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OVERVIEW

Recent press reports about research on Medicare chronic care demon-
strations suggest that few of the demonstration approaches have been
successful. However, moving beyond the headlines and digging deeper
and wider, it appears that some chronic care models—within and outside
Medicare—have indeed been able to coordinate care and offer promise for
future policy on chronic care improvement. The challenge for policymak-
ers is to understand the characteristics of these models and what elements
could be incorporated into future policy directions. This Forum session,
the second of two, will focus on a discussion of selected models that have

improved patient outcomes while reducing or controlling costs.

The companion meeting on March 27, “Coordinating Care for Adults
with Multiple Chronic Conditions: Searching for the Holy Grail,” will
look at the prevalence and demographics associated with chronic care,
its impact on delivery and financing patterns, and major federal research
and demonstration efforts that have tested ways to better coordinate and

manage patient care.

SESSION TWO

Trying to “fit a square peg into a round hole” is how some describe
the experience of patients with multiple chronic conditions in the
current health care system. Medicare is oriented toward acute, epi-
sodic care, but geriatricians and other experts say that it should be
modified to focus on chronic care, which is a significant driver of the
program’s costs. About three-quarters of Medicare spending goes to
care for patients with multiple chronic conditions.! These patients
see many providers on a continuous basis; often, when transitioning
among providers, care suffers and leads to poor patient outcomes.
Fragmented care leads to higher costs, often due to avoidable hospi-
tal admissions and emergency room visits.

Geriatricians and other experts say care of patients with chronic con-
ditions can improve. Their vision is to create a system that takes into
account medical, health, functional, and supportive care needs and
is “patient-centered”; ensures continuity of services for patients as
they move among various sites and teams of care; encourages close
collaboration between physicians and care coordination staff; uses
an interdisciplinary team approach, evidence-based care guidelines,
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and methods to provide patient education and self-management
skills; and involves caregivers and supportive community services
to assist patients, as appropriate.

Efforts to improve patient outcomes and control costs abound. Al-
though the Centers for Medicare & Medicaid Services (CMS) has
tested a number of Medicare demonstration projects over the years,
they have had limited success. But some programs outside the Medi-
care demonstrations have been able to improve care and reduce costs
through fewer hospitalizations, readmissions, and/or emergency
room visits.

This Forum session will explore several of these models, as well as one
of the programs in CMS’s Medicare Care Coordination Demonstration
(MCCD). Each model focuses on an interdisciplinary team approach
to patient-centered care, smoothing transitions among multiple pro-
viders and settings, and patient education, among other things.

* Guided Care is a patient-centered medical home model that uses
an interdisciplinary team approach to coordinating care for older
adults with complex chronic conditions.’ Guided Care nurses, based
in primary care physician practices, are responsible for coordinating
care among health care providers; completing standardized compre-
hensive home assessments; and collaborating with physicians, pa-
tients, and caregivers to create evidence-based care guides and action
plans, among other things. Guided Care nurses work on a long-term
basis with clients, provide transitional care, and assist patients with
self-management skills and accessing necessary community-based
services. Program results to date show improved quality of care and
reduced health care costs from fewer hospital admissions, hospital
days, and emergency room visits.*

* The Care Transitions Program*V is designed to improve care of
patients as they move among health care practitioners and settings
during the course of a chronic or acute illness.® Patients and caregiv-
ers receive assistance from a nurse transition coach, who coordinates
care across settings and encourages patients to take an active role in
their care through self-management skills. Patients who participated
in this program were significantly less likely to be readmitted to the
hospital, and the benefits were sustained for five months after the
end of the one-month intervention.®

* Transitional Care is aimed at improving the post-discharge out-
comes for high-risk, high-cost elderly patients.” Advanced practice
nurses (APNs) coordinate discharge planning while the patient is
hospitalized and provide home care follow-up. The APNs individ-
ualize patient care in collaboration with physicians. Patients who
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participated in the program had fewer hospital readmissions and
days rehospitalized, which resulted in lower Medicare costs.?

* One of the sites studied under the MCCD, Health Quality Partners
(HQP), is a not-for-profit health care quality improvement organiza-
tion that uses a nurse-led case management approach and provides
patient education and self-care management. The program achieved
positive effects on patient satisfaction and achieved net cost savings
through reduced hospitalizations.’

KEY QUESTIONS

* What impact do these models have on patient outcome, quality of
care, and costs? How do these models pay for care coordination?

* Which key components of care coordination and care transition
models have proven successful? What factors have led to their suc-
cess? Are the results idiosyncratic (for example, the result of dynamic
leadership), or could they be replicated?

* What role does the interdisciplinary team play, and how effective
are patient education and empowerment strategies?

* Which patients should be targeted for intensive care coordination
and management?

* Are these programs ready to be adopted on a wider scale in Medi-
care? Are there barriers to dissemination? And if so, can these barri-
ers be overcome without compromising the models’ effectiveness?

SPEAKERS

Chad Boult, MD, is the Eugene and Mildred Lipitz Professor of
Health Policy and Management at the Johns Hopkins Bloomberg
School of Public Health. He directs the Roger C. Lipitz Center for
Integrated Health Care and holds joint appointments on the facul-
ties of the Johns Hopkins University Schools of Medicine and Nurs-
ing. Dr. Boult is the principal investigator of a multi-site, cluster-
randomized controlled trial of Guided Care. Eric A. Coleman, MD,
is professor of medicine within the Divisions of Health Care Policy
and Research and Geriatric Medicine at the University of Colorado
at Denver and Health Sciences Center. Dr. Coleman is the direc-
tor of the Care Transitions Program, and the executive director of
the Practice Change Fellows Program. Mary Naylor, PhD, FAAN, is
the Marian S. Ware Professor in gerontology and director of the
NewCourtland Center for Transitions and Health at the University
of Pennsylvania, School of Nursing. Since 1990, Dr. Naylor has led
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an interdisciplinary program of research designed to improve the
quality of care, decrease unnecessary hospitalizations and reduce

health care costs for vulnerable community-based elders. Kenneth
Coburn, MD, is president and chief executive officer of Health Qual-
ity Partners, a not-for-profit health care quality research and devel-
opment organization, and principal investigator for its participation
in the MCCD program of CMS.
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to better coordinate and manage patient care.
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