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Aims and objectives

To design, implement and evaluate a team approach within a primary care clinic and to

identify, assess, and provide needed care for the sickest patients enrolled in a federal,
managed-care insurance. Impact outcome measures included hospitalizations,
emergency room use, quality death, and social support. Process outcomes included
member’ s perception of working as a team — L N
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What did the team members think

Five percent of the population accounts for half of health care expenses. Patients with
multiple chronic conditions cost 7 times as much as a patient with one chronic
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condition. The use of multidisciplinary teams has become more common in health 1mpact Outcome: inclusion Cricerta. \ +The work was important R

care due to the complexity of care, demands of technology and the need to coordinate e Dospitalizaions ey « “Finally a meeting that matters!

multiple patient and family needs. The team approach is effective in populations with - U . .on— +I0CT supported professional growth and decreased provider isolation

high utilization rates and complex conditions. However, team members have not been s Pattent Comtimues 1o / « “I have a greater sense of satisfaction that my work is part of a bigger body of
trained to work effectively outside their own disciplines. - Quality Death o i work that is more influential, more helpful. ”
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« “| enjoy the camaraderie ”
* Members enjoyed working in teams
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Figure 2
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The Chronic Care Disease Model (Wagner 1995, 2001) emphasizes system changes St o . Z:t::;n:,e,::::::?wm weekly :If:rf i?slr;vi,:: Ui Femiy ome togerer « “/ probably put in 15 to 20 minutes getting ready for IOCT, time that is not easy to
and |r1.te|id|§0|pl|nary tea.m approaches to chronic iliness. X . + Repeated CT scans calls « “Thriving” with increased socialization find but not all that much really

Interdisciplinary teams including nurse case managers, 590|al wgrk, ‘and c||n|ca!  Frequent ofce follow up + Care management with planNCM. . No ER adrits or hospitalizations

cgache§ have been used to coordinate care in targetgd hlgh utilization populations * Frequent hospitalizaton . Supported family coping . Took 6 months, 26 nurse calls and 4

with variable success rates of cost reduction and quality improvement. These teams  Complex family cynamics . Identfied need for residential NCM calls

have all been outside of the primary care service settings where patients would + Daughter as caetaker placement . Office visits and weekly di

normally receive their care.
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P-Value Paired Sample Significance 0.024, Confidence Interval 95%
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