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Presenter
Presentation Notes
Welcome to the MICMRC webinar on models of care impacting primary care transformation and the care managers roleIn this module we will look at three models that have guided the transformation of primary care practices and care management in MichiganWe will look at : Chronic Care Model, Patient Centered Medical Home, and Accountable Care Organizations



Objectives

• Describe three evidence based models:
– Chronic Care Model
– Patient Centered Medical Home
– Accountable Care Organization 

• Identify the importance and impact of the 
three models on delivery of patient care in the 
primary care setting 

• Identify the care manager role in the models

Presenter
Presentation Notes
Our objectives for this webinar are to:Describe three evidence based models Identify importance and impact of the three models on delivery of patient care in the primary care  settingIdentify the care manager role working in the models



Chronic Conditions
• 117 million US people have 1 chronic condition

• 29 million have 2 or more chronic conditions

• Chronic Conditions are now the major cause of 
death (48%)

http://www.cdc.gov/chronicdisease/overview/

Presenter
Presentation Notes
One hundred million persons in the United States have at least 1 chronic condition. Half of these individuals have 2 or more chronic illness. Eighty-eight percent of people aged 65 years or older have 1 or more chronic illnesses, and one quarter of these have 4 or more conditions. Chronic illness accounts for three quarters of total national health care expenditures.Chronic disease is now the major cause of death and disability worldwide, responsible for 59 percent of deaths and 46 percent of the global burden of disease.Despite the advances in the effectiveness of treatment, research shows that patients frequently do not get the care they want or need to manage their chronic condition.2Other referenceshttp://www.partnershipforsolutions.org/DMS/files/chronicbook2002.pdfhttps://assets.aarp.org/rgcenter/health/beyond_50_hcr_conditions.pdf

http://www.cdc.gov/chronicdisease/overview/


Transformational Models

The Models focus on delivery of patient centered care. 
Importantly these models include the patient as an active 
member of the health care team.   

The focus is on delivery of patient care which: 
• is evidence based and addresses both prevention and 

chronic conditions 
• reduces unnecessary and/or duplicative tests
• empowers patients and families to actively participate in 

their health, establish goals, and self manage



Current Care Model frustrations
• Mr. Sam is a 66-year-old patient with diabetes who comes to the 

office visit for a painful knee
• During the 15-minute visit Dr. Mac evaluates Mr. Sam's acutely 

painful knee, his gastroesophageal reflux disease and prescribes 
treatment.

• Dr. Mac with few minutes left of the visit attempts to assess his 
diabetic control. Dr. searches through Mr. Sam's medical records 
and can not find the last eye examination,  hemoglobin A1c. or urine 
for albumin results.

• He asks Mr. Sam about his blood sugar testing & eye exam. Mr. Sam  
states he does not keep a log of his home glucose levels or A1c and 
states last eye exam was at the driver licenses renewal last year. 

• Dr. Mac in frustration schedules another visit writing a prescription 
for  A1c  draw  and eye exam but is concerned Mr. Sam will not 
follow up. 

Presenter
Presentation Notes
Here is a typical story of frustration in a current model primary care practiceRead storyThis patient is not receiving the EBC required for his chronic condition and the Dr. is frustrated because he is unable to provide this given the current system for care in his practice.Guiding the primary care transformation are three models we will describe next and their impact on Mr. Sam and Dr. Mac practice



Chronic Care Model
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Presentation Notes
The first model, we will look at is the Chronic Care model. It was developed to improve chronic illness managementthe Chronic Care Model, developed by Dr. Ed Wagner of the MacColl Institute for Healthcare Innovation in partnership with colleagues at the Improving Chronic Illness Care program. http://www.improvingchroniccare.org/The Chronic Care Model (CCM) is an organizing framework for improving chronic illness care at both the individual and population level.The Chronic Care Model (CCM) is designed to help practices improve patient health outcomes by changing the routine delivery of ambulatory care through six interrelated system changes meant to make patient-centered, evidence-based care easier to accomplish. The aim of the CCM is to transform the daily care for patients with chronic illnesses from acute and reactive to proactive, planned, and population-based.It is designed to accomplish these goals through a combination of effective team care and planned productive interactions; self-management support bolstered by more effective use of community resources; integrated decision support; and patient registries and other supportive information technology (IT). These elements are designed to work together to strengthen the provider-patient relationship and improve health outcomes.http://content.healthaffairs.org/content/28/1/75.fullThe premise is that good outcomes at the bottom of the Model (better health status and patient satisfaction) result from productive interactions above. To have productive interactions the practice must be redesigned in four areas (shown in the middle): self-management support (how we help patients understand and live with their conditions), delivery system design (who’s on the health care team and in what ways we interact with patients), decision support (what is the best care and how can we make it happen every time), and clinical information systems (how do we capture and use critical information for clinical care). These four aspects of care are at the practice level. The practice exists in a larger community. Resources and policies in the community also influence the kind of care that can be delivered. Some programs that support patients exist in the community.  Wagner EH, Davis C, Schaefer J, Von Korff M, Austin B. A survey of leading chronic disease management programs: Are they consistent with the literature? Managed Care Quarterly. 1999; 7(3):56-66. Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for patients with chronic illness: the chronic care model, Part 2. JAMA 2002 Oct 16; 288(15):1909-14. Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A., Improving chronic illness care: translating evidence into action. Health Aff (Millwood). 2001 Nov-Dec; 20(6):64-78. 



Chronic Care Model
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Good outcomes: better health status and patient satisfaction, at the bottom 
Results from: productive interactions, in the middle of the model

• Self-management support - How we help patients live with their conditions

• Delivery system design – Who on the health care team interacts with patients

• Decision support - What is the best care, How do we make it happen every 
time

• Clinical information systems - How do we capture/use critical information for 
clinical care

Wagner EH, Davis C, Schaefer J, Von Korff M, Austin B. A survey of leading chronic disease management programs: Are they 
consistent with the literature? Managed Care Quarterly. 1999; 7(3):56-66. 
Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for patients with chronic illness: the chronic care model, 
Part 2. JAMA 2002 Oct 16; 288(15):1909-14. 
Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A., Improving chronic illness care: translating evidence into 
action. Health Aff (Millwood). 2001 Nov-Dec; 20(6):64-78. 

Presenter
Presentation Notes
Self-management support - How we help patients live with their conditions, looking at planned visits that focus on the chronic condition and its managementDelivery system design – Who on the health care team interacts with patients, including all practice staff in the delivery of evidence based careDecision support - What is the best care? Making sure we all know what is the evidence based care How do we make it happen every time? Reminders we put in place paper or electronicClinical information systems - How do we capture/use critical information for clinical care, looking at registry data, result trending to alter both the clinical staff and the patient to gaps in carehttp://jamanetwork.com/journals/jama/fullarticle/195407?resultclick=1Article on research results of use of the CCM



Chronic Care Model
Self-management Support:  Empowers and 
prepares the patients to monitor and manage 
their health and health care

– Emphasize the patient’s central role
– Use effective patient self-management strategies
– Organize internal and community resources to 

provide ongoing self-management support
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Presenter
Presentation Notes
Lets look at the three main areas of transformation from this modelSelf-managementEmpower the patient with knowledge, self-monitoring and action plans to manage their chronic condition and know when to call the officeEmpower the patient and family to use resources both in office and in community to support their self-management



Chronic Care Model

Decision Support:  Promote care that is 
consistent with evidence and patient 
preferences

– Embed evidence-based guidelines into daily 
practice for all team and patient to be aware of 
and follow up on

– Use proven provider education methods
– Integrate specialist expertise and primary care

9

Presenter
Presentation Notes
Decision Support that is embedded in EHR, providing information and alerts concerning EBC for action or follow-up



Chronic Care Model

Clinical Information Systems:  Organize patient 
and population data to facilitate efficient and 
effective care

– Timely reminders for providers and patients
– Identify relevant sub-populations
– Facilitate individualized care planning
– Share information with patients and providers to 

coordinate care
– Monitor performance of practice teams and 

providers
10
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Clinical information systems that alter providers and patients through EHR & portal and across the care team 



Patient Centered Medical Home

Presenter
Presentation Notes
The second transformation model we will look at is the PCMH – We can use another graphic just wanted a place holderThis model was developed in



Patient Centered Medical Home

The PCMH model is committed to providing safe, high-quality care 
through clinical decision-support tools, evidence-based care, shared 
decision-making, performance measurement, and population health 
management. Sharing quality data and improvement activities also 
contribute to a systems-level commitment to quality.
Agency for Healthcare Research and Quality (AHRQ) 

The Patient-Centered Medical Home (PCMH) is a care delivery model 
in which patient treatment is coordinated through primary care 
physicians to ensure patients receive the necessary care when and 
where they need it, in a manner they can understand. 
From CCM course slide – Lauren looking for link

Presenter
Presentation Notes
Top is the current definition bottom is what is used in the CCM course slides but is BCBS PGIP???



Goals of PCMH
• Strengthen the role of the PCP in the delivery and 

coordination of health care 

• Support population health management, which uses a variety 
of individual, organizational and cultural interventions to help 
improve the illness and injury burden and the health care use 
of defined populations. 

• Ensure effective communication, coordination and integration 
among all PCP and specialist practices, including appropriate 
flow of patient care information, and clear definitions of roles 
and responsibilities 



The PCMH PGIP Capabilities
• Patient-Provider 

Partnership
• Patient Registry
• Performance Reporting
• Individual Care 

Management
• Extended Access
• Test Results Tracking 

and Follow-Up

• Preventive Services
• Linkage to Community 

Services
• Self-Management 

Support
• Patient Web Portal
• Coordination of Care
• Specialist Pre-

Consultation and 
Referral Process

https://www.bcbsm.com/content/dam/public/Providers/Documents/value/pcmh-and-pcmh-n-interpretive-guidelines.pdf



Accountable Care Organization  
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The goal of Accountable 
Care Organizations (ACO) 
should be to reduce, or at 
least control the growth of, 
healthcare costs while 
maintaining or improving the 
quality of care patients 
receive in terms of both 
clinical quality, patient 
experience and satisfaction.

- Harold Miller

Graphic: https://quizlet.com/133471236/medical-law-ethics-chapter-3-410-mle-flash-cards/
Quote: http://www.chqpr.org/downloads/howtocreateaccountablecareorganizations.pdf



Accountable Care Organization
• Accountable Care Organizations (ACOs) are groups of doctors, hospitals, 

and other health care providers, who come together voluntarily to give 
coordinated high quality care to their Medicare patients

• The goal of coordinated care is to ensure that patients, especially the 
chronically ill, get the right care at the right time, while avoiding 
unnecessary duplication of services and preventing medical errors

• When an ACO succeeds both in delivering high-quality care and spending 
health care dollars more wisely, it will share in the savings it achieves for 
the Medicare program

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/Aco
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https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/Aco


ACO Benefits
The doctors, other providers and health 
systems  

• Share up to date information
• Communicate with each other
• Improve prevention, close gaps in care 
• Diagnose new conditions early
• Partner with the patient to make health 

care decisions
• Share evidence based protocols and 

practice guidelines
• Reduce unnecessary testing and referrals
• Reduce preventable emergency room 

visits, hospitalizations, hospital related 
infections and adverse events

• Reduce preventable readmissions
• Use of lower-cost treatments, settings, 

and providers

Patient 

• Spend less time filling out medical history 
paper work or providing copies of test 
results because the information is already 
shared in EHR

• Fewer repeated medical tests because 
their doctors and hospitals share plan of 
care and information.

• Is at the center of care, kept informed, 
and choices documented.

• Can still decide which health care 
providers to see 

• Can't have Medicare benefits changed. 
• Only people with Original Medicare can be 

assigned to an ACO. You can’t be assigned 
to an ACO if you have a Medicare 
Advantage Plan like an HMO or a PPO.

https://www.medicare.gov/manage-your-health/coordinating-your-care/accountable-care-organizations.html
http://www.chqpr.org/downloads/howtocreateaccountablecareorganizations.pdf

https://www.medicare.gov/manage-your-health/coordinating-your-care/accountable-care-organizations.html
http://www.chqpr.org/downloads/howtocreateaccountablecareorganizations.pdf


ACO
Practice Capabilities

1) Complete and timely information about patients and the services 
they receive 

2) Technology and skills for population management and 
coordination of care

3) Resources for patient education and self-management support
4) A culture of teamwork among the staff of the practice
5) Coordinated relationships with specialists and other providers
6) The ability to measure and report on the quality of care
7) Infrastructure and skills for management of financial risk
8) A commitment of leadership to improving value 
9) System of operational accountability to drive improved 

performance

http://www.chqpr.org/downloads/howtocreateaccountablecareorganizations.pdf



Role of the Care Manager 
in the Chronic Care Model, PCMH and ACO

• Screens referrals to identify patients that can benefit from 
Care management services

• Assess chronic condition control, adherence, and self-
management status

• Conducts medication reconciliation 
• Provide self-management support
• Assist with care plan development 
• Provide intensity follow-up required by patient
• Provide coordination through the health care process
• Assist in care delivery at the right time and place to avoid 

unnecessary high cost and or duplicative care 
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Presenter
Presentation Notes
The role or services provided by the CM in all three of the models are basic to care management.They are: 



After Transformation
• Mr. Sam’s PCP explained the benefits of working with a Care Manager.   

Together Mr. Sam and the Care Manager begin to identify Mr. Sam’s health concerns.  
Mr. Sam expressed his interest in learning more about his health and managing his diabetes. 

• Mr. Sam has met with his care manager several times learning to self-manage his diabetes. 
• Mr. Sam comes to the office with a painful knee 
• Mr. Sam, as coached in self-management, has his home glucose record, the medical assistant 

(MA)scans it into the electronic medical record. 
• MA reviews with Mr. Sam the reminder pop-up message, concerning the eye exam. Mr. Sam reports 

it was completed and provides the report from the eye doctor.
• MA obtains urine sample for albumin level, and prints Mr. Sam’s graphs of  HbA1c (normal) and 

urine albumin (elevated). 
• Dr Mac greets the patient congratulates him on his A1c control. He attends to the painful knee then 

discusses with him and CM  the need to address elevated albumin. 
• CM works with  Mr. Sam on his understanding of the test, results and the follow up 24 hr. urine 
• CM suggest a follow up call in one week to see how he is doing

and how the 24hr. urine collection went.

Presenter
Presentation Notes
Now the primary practice has been transformed lets take a look at Mr. Sam’s visit experience.http://jamanetwork.com/journals/jama/fullarticle/195368



Michigan Care Management Resource Center Website 
micmrc.org

Care Management 101 Topics

Webinars

Presenter
Presentation Notes
Today’s self study module provides an overview of care management in the ambulatory care setting.  For additional care management resources, let’s take a brief look at theThe Michigan Care Management Resource Center web site.  You can access this site by the url:  www. micmrc.org The web site is designed to offer resources, tools and continuing education opportunities. The MiCMRC team hosts live webinars which are no cost for care managers statewide.  You can find the information about upcoming webinars on our home page.  Registration for the webinars takes only a minute or two and is required.  In case you are not able to attend the live webinar, the webinars are recorded and posted on this website along with the slide deck and associated handouts.  



Michigan Care Management Resource Center Website 
micmrc.org

Care Management 101 is a web based self study opportunity
– a suggested road map of staged content for the new Care 

Manager
– may be utilized to create customized curriculum for self-

study based on the CM's self-assessment
• Care managers may identify their areas of strengths 

and gaps
• Review CM 101 content to select recorded webinars, 

tools, resources 

Access Care Management 101: www.micmrc.org

Presenter
Presentation Notes
On the Michigan care management resource center website, we have a new self study opportunity titled Care Management 101.



Michigan Care Management Resource Center Website  
micmrc.org

Topics for Care Managers 
Include:  
• Advance Care Planning
• Palliative Care 
• Pediatrics
• Medication Management
• Transitions of Care
• Patient Centered Medical 

Home & Team Based Care
• Chronic Conditions
• Quality and Population 

Health Management
• Elderly Population
• Behavioral Health

Presenter
Presentation Notes
The website also  offers webinars, tools and resources which are organized by topics:The topics include:We hope you take time to access the website and provide feedback to us  regarding items you would like us to add or improve.



Thank You

References and Resources:
• https://www.pcpcc.org/about/medical-home
• https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/ACO/index.html?redirect=/Aco
• http://www.improvingchroniccare.org/index.php?p=The_Chronic_CareMo

del&s=2
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https://www.pcpcc.org/about/medical-home
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html?redirect=/Aco
http://www.improvingchroniccare.org/index.php?p=The_Chronic_CareModel&s=2
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