Project Option 2.2.1 Redesign the outpatient delivery system to coordinate care for patients with chronic diseases: EXPAND CHRONIC CARE MANAGEMENT MODEL PROGRAMS AND SERVICES AT THE UMC NEIGHBORHOOD HEALTH CENTERS

Unique Project ID:  138951211.2.5
Performing Provider Name/TPI: The El Paso County Hospital District d/b/a University Medical Center of El Paso (UMC) / TPI: 138951211
Project Description:
This project will redesign the outpatient delivery system to coordinate care for patients with chronic diseases and improve patient outcomes, with a focus on diabetic patients.

The Chronic Care Model, developed by Ed Wagner and colleagues at the MacColl Institute, has helped hundreds of providers improve care for people with chronic conditions. The six components of this model include: decision support, delivery system design, information systems, community resources and policies, organization of health care, and self-management support

Following the components of the model, under this project UMC will expand the care teams tailored to the needs of the applicable patient population, redesign systems, base care on evidence-based clinical protocols, and improve the use of patient registry systems. Throughout the implementation of this project, UMC will work to ensure that patients are active partners in health care decision-making, that health care leadership is actively involved in the process, and that community participation is increased. The program will target diabetic patients, with an emphasis on those who are post-discharge, delivering care to them under the chronic care model by means of UMC’s already-existing neighborhood health centers (NHCs).

In order to accomplish each component of this project, UMC will design and implement care teams that are tailored to the patient’s health care needs, including non‐physician health professionals, such as pharmacists doing medication management; case managers providing care outside of the clinic setting via phone, email, and home visits; nutritionists offering culturally and linguistically appropriate education; and health coaches helping patients to navigate the health care system. UMC will ensure that patients can access these care teams in person or by phone or e-mail. UMC will increase patient engagement and empower patients to make lifestyle changes to stay healthy and self‐manage their chronic conditions. Finally, UMC will ensure that high-quality care is delivered to patients under this project by conducting quality improvement activities following the projects initial implementation.

Goals and Relationship to Regional Goals:

Project Goals: The ultimate goal of this project is for patients with diabetes to receive proactive, ongoing care in the outpatient setting that improves their wellbeing and empowers them to self-manage their own goals, thereby improving their health status and/or keeping their health status from worsening, and allowing these patients to avoid ED and inpatient care. Post-discharge patients will be particularly targeted to ensure that they are receiving appropriate care as they rebuild their health.
This project meets the following regional goals: This project meets the regional goal of increasing patient satisfaction through delivery of high-quality, effective healthcare services. This project will meet this goal by providing better, evidence-based care through UMC’s neighborhood health centers (NHCs). The project also meets the regional goal of better management of patients of chronic diseases such as diabetes, by providing diabetes patients with ongoing care and care management through implementation of the chronic care model at NHCs. Finally, the project meets the regional goal of addressing the issue of diabetes, which the RHP has determined is a major health concern in the region.

Challenges: 

Redesigning systems is always a challenge, and the institution of evidence-based clinical protocols is difficult for some providers to adjust to. Effective utilization of patient discharge processes and outpatient scheduling for “planned” care needs to be upgraded. Helping patients to become more empowered in the healthcare decision process is often difficult for both patient and provider due to the need for education and empowerment.

5-Year Expected Outcome for Provider and Patients:

UMC expects that this redesigned outpatient delivery system will work more effectively with diabetes patients. The project will promote improved patient outcomes, decreased readmissions, increased patient engagement and patient self-management goal setting, improved patient-provider communication, and better coordination with community resources.
Starting Point/Baseline: 

None of UMC’s neighborhood health centers (NHCs) is currently using the Chronic Care Model.
Rationale: 

The chronic care model has been proven to help redesign systems to provide more effective outpatient care.

Project Components:

This project will accomplish the following project components:

a) Design and implement care teams that are tailored to the patient’s health care needs, including non‐physician health professionals, such as pharmacists doing medication management; case managers providing care outside of the clinic setting via phone, email, and home visits; nutritionists offering culturally and linguistically appropriate education; and health coaches helping patients to navigate the health care system.

· UMC will develop care teams as necessary to provide care under the chronic care model at UMC’s neighborhood health centers (NHCs).

b) Ensure that patients can access their care teams in person or by phone or e-mail.

· UMC will develop methods of access to care teams that will ensure patients have the ability to access their care teams in a variety of ways.

c) Increase patient engagement, such as through patient education, group visits, self‐management support, improved patient‐provider communication techniques, and coordination with community resources.

· UMC will develop and implement patient engagement activities throughout the life cycle of this project.

d) Implement projects to empower patients to make lifestyle changes to stay healthy and self‐manage their chronic conditions.

· UMC will develop and implement components of this project with the purpose of empowering patients.

e) Conduct quality improvement for project using methods such as rapid-cycle improvement.  Activities may include, but are not limited to, identifying project impacts, identifying “lessons learned,” opportunities to scale all or part of the project to a broader patient population, and identifying key challenges associated with expansion of the project, including special considerations for safety‐net populations.

· UMC will conduct quality improvement activities following the initial implementation of the project, to ensure that patients receive high-quality care under this project.

Unique community need identification numbers the project addresses:  

· CN-2: Secondary and Specialty Care

· CN-3: Diabetes

· CN-6: Other Projects

How the project represents a new initiative or significantly enhances an existing delivery system reform initiative: 
This project will significantly enhance the care provided to El Paso residents through UMC’s neighborhood health centers (NHCs), by improving the quality of the care provided at the NHCs. Currently, UMC’s NHCs do not provide chronic care based on the chronic care model.
Related Category 3 Outcome Measures: 

OD-11 Addressing Health Disparities in Minority Populations

IT-11.5 Select any other Category 3 outcome (PPAs, PPRs, or ED utilization) or a combination of non-standalone measures and target a specific minority population with a demonstrated disparity in the particular measure—IT-3.12 Other readmission rate, for patient population under chronic care model at neighborhood health centers (NHCs)

Reasons/rationale for selecting the outcome measures: 

This outcome measure was chosen to measure the improvement in readmission rates for patients receiving diabetes care under the chronic care model from UMC’s neighborhood health centers (NHCs). Because the purpose of the project is ultimately to improve the delivery of care in the setting where it is most appropriate, UMC believes this outcome measure will accurately track whether or not the project has been successful in its primary goal, from the perspective of the patients to whom the services are provided.

Relationship to other Projects:  This project is one of several UMC projects which aim to improve the quality and availability of primary care and specialty care services in the El Paso community, including Establishing the Crossroads Clinic in Southwestern El Paso (138951211.1.3); Expanding Primary Care at Ysleta and Fabens (138951211.1.5); and Expansion and Enhancement of Medical Homes at UMC NHCs (138951211.2.4).

Relationship to Other Performing Providers’ Projects and Plan for Learning Collaborative: Providence and Sierra East are also developing projects to support the expansion of access to primary care and specialty care in the community.

Performing Providers, IGT entities, and the Anchor for Region 15 have held consistent monthly meetings throughout the development of the Waiver. As noted by HHSC and CMS, meeting and discussing Waiver successes and challenges facilitates open communication and collaboration among the Region 15 participants. Meetings, calls, and webinars represent a way to share ideas, experiences, and work together to solve regional healthcare delivery issues and continue to work to address Region 15’s community needs.  UMC, as the Region 15 Anchor anticipates continuing to facilitate a monthly meeting, and potentially breaking into workgroup Learning Collaboratives that meet more frequently to address specific DSRIP project areas that are common to Region 15, as determined to be necessary by the Performing Providers and IGT entities. UMC will continue to maintain the Region 15 website, which has updated information from HHSC, regional projects listed by Performing Provider, contact information for each participant, and minutes, notes and slides from each meeting for those parties that were unable to attend in-person. 

Region 15 participants look forward to the opportunity to gather annually with Performing Providers and IGT entities state-wide to share experiences and challenges in implementing DSRIP projects, but also recognize the importance of continuing ongoing regional interactions to effectuate change locally. Through the use of both state-wide and regional Learning Collaborative components, Region 15 is confident that it will be successful in improving the local healthcare delivery system for the low-income and indigent population.

Project Valuation

In determining the value of this project, UMC considered the extent to which the provision of diabetes and other specialty care under the chronic care model at UMC’s neighborhood health centers (NHCs) will address the community’s needs, the population served, the resources and cost necessary to implement the project, and the project’s ability to meet the goals of the Waiver (including supporting the development of a coordinated care delivery system, improving outcomes while containing costs, and improving the healthcare infrastructure). This project will focus on achieving the Waiver goal of improving outcomes while curbing healthcare costs, because diabetes and other specialty care services will be available under this project to patients when and where they need it, in a community-based setting, thereby reducing or eliminating the need for such patients to seek care for their chronic conditions in an ED or inpatient setting, and reducing the likelihood of readmission for those patients who have been discharged and enrolled in chronic care at an NHC. Additionally, providing these services at the appropriate time and an appropriate place makes it more likely that a patient’s chronic health problems will be addressed before greater complications can develop, leading to better outcomes and less costly treatment.
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	Milestone 1 [P-1]: Expand the Chronic Care Model to primary care clinics.

Metric 1 [P-1.1]:  Increase number of primary care clinics using the Chronic Care Model.

Baseline/Goal: Implement the Chronic Care Model at 4 UMC neighborhood health centers (NHCs).  Data Source: Documentation of practice management.

Milestone 1 Estimated Incentive Payment: $622,282
Milestone 2 [P-2]: Train staff in the Chronic Care Model, including the essential components of a delivery system that supports high-quality clinical and chronic disease care.

Metric 1 [P-2.1]: Increase percent of staff trained.

Numerator:  Number of relevant staff trained in the chronic care model.  Goal:  20%

Denominator:  total number of relevant staff – baseline:  66

Baseline/Goal: 30% improvement over DY1 for all staff at NHC . No Staff are currently trained.  The goal is to train all staff at NHC

Data Source: HR; training program materials.

Milestone 2 Estimated Incentive Payment: $622,282
Milestone 3 [CQI P-12]: Participate in at least bi‐weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.
Metric 1 [P-12.1]: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.

Baseline/Goal: n/a

Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars, including agendas for phone calls, slides from webinars, and/or meeting notes.
Milestone 3 Estimated Incentive Payment: $622,281

	Milestone 4 [P-7]: Develop disease-specific or multiple chronic condition (MCC) Medical Home.

Metric 1 [P-7.1]: Develop a pilot project to establish a primary care entity for people who have the condition or MCC.

Baseline/Goal: Establish chronic care at UMC neighborhood health centers (NHCs) for diabetes patients.

Data Source: Patient medical records at the pilot clinic.

Milestone 4 Estimated Incentive Payment: $1,018,314
Milestone 5 [CQI P-12]: Participate in at least bi‐weekly interactions (meetings, conference calls, or webinars) with other providers and the RHP to promote collaborative learning around shared or similar projects.
Metric 1 [P-12.1]: Number of bi-weekly meetings, conference calls, or webinars organized by the RHP that the provider participated in.

Baseline/Goal: n/a

Data Source: Documentation of weekly or bi-weekly phone meetings, conference calls, or webinars, including agendas for phone calls, slides from webinars, and/or meeting notes.
Milestone 5 Estimated Incentive Payment: $1,018,314

	Milestone 6 [I-21]: Improvements in access to care of patients receiving chronic care management services using innovative project option.

Metric 1 [I-21.1]: Increase percentage of target population reached.

Baseline/Goal: reach 200 patients

Data Source: Documentation of target population reached, as designated in the project plan.

Milestone 6 Estimated Incentive Payment: $2,042,548

	Milestone 7 [P-19]: Implement disease-specific or multiple chronic condition (MCC) Medical Home.

Metric 1 [P-19.2]: Monitor clinically appropriate indicator of disease improvement.

Baseline/Goal: reach 300 patients receiving care under the chronic care model at UMC’s neighborhood health centers (NHCs).

Data Source: Patient medical records at NHCs.

Milestone 7 Estimated Incentive Payment: $1,687,323


	Year 2 Estimated Milestone Bundle Amount: $1,866,845
	Year 3 Estimated Milestone Bundle Amount: $2,036,628
	Year 4 Estimated Milestone Bundle Amount: $2,042,548
	Year 5 Estimated Milestone Bundle Amount: $1,687,323

	TOTAL ESTIMATED INCENTIVE PAYMENTS FOR 4-YEAR PERIOD: $7,633,344
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