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Diabetes Care Management 
1.  Programmatic Considerations

· It is still not clear what the purpose of the pilot is and what we want to know.  Once this is better defined, the eligibility criteria will naturally follow.

· If the goal of the pilot is to test the efficacy of case management at reducing emergency room visits and improving health, disease management practices and other factors such as clinic hours need to be standardized or controlled for.

· Might want to consider following a six month cohort of new patients and ongoing patients whose care is currently mismanaged.  All qualifying patients seen in the clinic within a six month period would have the opportunity to enroll in the pilot.

· The initial reason for having a pilot was not to prove the effectiveness of diabetes care management, but to look for a better way of paying for services.  

· Greater uniformity in service provision is also an important goal.  

· Need to articulate what the basic diabetes management standard is so that agencies know where they need to get to.

· The proposed requirement for agencies to have a named case manager who is a licensed health care professional may be unrealistic and undesirable:

· PPP patients are not the same as County patients:  While many County patients require intensive care management, PPP patients are not as acutely ill and may benefit more from other types of interventions, such as group visits.  

· PPP agencies know their patients well:  PPP agencies with strong disease management programs know which patients require greater care coordination and are better able to develop clinic and patient-specific interventions.  For PPPs, it might make more sense to focus and reward for outcomes rather than impose strict patient-care requirements.

· PPP agencies have a different model of care than the County: PPPs have been trained in the collaborative model of disease management, which emphasizes the importance of a team of medical professionals working together to manage and coordinate patient care.  

· There is a shortage of licensed professionals to serve as care managers; these individuals are expensive to hire and retain and they may not be the most appropriate care managers in a community clinic setting; licensing is a less important qualification than linguistic and cultural sensitivity.  

· It would be helpful examine how the funds provided last year for disease management infrastructure were utilized.  
	Tentative Programmatic Decisions
	Next Steps

	· The goal of the pilot is to test a new payment mechanism that is not tied to visits.

· Programmatic requirements still need to be better defined.


	· CCALAC’s Clinical Advisory Group (CAG) will draft a list of core diabetes management services that will serve as a foundation for participation in the proposed PPP diabetes care management pilot/program.
· CAG will recommend three or four activities that improve chronic care management, but currently are not widely practiced at PPP clinics.  The recommended activities should push clinics forward clinically, while also building on existing infrastructure and learning of PPP clinics.

· Analyze disease management expenditures from last year: What was accomplished? Were there common factors for success or understanding?


2.  Agency Participation and Selection

· Participation in the pilot may be limited to two or three agencies, depending on available funding.

· The pilot will require significant data collection and other costs to participate – the PPP program will not cover 100% of these costs.   Even so, some PPPs are concerned that agencies in the pilot will have an advantage if the pilot proves effective and is implemented on a larger scale.

· Might only want larger agencies to participate in the pilot so there are enough enrollees to show an effect.  Also, might want agencies that have a history of innovation and sufficient staff to tolerate the ambiguities of a pilot.
· Having and using a registry is important and shows commitment to disease management.   Might want to look at the proportion of total diabetes patients in the registry (many smaller agencies have done a better job than many larger agencies at entering data on nearly all of their diabetic patients in a registry)

· Might makes sense to hand-select agencies based on a set of criteria rather than go through an RFP process.
	Tentative Participation Decisions
	Next Steps

	· To participate in the diabetes care management pilot, agencies should have an active registry that they have been using to inform their daily practices for a certain period of time (to be defined).

· A registry or equivalent process will likely be required for participation in the diabetes care management program, which will be implemented after conclusion of the pilot (if it is successful and additional funds are obtained.)
· Other possible criteria to consider:

· Size of agency?

· Number of diabetes patients?

· Proportion of diabetes patients in registry?

· Commitment to change?

· Utilization of FY 04-05 disease management infrastructure money?

· A process for exchanging information will be put into place during the pilot to inform agencies about ongoing progress and challenges.
	· Contact CPCA about the possibility of group purchasing another learning round for agencies that were unable to participate in prior sessions.

 


3.  Patient Stratification 
· Drs. Chernof and Guterman suggested two options for stratifying patients in the pilot:  (1) Hba1c only; or (2) scoring system that includes factors developed by subgroup. Qualifying Hba1c levels or scores would be determined based on patient data.
· It might make sense to stratify on three or four criteria that all agencies include on their PECs reports.  Blood pressure, Hba1c, LDL, comorbidities, and diabetes-related medications would all be relatively easy information to track.

· Scoring should be simple. 

· Since the program will also include some Medi-Cal managed care patients, LA Care might be interested in partnering with the County.  This could bring additional funds. 
	Tentative Patient Stratification Decisions
	Next Steps

	· Stratify based on three or four criteria.
	· Talk to Dr. Guterman about simplifying stratification tool; collapsing categories.
· Ask agencies how many Medi-Cal managed care patients they have with diabetes (DHS does not have this information).
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