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Ready, Set, Engage

Chat Box:

Al KFG | dzS$@d 3 BB pasichants cal
view and panelists can respond

A Panelists will respond to your questions during

¢ I the Q and A discussion
o N Live Polling:
g Iive Polling:

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

E:' Follow-up:
% o= A Following the presentation, participants will
T receive a followup email with the slide deck,
recording, and a link to access additional
resources
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NRHI SAN Faculty and Topic Areas

NRHI Higkvalue Care SAN

Learning Program Topics

| (O] it () Better Health
Transforming health care, together Pa rtn eI’ShIp
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Measure Up To Better Health CORPORATION
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HEALTH QUALITY PARTNERS

@ Fealthinsight
@ Qtidlity Counts

Better Health Care. Better Health.
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https://nrhisan.healthdoers.org/home

Advancing Care Management

Expert Instructor Launch Date

Care Management 1CST

Through Registries Sy mprovemens 1277117

Transforming health care, together

PowerUp For
:> Managing a ICSI 12/13/17
P 0 p u I at| on Transforming health care, together
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Addresses Key Elements of TCPiI Chang
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 (ICSl)

A Leads health care
collaborative Initiatives In
Minnesota, emphasis on BH

A Practice facilitator in
COMPASS, a national CMMI
collaborative care initiative

A Broadbased experience:
social work in mental health,
community systems change,

Tani Hemmila, MS, BSW business, and training /

Director, Institute for Clinical learning environments.
Systems Improvement
Minneapolis MN
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Presenters: From Essentia Health

A RN for 21 yearswith the past
11 years in an Ambulatory Care
Clinic

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

A Partnered with ICSI on both the
DIAMOND and COMPASS

Todd Hinnenkamp, BA, RN Collaborative Care models

RN Ambulatory Supervisor A Working_group_ me_mber for ICSI
and Depression Care depression guideline
Management
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Objectives for Today

In this module you will learn about:

A Five components of highly effective care management
programs for patients with complex / comorbid needs with a

goal of improving population health.

A Lessons from the field, including from the successful
collaborative care program, COMPASS.

A Tactics and tools for moving from basic care management tc
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patients with complex needs.

A How to partner with patients and team members in new
ways to improve care management support.
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1CSI

Institute for Clinical
Systems Improvement

An independent, notprofit
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

A Are you familiar with the DIAMOND or IMPACT
Collaborative Care Models?

A Are you familiar with the Team Care or
COMPASS Collaborative Care Models?

Chat in if you have been directly involved with any of these initiatives

GSQR f2@0S (2 KSI NJ FNP




R
0
COMPASS

a nerSmIne rate Care
COMPASS is a national P g o §§005i

dissemination and e
Implementation initiative for a e,

collaborative care ‘MiPCT

% IM pACT Evidence-based depression care

management model for the e e e
Integration of behavioral health
Into primary care, drawing on —
iInformation from clinical trials I %m:e\ I.?AR. o

and other implementation

projects. () TEAMCOrew




COMPASS Consortium: Ten National Partners

HealthPartners Institute Institute flor Clinical
stems rovement
Commumith sl for Education & Sy mp

Research Michigan Institute for
Plan of Washington Mayo Health Systems Clinical Systems
Mayo Clinic Rochester  |mprovement

Mt Auburn Cambridge
Independent Practice

Advancing Integrated Association

Mental Health
Solutions (AIMS)

Pittsburgh Regional
Health Initiative
Kaiser Permanente Mayo Clinic
Southern California Jacksonville

PR J

Kaiser Permanente - Se
Colorado ’
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COMPASS Outcomes Summary
3854 patients

_ OutcomeGoals AnalyticOutcomes

Depression Improve controlfor 61 %nhave shown

40% of patients significant improvement
(decrease in PHQ9 by 5
points or a PHQ9 of less tha

10)
Diabetes Improve control rates 2 3%6absolute
by 20% improvement in patients with
a HgbAlc <8
Hypertension Improve control rates 58%mf those who entered
by 20% with uncontrolled

hypertension have blood
pressure in control
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Phone & Patients

In-person

Care Visits
Managers

Make Care
Decisions Together

Rece HITHH
Inter

ff anary Ccare

SCR 5 Teams
Teams




