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Executive Summary

Chronic disease management is a key opportunity for all health care systems interested in value-
based care success. Patients with uncontrolled diabetes are at increased risk of poor clinical
outcomes, which are compounded when other chronic conditions, such as hypertension, also
exist. Many of these patients are unequipped to self-manage and have tfrouble establishing
health behavior goals that may help bring their diabetes under better control. Care managers
embedded in primary care settings have a unique opporfunity fo partner with patients to create
space for an honest dialogue about the barriers and challenges impeding their ability to achieve
optimal health.

Adopting the Scaled Agile Framework for Enterprises (SAFe®), Corewell Health developed cross-
functional feams comprised of individuals from operations and digital services that quickly
adapted to changes, new insights and information, embodying fransparency, alignment, respect
for people and continuous improvement. These feams aligned around a common purpose, vision
and understanding focused on the problem first, and then allowed the best solution fo emerge
through iterative end-user feedback and person-centric development. With this new collaborative
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agile approach, the teams were able to maintain continuous delivery of viable, desirable, feasible
and sustainable innovative solutions to address these health opportunities.

In January 2020, the Corewell Health care management team started to redesign a longitudinal
care management (LCM) program with a plan fo identify, engage, and support patients with
chronic diseases more effectively, starting with diabetes management. Evaluating learnings from
over 10 years of care management experience, the design feam mapped a pathway focused on
a structured connection of interventions. Full implementation of the redesigned LCM model
occurred in January 2022.

Central fo our longitudinal care model’'s design is the ability fo identify patients who can benefit
from enhanced self-management skills and a patient-centered program design, matching
interventions to the patient’s stage of change. Care managers taking a whole-person approach
to patient care help patients set realistic goals and build on their initial successes in behavior
change. Over time, this momentum can have a significant impact on clinical outcomes, while
respecting a patient’s autonomy to determine what works best in the context of their own health
care journey.

Identifying a focused patient population is a good first step to matching that population with an
intervention tailored to their needs. Personalizing an approach creates systemic design that fosters
effective LCM models. Risk stratification can also be a helpful tool to identify patients at risk for
poor outcomes or utilization of high-cost care. Corewell Health defined their inifial focused patient
population as patients of infernal primary care providers (PCPs) with risk contracts. A flag, called
the “Blue R" was established within the electronic health record to delineate these patients.
Additional builds provided proactive patient lists to identify patients with the Blue R and a
Hemoglobin Alc (HgbAlc) of 8 and greater. Once the LCM intervention and workflows were
established, customized Epic Compass Rose tools were built to facilitate longitudinal
documentation by the care management team.

Implementing this disease management effort has yielded positive clinical and financial
outcomes. Patients have achieved better control of their diabetes and reduction of Alc and
systolic blood pressure can be observed. These clinical improvements bode well for patients' long-
term health and health care resource utilization.

Define the Clinical Problem and Pre-Implementation Performance

The total direct and indirect cost of diabetes in the United States was estimated at $412.9 billion in
2022'. Helping patients manage their diabetes mitigates the risk of complications and long-term
health problems such as retinopathy, nerve damage, kidney problems, heart attack and

stroke2. Atherosclerotic cardiovascular disease (ASCVD), defined as coronary heart disease (CHD),
cerebrovascular disease, or peripheral arterial disease presumed to be of atherosclerotic origin, is
the leading cause of morbidity and mortality for individuals with diabetes and results in an
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estimated $37.3 billion in cardiovascular-related spending per year associated with diabetess3.
According to the American Diabetes Association 2023 Standards of Care in Diabetes:
o Sustaining an Alc reduction for 12 months will avoid $5,124 in health care costs per patient.
o Sustaining an Alc reduction for an additional 12 months would avoid an additional $3,624
per patient4,

Addressing common sources of chronic disease leads to improved patient health and a scalable
target for improving value-based care outcomes. Although the American Diabetes Associatfion
defines patients with an Alc of 7% or higher as unconftrolled, Medicare defines it at 9% and the
Corewell Health team targets patients with an Alc of 8% or highers.

Corewell Health's journey to value-based care drove focused interest in a more sophisticated
model of allied health feam support. By positioning nurse care managers to deliver a refined
model of longitudinal care management, chronic disease confrol improved. Diabetes and
hypertension management was the initial focus used to test the principles of longitudinal care
management. Achieving success in control of these chronic diseases can have a cumulative
effect on patient motivation, building confidence toward managing other clinical conditions and
health-related needs.

Early publicly-funded programs focused on process meftrics — individual outreaches to all
members and fotal population utilization of unplanned acute care, like emergency visits and
inpatient care. As Corewell Health considered entry into full-risk contract arrangements, we
zoomed out to a more strategic level, considering the possibilities of applying different levels of
teaching and support to patients who were more complex and could benefit from short bursts of
personalized support at clinical inflection points that were most impactful to their total cost of
care. Corewell Health used this pivot info more intense value-based risk contracts as an
opportunity fo advance a more focused program design that was driven by clinical and utilization
outcomes, rather than process measures. Instead of focusing resources on patfients who were low
risk for needing or returning to acute care, or patients who were already being cared for by
another care navigation team, we could look upstream and focus on longitudinal care
management for patients with uncontrolled diabetes.

Corewell Health's value-based risk contracts include arrangements with two commercial payers
and traditional Medicare. As a result, caseloads include patients with commercial products,
Medicare advantage plans, Medicaid and traditional Medicare. The precise payer mix varies for
each care manager based on atfribution in each practice.

Prior to the workflow redesign that began in 2020, care managers worked with considerable
personal latitude to identify patients and provide assessments, care plans, self-management and
goal setting conversations, guided by their individual clinical acumen. This caused unwarranted
variation in the cadence and quality of encounters, proportion of face-to-face and phone
inferactions and length of episodes. Variation made it difficult to arficulate to patients and
providers the services they were being offered. Even after many years of having embedded team
members in their practice, providers often said they didn’'t understand the care manager’s role.
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Potential lack of endorsement from their primary care provider can negatively impact patient
engagement. This gap in clarity and understanding concerned operational leaders and feam
members at the clinical inferface.

A lack of consistent encounter cadence was not the only problem the design team needed to
solve. We needed to clarify instructions to personalize conflicting care goals, encourage patients
tfoward confident health literacy and disease compliance, and graduate patients more quickly
from our longitudinal support so we could engage a new set of patients. The feam often kept
patient cases open long after self-management had been achieved, concerned that patients
might regress. We needed to embolden team members to graduate patients and frust that
patients would reach out to us if their situation changed.

The initial ambulatory care management design, with no targeted intervention, took place from
January 2020 fo December 2021. It included 2,744 patient care management episodes in Corewell
Health primary care offices with an Alc of 8 or higher, and with 1,708 of these patients with Alc of
9 or higher (see Table 1 for pre- and post-infervention mean Alcs.) Little data was collected on
sustainment of Alc reduction but 443 patients with an Alc of 8 or higher were also diagnosed with
hypertension.

Table 1
. ) Patients with Pre-Encounter Alc of 8+ Patients with Pre-Encounter Alc of 9+
Initial Design January 2020- . Mean Alc Pre- Mean Alc Post-  Pre/Post . Mean Alc Pre-  Mean Alc Post- Pre/Post
(no targated D ber 2021 | # of episodes . . . p-value | # of episodes . . . . p-value
intervention) ecember intervention intervention Delta intervention intervention Delta
2744 9.91 8.77 -1.14 <0.001 1708 10.83 9.25 -1.58 <0.001
Patients with Pre-Encounter Systolic BP >140 and Alc of 8+
iti i Mean Systolic Post / 90-days
Initial Design January 2020- ) Mean Systolic BP Mean Systolic BP  Pre/Post  Pre/Post 4 Pre/90-days post / v
(no targeted D ber 2021 | ¥ of episodes BP 90-days Post- Post
intervention) ecember Pre-encounter  Post-encounter Delta p-value Delta
encounter p-value
443 151.22 140.34 -10.88 <0.001 | 136.33 -14.89 <0.001
Patients with Pre-Encounter Systolic BP >140 and Alc of 9+
iti i Mean Systolic Post / 90-days
Initial Design January 2020- ) Mean Systolic BP Mean Systolic BP  Pre/Post  Pre/Post Y Pre/90-days post / v
(no targeted D ber 2021 | # of episodes BP 90-days Post- Post
intervention) ecember Pre-encounter  Post-encounter Change p-value Change
encounter p-value
279 151.32 139.53 -11.79 <0.001 | 136.87 -14.45 0.005905

The numerator for this case study is all patients with a Corewell Health primary care provider, in a
value-based confract and with an Alc of 8 or greater who parficipated in the targeted
longitudinal care management intervention. The denominator is all patients with a Corewell Health
primary care provider and diagnosed with diabetes.

Design and Implementation Model Practices and Governance

Corewell Health envisions health care that is simple, affordable, equitable and exceptional. When
done well, chronic disease management aligns to that vision. Improving self-management skills
and quality of life for patients are key goals of chronic disease management. Mitigating high-cost
utilization and slowing disease progression creates mutual success for patients and health care
systems. Reaching out fo patients who may not have the health literacy or agency to ask for what
they need ensures that all patients in our population are offered access to the care they deserve.
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Value-based contracting allows us to think beyond a traditional health care mindset and highlight
teaming opportunities that support effective clinical approaches to disease management.

Much has been said about the total cost of care created by the top 5% of highest-cost patients in
the United States. If an integrated delivery system intends to invest in long term, sustainable
success of value-based care delivery for their community, it is worth considering impactful clinical
improvement on the second 5% of patients in the population. Often these patients have a clinical
disease burden that is more biologically amenable to behavioral and clinical intervention. Like the
effect of more aggressive statin lowering of low-density lipoprotein (LDL) 20 years ago, improved
control of hypertension and diabetes yields results for years beyond the real-time clinical
improvementé. Improving control of hypertension and diabetes reduces costs of care and raises
the confidence of patients and families that infegrated delivery systems would like to retain in
value-based arrangements. It demonstrates health system investment in the agenda important to
each patient — achieving the highest number of healthy days of high function each year. Itis
ideal to find those who need help with chronic disease confrol before health outcomes devolve
into a state that requires unplanned, acute care. Extending the time a person spends in lesser
intensity disease states pays dividends to patients and value-based health systems’.8, Once these
goals have been identified, a framework is helpful to guide team efforts to design operational and
technical improvements in system design.

The Multidisciplinary Approach to Disease Over Time (MADOT) framework (Figure 1) took shape as
Corewell Health teams designed solutions for key complex health journeys. It builds upon the
classic recommendation to use multidisciplinary care teams in clinical settings? by being more
specific about how those teams should find patients, determine goals of care and ensure
improvement in personal health management. As care coordination attention shiffed to people
managing multiple disease conditions, a patient persona became apparent. For many people
who find themselves diagnosed with a growing number of chronic diseases, inter-related
challenges to daily management can lead to frustration, disengagement and “non-compliance.”
This framework provides guidance for complex health care systems to make room for the care
needed by a minority of complex patients, without disturbing the complicated processes that
move non-complex patients through a high-production environment operating the business model
of Fee-For-Service (FFS) medicine. The MADOT framework also reframes conversations often
characterized as a problem of “non-compliance” into a space of broader understanding and
potential for cooperative agenda between complex patients and the health care feams desiring
to create a space for optimal health'0. This framework was originally applied to readmission
reduction with success, giving the feam confidence to utfilize it in other settings!!.
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Figure 1: The MADOT Framework

The MADOT framework details incremental steps needed to design a clinical intervention that
supports strategic value-based care work and match the right patients fo the designed
infervention. By identifying patients who are ready to respond fo relationship-focused outreaches
and applying additional team member competencies that encourage patient development of
self-management skills, complex patients are more likely to stay engaged in clinical programs to
completion. Successful program graduations lead to increased aggregate improvement of
population outcomes.

In the MADOT framework, the intersectionality of patient identification, frust building and
specialized skill development prevent the deficiencies seen by using only a pair of these three
considerations. Wrapping these three design elements with feedback from clinical outcomes gives
rise to continuous improvement. Inclusion of financial outcomes calls attention to sustainability of
these programs in a robust portfolio of health care strategies. Key concepts of the MADOT
framework revolve around putting patients at the center of the healing journey, including:

e Focus on patient agendas rather than health care provider agendas.
o Attempting to solve problems with an aligned timeframe to the patient’s and family’s sense of
urgency.
e« Using predictive analytics and electronic health record (EHR) flags to aid identification of the
most complex patients, with particular intent to include:
o Those who are vulnerable, due to lack of a support system.
¢ Those with an emerging femporary health-related social need, like lack of fresh food, due to a
hospital stay of two to three weeks.
o Those who may not understand what they need or have the agency necessary to
articulate that need.
o Those with an emerging depression or anxiety, accompanying a surprising new clinical
diagnosis, like advanced cancer or serious heart condition.
o Those with suboptimal access to internet service, particularly services robust enough to
allow video visits and remote patient monitoring.
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Care coordination leadership posited that patients with well-developed self-management skills
could achieve and sustain improved clinical outcomes, lowering their total cost of care and
requiring less ufilization of acute care. The program was redesigned with consistent workflows and
structure to support specific chronic disease management and whole person care through LCM.
Patients targeted for the redesigned interventions show objective signs of uncontrolled chronic
disease and manage multiple chronic conditions. Patients managing multiple medical issues often
see several office-based teams for care. Multiple care teams were not always aware of the
inferdependent and conflicting instructions provided to a single patient, nor the struggle created
for patients who needed to interpret these instructions. For a person with several detailed clinical
plans, optimizing a disease state while balancing multiple complicated sets of instructions can
cause frustration'2. The LCM intervention starts with trust building and identification of
opportunities to personalize clinical management plans that could be confusing to one person
receiving advice from multiple care teams. Patients are actively engaged in setting the goals and
care plans, leading to increased satisfaction and confidence in their health care journey.

With a clearly defined beginning, middle and end to the program, the team was able to track
interventions fo determine what was most impactful in the care design and fo monitor productivity
for team members working in multiple care locations. The new design was an intentional shift to
top of license practice. Monitoring productivity allowed leaders fo focus feam members on
optimizing the amount of fime spent on the highest use of their clinical skills.

When space is created for allied health team members to practice at the top of their license, they
can effectively focus on building health literacy with complex patients and facilitate patient-
centered goal setting to foster realistic and achievable progress that engages each patient. The
care manager serves as a collaborative resource between patients and providers, working fo
meet an individual's health goals of self-management, increasing opportunities to achieve
behavior change and disease control. To achieve these objectives, care managers conduct a
whole-person assessment, facilitate care plans, provide education and care coordination and
serve as patient advocates. Success for each graduate is the improved understanding of their
complex personal medical needs and increased confidence in their own ability to advocate for
their health needs. Care managers affirm understanding by monitoring the patient’s ability to
teach back disease-specific information and advocacy through effective communication during
encounters with providers and other members of the care team. Confidence, combined with
enhanced self-management abilities, are the key to patients meeting their goals and sustaining
(or improving) their progress.

Ticia Baird, M.D., was leading care coordination across Corewell Health inpatient and ambulatory.
Dr. Baird knew that the existing Epic system could be optimized, leveraging the information
contained in the system to better support the work her tfeams needed to accomplish. In early 2020,
utilizing the Scaled Agile Framework (SAFe) methodology (Figure 2), the clinical care coordination
and digital services feams partnered to improve patient outcomes using a new approach that
allowed for close collaboration between operations and development to build capabilities in Epic
that would best support the care managers.
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The new approach required a new process for breaking down the work into smaller incremental
valuable components that could be continuously integrated into the larger working solution by a
dedicated network of cross-functional, value-aligned teams. The care coordination clinical team,
including registered nurse care managers (NCM), master’'s prepared social workers (MSW) and
community health workers (CHW), were the key subject matter experts involved in the design and
implementation to ensure planning and development followed a people-centric approach. CHWs
offen have life experience and provide credibility that sometimes our licensed team members
cannot represent, making CHW's instrumental in bridging trust between the patients and the care
teams.

The iterative learning cycle

Plan Do
‘ PDCA l
Adjust Check
Figure 2

Additionally, this approach improved workflow efficiency and effectiveness to free care
managers’ capacity fo work on the most critical elements of their jobs. The increments of value-
delivering work were prioritized using an economical approach to ensure the highest valued items
with the least effort were prioritized first to maximize the early value delivery of the integrated
solution. The tfeam completed live demonsitrations of the integrated working solution routinely at
close intervals fo ensure early feedback from stakeholders, end-users and the infernal application
oversight committee was incorporated into the build for continuous optimization of the solution.

Clinical Transformation enabled through Information and Technology

As illustrated in Figure 3, the care manager feam partnered with primary care providers across 41
offices to provide intervention for patients with a hemoglobin Alc of 8 or higher that met
intervention criteria. The model was initiated with a phased approach, beginning in five pilot
locations with a feam of early adopters. The remaining locations began adopting the model after
six months of refinement in the early adopter practices. It fook an additional six months before our
operational leaders observed consistent model adherence in chart audits. Along with diabetes,
care managers applied a similar redesign to other chronic conditions. These operational changes
occurred concurrently fo meet the full range of longitudinal care management needs in each
location.

Care managers contfinue to provide other forms of on-demand care coordination and short-term
education. In a typical year, 46 care managers spend 50% of their fime performing intfensive LCM,
generating 800 patients engaged in LCM for diabetes annually, with 60% of patients graduating
the program successfully. The known supply of over 5,000 diabetes patients in primary care
practices with embedded care managers provides an ample supply of LCM patients for future
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work. The success of LCM is dependent upon engaging patients who are in a state of readiness to
change, or available team members seek out patients who are signaling an optimal readiness for
disease improvement. This creates balance in the supply of nurses and demand of patients
available for LCM.

41 Primary Care Offices

5440 value-Based

Diabetics with Alc =8

Patients that graduated
the program

Figure 3: Ecosystem of Longitudinal Diabetes Management

Total eligible pool in value-based contracts vs patients captured in the most first 18 months of program, completing full intervention. This does
not include the 40% of disenrolled patients who also saw significant clinical benefit. Eligibility for program enrollment: valued patients with a
diagnosis of diabetes type 2 and a hemoglobin Alc of 8 or higher.

The execution of the LCM initiative illustrates the three key aspects of MADOT framework:
e Identifying patients ready to engage in behavior change.
e Deploying a meaningful infervention that would help patients develop self-management
skills.
o Specialized skill development for care managers to optimize each encounter during the
intervention.

Timely and Actionable Patient Identification

Patient identification improvements focus on identifying patients who might benefit from self-
management skills and leverage those skills to improve health-related behaviors. In the past, our
team members relied solely on targeting lists generated from payers, which often listed hundreds
of patients per primary care location with no information to indicate why the patient might benefit
from care management services. Furthermore, payer lists were often generated based on patient
cost information from claims that were several months old.

Chart reviews and proactive outreach often demonstrated patients were not appropriate for care
management for one of many reasons — patients had experienced significant disease progression
and were engaged with hospice or palliative care, the patient was engaged in another similar
program and making progress, or the patient had moved to another health system. This method
required “cold calling” patients, which did not always produce a positive outcome.
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Team feedback indicated the desire for a timely way to effectively identify patients who would
most benefit from a longitudinal care management intervention. The design team developed a
targeting list to identify patients scheduled for a provider visit in the next seven business days who
meft the criteria for engagement with the care manager (Type 2 diabetes diagnosis, in a value-
based confract, with Alc > 8).

Care managers also engaged patients referred by providers or others idenfified in care team
huddles by the allied health team, as well as location-specific initiatives targeting high-risk
populations. Varying our patient identification strategies has improved care manager satisfaction,
reduced the amount of fime spent in chart review and untargeted outreach, and leverages face-
to-face opportunities with patients for first-time engagement with care management services.

Corewell Health care managers use a custom Compass Rose Ambulatory Care Management

dashboard (Figure 4). This dashboard leverages Epic’s Reporting Workbench functionality to

create a Targeting List that generates a list of patients, based on each program’s specific criteria.

Patients are enrolled in a Compass Rose program from these lists and care managers use

additional reports on the dashboard to manage their current caseloads and ftasks due.
Ambulatory Care Management »  Provie Es-ro

Program Management Case Management

Upeoming Appt Targeting List i | Case Lead- Past 3 Months

8

2282288

My Identified and Enrolled Episodes
© Rapertcompmeeed: Tha 4110853 AM €1 Reswes wroves Thu 4

003259] 2 & My Identified Patients Ready for Outreach

sl Outranch Tasks - Cave Managamant

TEM - High Risk Eligible Patients
1 e commtet T 7 AN My Outreach Tasks

Fron raporl
Fio by Outreach Tasks - Care Management Program

@My Targets

Flen raport

Figure 4

The Upcoming Appt Targeting List Criteria tab finds appointments within the next seven days of
patients who (Figure 5):
e Are on the Congestive Heart Failure Registry or Chronic Obstructive Pulmonary Disease
Registry.
e Or patients with a last Alc of greater than or equal to 8.
e Or alast systolic blood pressure (SBP) of greater than or equal to 150.
e And are a member of the Blue R program (risk contract) with a John Hopkins ACG risk of
moderate, high, or very high.
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« And who have not declined working with a care manager in the last three months.
If a patient already has an existing care management program, they will not display in this
report as they are already part of the caseload for that care manager.

Criteria  Display Appearance  Symmary  Printlayout Tookar OQverride General

Find Appointments @
Find Criteria 4
@ Date Range From: T (4/1172024) To: T+T(418202%) #
Is on Registry | ¥ W

Registry ID: CONGESTIVE HEART FAILURE REGISTRY and Registry Grouper: (none) and I on Registry: Yes @)
Registry ID: COPD REGISTRY and Registry Grouper: (none) and Is on Registry’ Yes

=

Evaluate Rule o [ ¥ @

Rule: SH CM Last HbA1c >= § ana Data Source: Internal only sna Data Type and Combine Logic: (none) sna External Metric ID: (none) sna Evaluate Rule
1D

Rule: SH CM Last Systolic BP >= 150 snd Data Source: Internal only and Data Type and Combine Logic: {none) and External Metric ID: (none) and Evaluate
Rule: 1

v
Concatenate Rules o f ¥ @i

1AND (20R 3 OR 4)AND NOT 5

D Rule IDs: SH MEMBER OF VALUE PROGRAM ana Allow Null Values?: (none) and Concatenate Rules: 1

@Rule IDs: ACG RESOURCE UTILIZATION BAND and Allew Null Values?: (none) an¢ Concatenate Rules: moderate
©Rule IDs: ACG RESOURCE UTILIZATION BAND and Allow Null Values?: (none) and Concatenate Rules: high
ORule IDs: ACG RESOURCE UTILIZATION BAND and Allow Null Values?: (nene) an Concatenate Rules: very high
OPRule 1Ds: SH CM - Declined CM Episode M-3 ana Allow Null Values?: (none) and Concatenate Rules: 1

Has Episode of Type [ ¥ @

=

Episode Status: Active and Has Episode of Type: CoRo - Care Management

Report Loglc (1 OR 2) AND 3 AND NOT 4 B] Show search summary

Figure 5

Compass Rose uses program data stored in an episode structure (Figure 6) for coordinated care
management. This allows us to add discrete documentation at the episode level for better
managing and tracking of our patient populations.

o Case Types assist us in placing a tag on the program for disease tracking.

o The Support and Services section helps drive our clinical workflows for
tasks/targets/outreaches. Our care management program has three Support/Service types:
Longitudinal, Short Term, and Transitions of Care.
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E)Programs

Cara Manegamant = AllEpiodes
Care Management # Change Program Type
Start Date Responsible Staff
4102024 R Pool
Enroliment Reason MICHELE K HANSON
Referred by provider Department
SHMG FAM MED KENTWOQOD
Case Types
SHCM - Diabetes
SHCM-HTN
Support & Services Provided
Type Start Date End Date
Longitudinal 41072024
Status
Enrolled 5 Identified ) Declined B Disenrolled €9 Graduated
Enroliment Date
4102024
¥ Edit Pause Details
Overview
% BRY O+ xt S s ]
Linked Referrals 4 Add Linked Encounters & Add 4 Add External u View More
411012024 - Care Management Enrollment with Michele K
Hanson
Figure 6

Compass Rose allows us to provide a standardized care model for following patients ufilizing the
following Epic tools:

o Custom Targets (Figure 7) for each program help us track key performance indicators and
program-level milestones.

O Targets #
Care Management

Add taraet Show: ] Completed
Targets Due Qutcome Source

@ Upcoming

Advance Care Planning (ACP) status reviewed ¢35, Longitudinal - 4/10/2024 + Mark Complete X
within 60 days

SDOH completed within 30 days / 3 encounters ~ 5/10/2024 Longitudinal - 4/10/2024 + Mark Complete X
Patient goal resolved by graduation 71072024 Longitudinal - 4/10/2024 + Mark Complete X
i::f: care plan and patient goal(s) within 2 412412024 (14 days) Longitudinal - 4/10/2024 + Mark Complete X

Figure 7

o We designed disease specific custom care plans (Figure 8) focusing on long- and short-term
patient centered goals to track and evaluate progress with a patient's overall health.
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© care Planning T,

@ No active care plans % Display Name Care Plan Template
If enabled, you can use the box to the rightto add a ¢ I-I SH CM APC Advanced Health Condition SH CM APC Advanced Health Condition [196]
B SH CM APC Fall Risk SH CM APC Fall Risk [192]
I Asthma/COPD SH CM - ASTHMA/COPD [99]
+ Close B Care Management SH CM - CARE MANAGEMENT [151]
I Chronic Kidney Disease SH CM - CHRONIC KIDNEY DISEASE [239]
¥ Reason for Qutreach #
W CKD SHCM - CKD [101]
@ No outreach selected B Diabetes SH CM - DIABETES [100]

Open Reason for Outreach to indicate outreach
pen Reason for Oulreach to Inclicate oulreaches ¥C ) Eng-Stage Renal Disease (ESRD) with Dialysis  SH CM - ESRD WITH DIALYSIS [240]

£ Select Al B Heart Failure (CHF) SH CM - HEART FAILURE (CHF) [98]
Outreach OV mm Hypertension SH CM - HTN [156]
Initial Outreach within 48 hours 4/1 M Risk of Transition Failure SH CM - TOC RISK OF TRANSITION FAILURE [150]
Figure 8

o Outreach tasks (Figure 9) are generated to ensure we provide timely outreach to patients,
and assist in prioritizing patients, based on due dates for tasks. For example, we provide an
initial outreach within 48 hours of identification for the care management program.

Qutreach Due Da.!e Responsibility Program
[] Initial Outreach within 48 hours 4122024 Michele K Hanson Care Management
Figure 9

e Checklist Tasks (Figure 10) are auto generated to track and manage day-to-day interventions
related to the patient’s care.

Care Management Longitudinal Checklist Task
O APR 1T Complete Care Coordination Note X
2024 Michele K Hanson
O APR AT Med/Order Review %
2024 Michele K Hanson
O | it this item | Croata Cara Plan(s) x
024 Michele K Hanson
O PR 24 Patient short term goal(s) established x
2024 Michele K Hanson
o PR 24 Screan PHO4 S
2024 Michele K Hamson
O MAY 08 Patient long term goal(s) established %
2024 Michele K Hanson
O MAY 08 Document goal status: on track/not on track %
2024 Michele K Hanson
O MAY 10 30 day Goal Celebration *
2024 Michele K Hanson
MAY 15 .
O 2024 Assess Change Readiness x
O MAY 22 Review gaps in care/BPA task %
2024 Michele K Hanson
0 _ Complete General Assessment X
Michele K Hanson
O Complete Chronic Disease Assessment %
Michele K Hanson
O o Next Pt Outreach/ Pre-scheduled next appointment x
Michele K Hanson
O Case closure: Resolwe care plans and goalls) x
Michele K Hanson
ing self.
O o 'Ongeing x
Michele K Hanson
O = Croate solf-management sustainability plan %

Figure 10
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e Multiple custom SmartForms are embedded in the care manager visit navigator (Figure 11) to
allow for standardized documentation by our care managers. Using SmartForms allows us to
import this documentation to a standardized Note Template that is completed during each
encounfter.

<« @ Chart Review  Program Details Review Flowsheets History | CM Visit 20 Transition of Care

4/10/2024 visit with Michele K Hanson for Care Manager Visit

wiset inmamen —— ||
Contacts
Assessmen
T @General t
Vital Signs
General Assessment
we s Spoke to @ Patient Guardian Other (comment)
| ceneral
Change Readiness Patient/HCA agrees to care management services?  Yes | No
Chronic Iiness Does patient have a guardian? Yes No
CAT
. ) -

Patient-Reparted Does patient have a caregiver Yes No
Med Management ED Avoided? ]
Med Review Has patient had a conceming event in the last 30 Yes No
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Figure 11

Intervention Design

Patients who agree to longitudinal care management receive a whole-person assessment that
encompasses clinical, social and behavioral health (Figure 12). Care managers partner with each
patient fo assess readiness to change, establish self-management goals and navigate

barriers. Engagement with the patient occurs weekly for the first four weeks of an episode and
then at least every two weeks until goals are achieved, defined as patient demonstration of
successful self-management of daily health behaviors (Figure 13). Episode lengths average around
20 weeks. Reassessment occurs every 30 days to adjust the care plan and goals, based on the
patient's progress and wishes. Upon graduation, each patient is supplied a self-management plan
that provides strategies to maintain their progress. When reviewing patfient data 180 days after
graduation, the aggregate population has either maintained or improved their Alc since
completing the intervention.
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Figure 12: Whole Person Care

Whole-person care at Corewell Health is defined as the aggregate perspective gained by considering each individual's clinical health + behavioral
health + social determinants of health.
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to Face Engagement or Face to Face Engagement been met)

Figure 13: Intervention Timeline

Longitudinal Care Management uses defined outreaches and tasks on a timeline queued from the electronic health record to the care
manager. Additional follow-up and outreaches can be initiated by care managers or patients involved in the intervention.

Care managers inferact with patients in person and by telephone. Whenever possible, care
managers conduct two face-to-face encounters in the first four weeks with phone calls on
alternate weeks to optimize trust building and partnership with patients. Face-to-face interaction
occurs at least one time per month after the first four weeks. We encourage care managers to
pre-schedule all encounters with patients. Formalizing each encounter by scheduling an
appointment communicates to patients that this is not merely a friendly check, but rather an
infentional clinical infervention. If patients experience a barrier or express a preference for virtual
or tfelephonic visits, care managers will support barrier resolution and/or accommodate
preferences.

This infervention is driven by continually placing patient goals at the forefront. Patients identify
goals that are SMART: specific, measurable, achievable and time bound. Helping patients
navigate barriers, identify strengths, and build self-management skills are keys to a successful
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infervention. At least 50% of premature mortality is a result of health behaviors such as smoking,
poor diet and physical inactivity!3. Assessing a patient’s readiness to change and providing stage
matched support as they move through change stages is vital. Other inferventions include
depression and anxiety screening, problem solving health related social needs, care coordination
with specialty offices or community-based organizations and patient education. The American
Diabetes Association Standards of Care in Diabetes recommends a collaboration among a
multidisciplinary feam as an effective method to maintain momentum foward patient goals'4. Our
care managers regularly facilitate care conferences with primary care providers and other allied
health feam members to align care plans and leverage the unique skill set of the entire health
care team. Near graduation, care managers, in collaboration with the patients, develop a
sustainability plan to maintain progress after the intervention. Patients can re-enroll in the program
any time if they decompensate, receive a new diagnosis or experience an acute event.

Specialized Skill Development

From the first encounter, establishing a quick rapport is crucial to tfrust-building. Establishing frust
leads to honest conversations about health behaviors, barriers and fears, which makes for more
effective care not only with the care managers, but the entire health care team. It's this ability to
build rapport and trust that has facilitated a 92% enrollment rate and 63% graduation rate in the
longitudinal care management intervention. Reasons for patients who do not graduate from the
program include changing providers, transitioning to a new level of care, or declining continued
engagement. Since the start of the program, we have observed a steady increase of patients
enrolled, as care managers have fully adopted the model. The number of enrollments and
graduates doubled between 2002 and 2023. Although a full intervention is optimal, patients who
receive a partial intervention do benefit from improved hemoglobin Alc (see disenrolled patients,
Table 2 in the “Improving patient outcomes” section).

To ensure a successful program, our care managers need the tools and skills fo support patients in
achieving their optimal health. This goes beyond disease-specific training, so we enhanced our
onboarding process for new team members, spending additional time on screening processes,
SMART goals, diabetes education, feam-based care, patient engagement and motivational
interviewing (Ml). Developed by specialists in the field of addictions, Ml can be an effective tool in
the health care setting, as a strategy to support patients engaging in health-related behavior
change, but specific fraining in Ml skills, such as asking open-ended questions, reflective listening
and summarizing patient statements is essential'>. As new training courses are developed,
established tfeam members have opportunities to attend, to enhance and refresh their skills. We
also employ a dedicated educator fo develop training confent, assist with on-boarding and help
team members maintain clinical competencies.

The Corewell Health LCM tfeam in West Michigan is comprised of 46 nurse care managers across 41
primary care offices. Each care manager has multiple responsibilities, such as longitudinal care
management, short-term care management and team interactions via meetings and huddles. The
average longitudinal care management caseload per care manager is 25-30 patients at a time,
with the intensive intervention timeline of 12-18 weeks described above.
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Improving Adherence to the Standard of Care

Supervisors and managers use the Case Analysis and Productivity dashboard to track program-
related metrics. Several different reporting modalities are used to tfrack trending meftrics over time,
with an emphasis on Epic’s SlicerDicer toolkit. Custom structured query language (SQL) code is
leveraged fo create SlicerDicer data models, filters and reports that populate the dashboard.
Users can view the sessions by a variety of summary levels: individual case manager, patient PCP
department, and support & service types.

The clinical outcomes dashboard is used to track clinical indicators for longitudinal patients with a
case type of “Diabetes” or “SH CM - Diabetes.” These meftrics use a patient’s episode as an
anchor event. The data produced by these SlicerDicer sessions is derived from a custom data mart
in Caboodle developed to track care management episode outcomes. Each session only returns
episodes for patients who have a recorded "“pre-engagement” and “post-engagement” value in
the data mart, resulting in the varying number of episodes included in each metric. Pre-engaged
values are defined as the closest recorded value to a patient’s episode start date. Post-engaged
values are defined as the closest recorded value to a patient’'s episode end date. 90d values are
defined as the closest recorded value to 90 days-post episode end date for a patient.

Although the longitudinal care management model is focused on patients with unconftrolled
diabetes, the multidisciplinary feam is also assessing patfients for depression, anxiety, and social
determinants of health. This whole person approach helps care managers identify the social and
behavioral health barriers that might inhibit a patient's ability to self-manage. Social workers and
community health workers can conftribute to the clinical plan of care to clear barriers and improve
patient outcomes.

The American Diabetes Association defines uncontrolled diabetes of an Alc of 7% or greater. Due
to resource constraints, the Corewell Health longitudinal care management program actively
targets patients with an Alc of 8% or higher. Our proactive targeting list idenfifies patients with an
Alc of 8+ but care managers may prioritize patients with an Alc of 9 or greater due to increased
disease burden and potential for the risk of long-term diabetes complications.

Improving Patient Outcomes

Since completing the redesign in early 2022, success of the longitudinal care management model
has been demonstrated in patients with uncontrolled diabetes (A1c above 8.0). The team
implemented targeted interventions with over 1,000 patients since January 2022, with 608 patients
graduating with full completion and has demonstrated an average 2.24-point Alc reduction
(Figure 14). Of those 608 patients, 364 had a pre-intfervention Alc of 9.0 or higher and achieved a
3.02-point Alc reduction (Figure 15). This is a notable indication of better disease management
and can be quantified in cost avoidance using industry standard annual costs of care for
uncontrolled diabetes. In addition, patients who experienced co-occurring hypertension
experienced an average 16.33-point improvement in systolic blood pressure. Those same patients
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achieved a further reduction in systolic blood pressure 90-days after successfully graduating from
the intervention.

LCM Program Graduates with Alc 8.0-8.99
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Figure 15

Patients who graduate longitudinal care management with full intervention have achieved the
goals outlined in their care plan. Patients identified as disenrolled have received a partial
intervention but disengaged before completion of goals and/or a self-management

plan. Declined patients received no intervention from the care manager. The Alc of graduated
patients is monitored for 180-days after graduation. Aggregate data demonstrates patients
maintain or improve Alc at six months.

Table 2 demonstrates Alc improvement for patients who graduated, disenrolled, and declined a
longitudinal care management episode. Patients who graduated and received a full infervention
achieved Alc almost three times greater than patients who disenrolled and nearly four times
greater than patients receiving no intervention. Patients who decline are often in the pre-
contemplative stage of change while patients who disenroll saw some benefit, but the same
factors that led them to leave the intfervention without closing the loop caused them to leave
ofther disease management loops unclosed in their lives, leading to poor compliance. The
graduates had an ideal overlap of uncontrolled disease, willingness to change and a tfrust-
building, face-to-face invitation to see their change efforts supported. They took the invitation and
met it with their own ongoing commitment to change. From diabetes drug frials, we know that any
HgbAlc reduction of 1 point or more is clinically significant and represents notable clinical effect.
For patients with ATc over 9 orl10, it is not realistic to expect that all Alc values will drop below 7
on the first program time period. As noted below, 90- and 180-day data continues to reflect
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clinical improvement toward Alc less than 7. It takes time for the body to fully reach a new set
point.

Table 3 demonstrates changes in systolic blood pressure for patients who graduated, disenrolled or
declined the Alc intervention. Similar fo changes in Alc, patients who graduated with a full
infervention saw the greatest improvement in systolic blood pressure than patients who disenrolled

or declined.

Table 2: LCM Alc Reduction

January Patients with Pre-Encounter Alc of 8+ Patients with Pre-Encounter Alc of 9+
Initial Design . Mean Alc Mean Alc Pre/Post . Mean Alc Mean Alc Pre/Post
{no targeted 2020-December | # of episodes ) ) . X p-value # of episodes X § . ) p-value
intervention) 2021 Pre-intervention Post-intervention Delta Pre-intervention Post-intervention Delta
2744 9.91 8.77 -1.14 <0.001 1708 10.83 9.25 -1.58 <0.001
January 2022 - Patients with Pre-Intervention Alc of 8+ Patients with Pre-Intervention Alc of 9+
M Al M Al M Al M Al
‘ October 2023 | # of episodes ) =an C_ .ean C, Delta p-value | #of episodes K =an C, .san ¢ . Delta p-value
Re-Design Pre-intervention Post-intervention Pre-intervention = Post-intervention
Intervention |Graduated 608 9.82 7.58 -2.24 <0.001 364 10.77 7.75 -3.02 <0.001
Group Disenrolled 401 10.18 9.3 -0.88 <0.001 286 10.88 9.76 -1.12 <0.001
Declined 70 9.94 9.3 -0.64 <0.001 49 10.58 9.73 -0.85 <0.001
All Patients 1,079 9.98 8.73 -1.25 <0.001 699 10.74 9.08 -1.66 <0.001

This table shows the number of episodes patients participated in pre-intervention Alc, post-intervention Alc, and the delta for three groups of
patients (those that graduated the program, those that started the program but did not continue to completion, and those that declined to
participate). There is a statistically significant difference between the Pre and Post values for all three intervention groups. There is a statistically
significant difference between the change from Pre and Post between group for both the Alc of 8+ and 9+ groups.

Table 3: LCM Systolic Blood Pressure (SBP) Reduction

Patients with Pre-Encounter Systolic BP >140 and Alc of 8+

lanuary Mean Systolic Post / 90-days
Mean Systolic BP | Mean SystolicBP | Pre/Post | Pre/Post Vs Pre/90-days post / =

2020-December | #of episodes BP 80-days Post
Pre-encounter = Post-encounter Delta p-value Delta
2021 Post-encountsr p-valus
443 15122 140.34 -10.88 <0.001 | 136.33 -14.89 =0.001
Patients with Pre-Intervention Systolic BP >140 and Alc of 8+
January 2022 - i -
. Mean Systolic 82 Mean SystolicBF Pre/Post  Pre/Post Mean Systolic Pre/80-days post Post / 30-days
. October 2023 | # of episodes BP 20-days Post
Re-Design Pre-encounter  Post-encounter Delta p-value Delta |
|ntervention Post-encounter p-value
Group Graduated 103 15151 135.18 -16.33 <0.001 13164 -19.87 0.025
Disenrolled 38 151.4 137.31 -14.0% <0.001 13617 -15.23 0.452
Declined 11 14555 136 -13.55 0.0273% 14009 -9.46 0.800
Patient Total 202
Patients with Pre-Encounter Systolic BP >140 and Alc of 9+
Initial Design January ) ) Mean Systolic Post [ 90-days
» 2020-December | # of episodes Mean Systolic 82 Mean SystolicBF Pre/Post  Pre/Post 8P S0-days Pre/80-days post Post
Pre-encounter = Post-encounter Change p-value Change
2021 Post-encounter p-valus
279 151.32 139.53 -11.79 <0.001 | 13687 -14.45 0.005205
Patients with Pre-Intervention Systolic BP >140 and Alc of 9+
January 2022 - _ ) Mean Systolic Post / 90-days
B Mean Systolic B8P Mean SystolicBP Pre/Post Pre/Post Pre/90-days post
. October 2023 | # of episodes BP 90-days Post
Re-Design Pre-encounter  Post-encounter Change p-value Change
. Post-encounter p-value
Intervention
Group Graduated 56 15239 136.7 -15.69 <0.001 131.36 -21.03 0.022
Disenrolled 54 14562 138.23 -11.39 <0.001 13723 -12.39 0.633
Declined ] 15038 136.75 -13.63 0.054593 14238 -8 0.611
Patiznt Total 128

There is a statistically significant difference between the Pre and Post values for all three groups. There is a statistically significant difference
between Post and 90 day values for only the Graduated group. There is no statistically significant difference between all three groups for either
the change from Pre to Post or Post to 90 days.
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Accountability and Driving Resilient Care Redesign

Our philosophy is to give patients tools to change behaviors and self-manage. The benefit of these
tools extends beyond our engagement and measurement because meeting goals takes time. 90-
day and 180-day outcomes demonstrate sustained and offen continued improvement.

Supervisors and managers use the Case Analysis and Productivity dashboard (Figure 16) to frack
program-related metrics. Several different reporting modalities are used to track trending metrics
over time, with an emphasis on Epic’s SlicerDicer toolkit. Custom SQL code is leveraged to create
SlicerDicer data models, filters and reports that populate the dashboard. Users can view the
sessions by a variety of summary levels: individual case manager, patient PCP department and
support & service types.

As the program gains momentum, we contfinue to have conversations with private insurance,
federal and state payers, and research groups. We are convinced these interventions are
effective in helping patients achieve management of their chronic disease and we will continue
to seek partnerships fo expand our services. Using fechnology to help identify the right patients
and track inferventions has positioned us well to share the success of the program as we seek
additional collaborators.
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Figure 16

The clinical outcomes dashboard (Figure 17) is used fto track clinical indicators for longitudinal
patients with a case type of “Diabetes” or “SH CM - Diabetes.” These meftrics use a patfient’s
episode as an anchor event. The data produced by these SlicerDicer sessions is derived from a
custom data mart in Caboodle developed to track care management episode outcomes. Each
session only returns episodes for patients who have a recorded “pre-engagement” and “post-
engagement” value in the data mart, hence the varying number of episodes included in each
metric. Pre-engaged values are defined as the closest recorded value to a patient’s episode start
date. Post-engaged values are defined as the closest recorded value to a patient’s episode end
date. 90d values are defined as the closest recorded value to 90 days-post episode end date for a
patient.
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Enabling Care Delivery
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