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Ready, Set, Engage
Chat Box:

Å /Ƙŀǘ ǉǳŜǎǘƛƻƴǎ ǘƻ ά9ǾŜǊȅƻƴŜέso participants can 
view and panelists can respond

Å Panelists will respond to your questions during 
the Q and A discussion

Live Polling:

Å Watch for our interactive polls: Quick multiple 
choice options with results in real time

Follow-up:

Å Following the presentation, participants will 
receive a follow-up email with the slide deck, 
recording, and a link to access additional 
resources2
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NRHI SAN Faculty and Topic Areas

NRHI High-Value Care SAN 
Learning Program Topics

Measuring and Understanding Total Cost of Care

Behavioral Health Integration

Reducing Unnecessary Utilization

Navigating Payment Reform

Designing and Evaluating Quality Improvement 
Programs

Advancing CareManagement 

Improving Person and Family Engagement

Resourcescan be accessed here:
https://nrhisan.healthdoers.org/home
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Advancing Care Management

Topic Expert Instructor Launch Date

Care Management 
Through Registries

12/7/17

Power Up For 
Managing a 
Population

12/13/17
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Addresses Key Elements of TCPi Change 
Package

1.3 Population Management 

1.3.4 Develop registries 

1.3.5 Identify care gaps 

1.5 Coordinated Care Delivery

1.5.1 Manage care transitions

1.5.3 Coordinate care 

1.5.4 Ensure quality referrals  
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Presenters: From Institute for Clinical 
Systems Improvement (ICSI)

Tani Hemmila, MS, BSW
Director, Institute for Clinical 
Systems Improvement 
Minneapolis MN

ÅLeads health care  
collaborative initiatives in 
Minnesota, emphasis on BH

ÅPractice facilitator in 
COMPASS, a national CMMI 
collaborative care initiative

ÅBroad-based experience: 
social work in mental health, 
community systems change, 
business, and training / 
learning environments.
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Presenters: From Essentia Health

Todd Hinnenkamp, BA, RN
RN Ambulatory Supervisor 
and Depression Care 
Management

ÅRN for 21 years - with the past 
11 years in an Ambulatory Care 
Clinic

ÅRN Supervisor of General 
Internal Medicine, Integrative 
Health, Elder Care, and 
Memory Clinic as well as 
Depression Care Management

ÅPartnered with ICSI on both the 
DIAMOND and COMPASS 
Collaborative Care models

ÅWorking group member for ICSI 
depression guideline
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Objectives for Today

In this module you will learn about: 

ÅFive components of highly effective care management 
programs for patients with complex / comorbid needs with a 
goal of improving population health. 

ÅLessons from the field, including from the successful 
collaborative care program, COMPASS.

ÅTactics and tools for moving from basic care management to 
ΨǇƻǿŜǊƛƴƎ ǳǇΩ ŦƻǊ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ ƳŀƴŀƎŜƳŜƴǘ ŦƻǊ 
patients with complex needs. 

ÅHow to partner with patients and team members in new 
ways to improve care management support. 
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An independent, non-profit 
healthcare improvement 

organization focused on the Triple 
Aim goals of better care, smarter 
spending, and healthier people. 

ICSI has served the people of 
Minnesota (and other 

communities) for 21 years.

www.icsi.org
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Poll Questions

ÅAre you familiar with the DIAMOND or IMPACT 

Collaborative Care Models?

ÅAre you familiar with the Team Care or 

COMPASS Collaborative Care Models?

Chat in if you have been directly involved with any of these initiatives, 
ǿŜΩŘ ƭƻǾŜ ǘƻ ƘŜŀǊ ŦǊƻƳ ȅƻǳΗ
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COMPASS is a national 

dissemination and 

implementation initiative for a 

collaborative care 

management model for the 

integration of behavioral health 

into primary care, drawing on 

information from clinical trials 

and other implementation 

projects.
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COMPASS Consortium: Ten National Partners
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COMPASS Outcomes Summary
3854 patients 

OutcomeGoals AnalyticOutcomes

Depression Improve controlfor 
40% of patients

61% have shown 

significant improvement 
(decrease in PHQ9 by 5 

points or a PHQ9 of less than 
10)

Diabetes Improve control rates 
by 20%

23%absolute 

improvement in patients with 
a HgbA1c <8

Hypertension Improve control rates 
by 20%

58%of those who entered 

with uncontrolled 
hypertension have blood 

pressure in control

March 2015
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Complex
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