appointment, patients such as
management | treatment site) medication management services having selfmanagement
of acute and according to | A Urgent BH challenges preauthorization coaching or
chronic delegated patient need A Titrate medication for orders, and follow-up phone
conditions order sets selected groups of patient obtaining follow calls

A Coordination under standing orders up reports A Scrub chart,
of care and A Manages chronic condition provides previsit
care team according to Collaborative screenings

A Referrals to Practice Agreements A Reviews
specialists medication list

A On call

Quality Improvement Activities

Team conducts QI activities to monitor quality measures and improve metrics with involvement of patient and f

Team monitors program targets and make changes to improve




Community Team Members

Medical
Neighborhood

Patient
Centered
Medical Home

Intro to TeamBased Care V5 20210202



Teams and Patient Outreach

Typical day

A Scheduled appointments
A Urgent appointments

A Active outreach fofollow-up

Intro to TeamBased Care V5 20210202
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Types of Outreaclctivities

AHealth Coaching Call

AMedication Management Call
ASymptom Management Assessment
APlanned Visit Preparation
AOutreach on Gaps in Care

AFollow up to determine barriers
AAdjustment of the care plan

AED follow up call

ATransitions of Care Calls

Intro to TeamBased Care V5 20210202




[ SGQa ¢ {
Communication

Communications:
Atakenfor-granted human activity
that is recognized as important only
when it has failed

Intro to TeamBased Care V5 20210202
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TBC CasBtudy: Focusingn John

John is a 64earold male with a diagnosis of COPD.nHds hadCOPD for the last 10 years.
Current findings:

o Po Po o Po Po o Do

John was recently hospitalized last month due to shortness of breath.

Johnis a smoker even though his physician has educated him on the problems associated with
smoking.

Healso has high blood pressure which at this time is borderline.

Hecurrently takes Symbicort and albuterol for management of his COPD.

Heis currently not on any medication for his blood pressure although when discussed John refuses
to be on anymedication.

Johnlost his wife one year ago and is on his own.

Theclosest family he has lives outsifte.

Heis on a fixed income and sometimes has difficulty paying his bills or putting food on the table.



Enhancing Team Communication

L ( Q& relatidrshkipand engagementvith team
members:

Seek out opportunities for interactions
Shadow and reverse shadow team members
Be curious

Recognize common goals and values
Recognize there may be differences in
communication style

Seek to understandddress proactively
Assume the best

To o Io Do Io

To T

Intro to TeamBased Care V5 20210202
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Team Communication Challenges

Intro to TeamBased Care V5 20210202

These are normal human challenges

Personal

A Memory limitations

A Stress/anxiety

A Fatigue, physical factors
A Multi-tasking

A Flawed assumptions

A New role/new team

Environmental

A Many modes communication
A Rapid change

A Time pressure

A Distractions

A Interruptions

A Variations in team culture

36



Communication 1s a Critical Skill for
High-Functioning Teams

AProviders

Alnternal team members
AExternal team members
APatients

AFamily members
ACaregivers



