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Brief history of our practice 

Late 1990’s: traditional practice, added  

mid-level providers 

Early 2000’s: developed population care 

capability and evidence-based algorithms, 

proof of concept, rigorous evaluation 

Mid-2000’s: solidified care assistant role, 

began to integrate throughout the practice 

Late 2000’s: focus on the model for 

improvement, efficiency and spread, 

added decision support, additional 

extenders 

 



Care philosophy today 

Key elements 

� Patient engagement 

� ‘Universal precautions’ for low literacy 

� Multidisciplinary teams 

� Population-level data 

� Evidence-based care algorithms 

� Continuous improvement, guided by data 

� Decision support 

� Proactive care coordination 

Accreditations  

� NCQA Level 3 PCMH 

� NCQA Diabetes Recognition 

� ADA-Approved Diabetes Self-Management Class 

Results 
www.med.unc.edu/im/files/enhanced-care-files/DiabetesProgramBackground.pdf 

 



Today: Large academic practice  
with a multi-disciplinary team 

Practice staff 

125 - Physicians (part-time) 
25 -  Attendings 

100 - Residents 

12 - Nurses 
1 - RN/Manager 

8 - LPNs 

3 - CNAs 

1 - MOA 

18 Administrative staff 
9 - front-desk/registration staff 

3 - dedicated schedulers 

2 - referral coordinators  

     (1 specialty, 1 ancillary) 

Program staff 

3 - pharmacist practitioners 

2 - physician assistants 

1 - nurse practitioner 

1 - registered dietitian 

1 - social worker 

3 - care assistants 

1 - QI manager 

1 - programmer 

2 - administrative assistants 
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Our patients: Top 10 diagnoses 
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33% 

18% 12% 

7% 

6% 

6% 

4% 

4% 
4% 

3% 3% 

 HYPERTENSION (2517)

 DIABETES (1358)

 HYPERCHOLESTEROLEMIA (913)

 BACK PAIN (508)

 DEPRESSION (446)

 LIMB SOFT TISSUE PAIN (423)

 CORONARY ARTERY DISEASE (327)

 ABDOMINAL PAIN (286)

 HYPOTHYROIDISM (282)

ESOPHAGEAL REFLUX (248)

CHRONIC AIRWAY OBSTRUCTION (223)

Q1 FY09 



Our patients: Key characteristics 

Q1 FY09 



Patients from North Carolina ZIP Codes
(93 Out of State Patients)

500 to 1,800   (5)
100 to 500   (12)

25 to 100   (42)
10 to 25   (65)
0 to 10  (260)

UNC Internal Medicine Clinic: Patients 2001-2002

Produced by: Cecil G. Sheps Center for Health Services Research, University of North Carolina at Chapel Hill.

Sources: UNC Billing Data 2001-2002 ; Claritas Inc., 2000.

Our patients: Where they come from 



Our current ‘Enhanced Care’ programs 

Active management Surveillance and prompting 

Diabetes Heart disease 

Anticoagulation Colon cancer 

Chronic pain Cervical cancer 

Depression ?Transitions 

Decision support 
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All programs grounded in quality improvement efforts 
 

Link to more information:   http://www.med.unc.edu/im/staff/clinic/programs 



Practice patient breakdown:  

Every patient receives ‘enhanced care’ 

10,056 unique, active patients 

2458  

Diabetes 

692 

Coag 

or 

Pain 

6906  

Surveillance 

FY10 Annual Visit Volume:  41,404  

(3215 New / 38,189 Return) 



What we learned from the early years 

A successful program must include: 

� Consensus backed by evidence-based algorithms 

� A multidisciplinary team 

� Care coordination and management 

� A registry with decision support for proactive care 

� Reporting, reporting, reporting 

Persistence and leadership are key 

Appropriately designed interventions or systems can overcome 
patient vulnerability 

Continual evolution, change is necessary, an opportunity 

� Embrace rapid cycle change and the MFI 
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Lessons learned 

� A registry with decision support for 
proactive care 



Advanced, integrated registry 



Lessons learned 

� Consensus backed by  
evidence-based algorithms 



Evidence-based algorithms 

Our algorithms are: 

� Evidence based 

� Consensus driven 

Algorithms 

� Standardize care 

� Set expectations 

� Facilitate reporting/ 

improvement  

� Enable optimization of the 

care team 

For more information: 

 
www.med.unc.edu/im/staff/clinic/programs/diabetes/protocols 



Lessons learned 

� A multidisciplinary team 

� Care coordination and 
management 



Care Assistant (CA) position 

Our multidisciplinary programs are anchored by 

‘care assistants’  

� Graduates considering application to medical school, 

social work, and/or physician assistant programs 

� Full-time employees who participate in direct 

patient care, program support, and quality 

improvement work 

� Diabetes Program Care Assistant 

� Chronic Pain Program Care Assistant 

� Depression 

� Transitions care 

Link to more information 

www.med.unc.edu/im/staff/enhanced-care-programs/CA 

 



The CA role: Diabetes example 

Implement Enhanced Care evidence-based 

algorithms to direct care:  

� regular phone calls to patients for reinforcement and 

intervention 

� education, instruction (i.e., glucometer, injections)  

� assessment of adherence and progress  

� symptom assessment 

� patient oriented problem solving  

� Patient liaison between clinicians and staff 

� medication management (with extender support) 

� depression screening follow-up 

� smoking cessation counseling 



Lessons learned 

� Proactive care 

� Evolution, change is necessary 



Our own evolution- pre-visit, out of clinic 

Interest in Hypothetical Online Patient Portal 

Interested in doing online: 

Internet 

Users 
n = 122 

Non- 

Users  
n = 65 

All 
n = 187 

Receiving health information 
from the clinic 

87% 40% 71% 

Asking PCP questions between visits 87% 37% 70% 

Receiving messages from the clinic 88% 40% 71% 

Providing information about medical 

problems before a visit 
88% 40% 71% 

Discussing medical problems with 

other patients 
55% 26% 45% 



Surveys and education driven by 
IT and decision support 

Algorithms drive survey delivery  

� Patient identification through 

diagnosis codes 

� Demographics 

� Branching logic within surveys 

� Eligibility 

Data from patients to drive the 

system 

� Patient specific decision aid delivery 

� Drives care at point of service 

 











Lessons learned 

� A multidisciplinary team 

� Care coordination and 
management 

� A registry with decision support for 
proactive care 



The Visit Planner 5.0 

• Introduced in 2008 

• Pivotal to planned 

care approach 

• Specific prompts to 

assess needs 

• Coordinate/identify 

team roles 

throughout the visit 

• Spread interventions 

among a larger team 

• Improve patient care 

• Help patients access 

clinic services 

 

Front 

Desk 

Nurses 

Provider 

www.med.unc.edu/im/staff/clinic/programs/diabetes/Tools 



Front Desk Staff Prompts 

www.med.unc.edu/im/staff/QI/reports/ 



Nursing Prompts 



VP prompt response - nurse 



Provider Prompts 



VP prompt response- provider 



Examples of other quality reporting 



Next step: alternative care delivery 

models http://news.unchealthcare.org/news/2011/January/bcbsnc 



Extra Slides 

GIM Enhanced Care 

Diabetes Program Example 



Diabetes services 

Education  

� Individual sessions and group classes 

� Medication education and adjustments 

� Insulin teaching 

� Glucose meter 

� Teaching, troubleshooting 

� Download in clinic 

Retinal Camera 

Patient Follow-up 

� Visits 

� Phone calls 

 



Case management  

Care Assistants assigned to group of patients: 

� Improved, personalized communication to 
create partnership 

� Enhanced patient monitoring  

 

Patients that need extra help: 

� Proactive phone follow-up (before/after visit) 

� Improved visit coordination 

� Improved utilization of clinic services 

� Improve access to care (transportation and 
appointment) 

 

 



GIM diabetes patients 

Risk Zone calculation (includes, but not limited to): 

• A1c  

• Blood Pressure  

• Key medication use 

• Depression assessment 

• Smoking assessment 

2578 Total Diabetes Patients 

Patients per Care Assistant 

Risk Zone 

1289 1289 

357 201 731 715 344 230 

 A-L  M-Z 



Diabetes patient zones 

40 



� Call 2 weeks before visit 

� Care Assistant follow-up in clinic 

� Call on same day if no-show  

� Call within 2 weeks after visit 

� Visit coordination for other clinic 

services 

High Risk Zone 



Case Management  

of High Risk Patients 

Pre-
clinic call 

In clinic 
visit 

Post-
clinic call 



Pre-clinic call 
In clinic 

visit 

Post-
clinic 
call 

Pre-clinic call: 
� Not checking blood sugar 

� Eye exam out-of-date 

� No-show for last appointment 

 

 

 

Intervention:   
� Assessed appropriate use of 

medication 

� Plan for glucose monitoring  

� Confirmed upcoming clinic visit  

� Scheduled retinal camera 
appointment at upcoming visit 

� Reminded to bring meter and 
medicines 

 



In clinic visit: 
� Stamped provider schedule  

� On arrival, meter downloaded, medication assessed and CA identified 
that patient had not been taking Metformin 

� Communication with provider – plan to restart Metformin and begin 
daily walking routine 

� Provided summary sheet with goal, medication changes, follow-up plan 
and contact information 

� Patient taken to retinal camera 

 

Pre-
clinic 
call 

In clinic visit 
Post-
clinic 
call 



2 week post-clinic call: 
� Medication compliance  

� Blood sugar monitoring  

� Goal to start daily walking 
routine 

� Patient reported GI distress 

Pre-
clinic 
call 

In clinic 
visit 

Post-clinic call 

Intervention:  
� Precepted with Diabetes 

Practitioner 

� Adjusted Metformin dose 

� Phone follow-up in 1 week 



Extra Slides 

GIM Enhanced Care 

Diabetes Program Example 



Referral Coordination 

• 1 member of clinic staff 

• Role defined as: 

o Local expert 

o Liaison with specialty 

practices 

o Navigating the 

appointment process 

o Informing the provider of 

issues 

o Closing the loop 


