Health Goaches Transform

Care Delivery

Part 1: The Medical Home at Mercy Clinics, Inc.

BY DAVID SWIESKOWSKI, M.D., M.B.A.

Editor’s Note: In September 2008 the
American Medical Group Foundation
presented the 2008 AMGA Acclaim
Award to Mercy Clinics, Inc. for

its initiative, “The Medical Home:
Adding Value to Our Gains, Managing
Growth, Expanding Our Reach.”

m ost primary care physicians prac-
tice in a 1960s model that was
designed to react to acute, episodic
care needs. The delivery of preventive
care and care for chronic disease is a
business opportunity that few prac-
tices have pursued. This opportunity
and the knowledge that we could
produce better outcomes for our
patients created the sense of urgency
Mercy Clinics needed to develop
new care delivery processes that have
improved both patient outcomes and
financial performance.

New care delivery processes
have improved both patient
outcomes and financial perfor-
mance.

Mercy Clinics is a hospital-
owned, multispecialty clinic with130
physicians. The payment environ-
ment is 100 percent fee-for-service.
'The group practice uses a reimburse-
ment system called Virtual Private
Practice, in which the physician
salaries are the difference between
revenue and expenses. This creates
financial independence, allowing
the practice to manage itself. Our
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physicians pay for and decide what
to spend on quality improvement as
well as all other expenses.

Since 1997 Mercy Clinics has
had an active quality improvement
program led by a half-time physician
and full-time RN. In 2002 Mercy
Clinics joined the Institute for
Healthcare Improvement’s Office
Practices Learning Collaborative.
'This experience changed our QI
approach from projects to a long-
term vision that still guides our
work today. Our vision was to
create a proactive, population-based,
patient-centered care system that
was financially sustainable. We used
Wagner’s Chronic Care Model to
create a roadmap and the Institute
of Medicine (IOM) Six Aims to
measure our progress.

Clearly defining what we wanted
our practice to look like five to
ten years in the future helped us
take the initial steps for which the
payback period would otherwise
seem too long. For example, the
development of the disease registry
required manually entering data
for a year before it became useful
for improving patient care, and the
introduction of Health Coaches took
two years to take hold. Progress was
slow during the first few years, but as
we built upon a strong foundation,
improvements began to increase
exponentially.

Process

The first step was establishing
a disease registry (we do not have
an electronic medical record). The

data from the registry were critical
to engage patients, physicians, and
community partners. Patients who
were overdue for care or not meeting
goals were contacted and almost

all responded positively. Physicians
embraced new processes to improve
performance, which evolved into our
health coach program. And because
our ability to collect data was unique
in our market, we were able to enlist
community partners such as:

m Wellmark Blue Cross Blue Shield
to create a pay-for-performance
pilot program

m The Iowa Foundation for Medical
Care to create a new, fully func-
tioning disease registry

m Des Moines University to cre-
ate a training program for health
coaches

m Several organizations to provide
grant funding to support our
initiatives

Tapping into these community
resources was crucial to the success
of our program.

Health Coaches were introduced
as a part-time position at four sites
in 2004. Their first duty was to
maintain the registry and contact
patients identified as needing care.
We soon learned that most patients
who were overdue for care had been
in our clinics while overdue, but did
not receive all the recommended
care. This led to pre-visit chart review
by the coaches, who use protocols

to identify and order all needed
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