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HealthCare Partners Medical 

Group Background 
• Physician-owned Group & IPA Serving the 

greater Los Angeles Orange Counties 

• Facilities/Physicians 

 66 Staff Model Facilities (Primary Care, 
Urgent Care, Walk-In, Ambulatory Surgery, 
Pharmacy) 

 753 IPA Medical Offices 

Physicians 

 235 Employed 

 975 IPA 

 290 Specialists Employed 

• ~575,000 + lives 

▫ ~479,000 commercial, ~99,000 senior 

 
•2 •Health Plans Accepted:  14 Medicare Advantage, 8 Commercial (HMO/POS) 

 



 

 
 

• COPD Burden: 3rd Leading Cause of Death in the US (up from 
the 4th and increasing)  

• Economic burden of COPD is significant 
▫ Greater than $2,000 nationally per member, per month 
▫ Inpatient hospitalization accounts for ~50% of all costs 

• COPD is consistently one of the top 10 diagnosis ranked for 
inpatient admissions and readmissions.  
▫ 30 day readmission rate = 18%;  59% at 1 year 

 

• Disease Registry of HCP COPD Patients 
• 2009: 16,642 

• 2011: 20,357 

• 2012: 25,695 

• 2013:  29,305 

 

Chronic Obstructive Pulmonary 

Disease (COPD) 

Content source: National Center for Chronic Disease Prevention and Health Promotion, 

Division of Adult and Community Health 

  

http://www.cdc.gov/Features/chronicdisease
http://www.cdc.gov/nccdphp/dach
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COPD Burden 



Impact of COPD Disease 

Management 

Self Management programs for 
COPD have demonstrated cost 
benefits 

▫ Especially among those previously hospitalized 
patients 

 
◦ Bourbeau, Chest, 2006 

 



Brief COPD Project Overview 

To implement a disease management program at HCP 
focused on COPD patients 

 Improve patient outcomes  

 Decrease hospitalization: goal 20% reduction 

 Decrease ER visits: goal 20% reduction 

 Reduce cost of care: goal 10% reduction in the 
pmpm of study population 

GOAL:  

 Enhancing quality of life for the patient and caregiver 

 Improving outcomes for the population 

 Reducing unnecessary cost and waste 
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“Usual Care” Group 

Intervention Group 

“Usual Care” Group 

Intervention Group 
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•Identify “Intervention Group” 

•Determine baseline utilization 

characteristics, cost PMPM & 

utilization/1000 

•Program 

Implementation 

•Concurrent utilization measurement (cost 

PMPM & utilization/1000) for each group 

•Program Cost & Interventions 

•Frequency and timing 

of concurrent program 

measurement 

•Frequency:  monthly 

•Stage 1 •Stage 2 



Pilot Staffing 

 300 patients targeted 

 2 RN Care Managers (1:150 Patients) 

 1 Care Coordinator/Administrative Assistant (1:300)  

 Wrap around coverage by TeleHealth Nursing 

 Physician support and champion 



COPD Program 

Patient Instructed to Call When Having: 

▫ More Shortness of Breath or Wheezing 

▫ Worsening Cough 
▫ Increased Mucus or Sputum 
▫ Trouble Getting Mucus Up 
▫ Mucus Changed to Green or Yellow 
▫ Onset of Fever 
▫ Trouble Concentrating 
▫ More Fatigue and Needed More Rest 

Facilitate Care…Action Plan & Follow ups 

Examples of Things that 
can be done 



Patient Educational Material 
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COPD Pilot Results 

Date: 

8/1/08-7/31/09 

Control Intervention % Change 

Total admits 57 40 30% reduction 

Total beddays 190 115 39% reduction 

Total ED visits 92 71 23% reduction 

Cost of care 

(all paid-pmpm) 

$7,070 $4,661 34% reduction 

PCP visit 683 887 30% increase 

Drug cost est. $402,553 $415,154 3% increase 
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Predictors of Outcome 

The single best predictor of exacerbation 
▫ HISTORY of exacerbation 
 

Exacerbation becomes more frequent and 
more severe as the severity of COPD 
increases (stage) 

▫ Eclipse Investigators, NEJM, 2012 

 
There is a significant relationship between 
baseline FEV1 and exacerbation frequency 

▫ Eclipse Investigators, NEJM, 2012 



Predictors of Poor Outcome 

•13 

Predictors of Mortality 
▫ Malignancy 
▫ Weight loss 
▫ CHF or pulmonary hypertension 

◦ McGhan (VA), Chest, 2007 

▫ Depression 
◦ Voogd, Chest, 2009 

One of the Strongest predictors 
of all-cause mortality… 

▫ Reduced Physical Activity 
◦ Waschki, Chest, 2011 

 
 
 



BODE Stratification and 

Correlation to Patient Outcomes 

Percentage of Patients in Each Quartile with at least 1 Admission
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COPD Best Practices 
 Initial face-to-face visit for assessment and education; 

BODE Assessment; COPD Staging 

 Expedited access to clinical staff; including 24-hour 
triage 

 Immediate intervention including emergency 
prescriptions and intervention based on “Zones of 
Symptoms” 

 COPD Interactive Voice Response to monitor patient’s 
symptoms and symptom changes 

 “Pathways” tracking process of patient self 
management  
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Expanding Clinical Capacity 

IVR Technology 

 Expand the clinical capacity of our nurses;  Case Loads 
~200 patients; 5% triggering follow up. 

 Supports the administration of emergency prescriptions; 
patients recognize worsening symptoms and are taking 
action. 

 Increasing Readmissions at > 6 months post Program 
closure. 

Clinicians’ Reports 

 Reports are easy to read/actionable; Nurses: “We know 
which symptoms the patient is experiencing.” 

 Frees-up time and allows clinicians to focus on patients 
who are more at-risk. 
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Optimizing Telehealth Operations 

 Detecting Exacerbations Sooner 

 

 Not intrusive: brief calls that engage patients. 

 Avoided timely and complicated set up: patient uses their 
own phone; majority were Senior patients; majority use 
land-line phones, but increasing cell phone use. 

 Convenient:  calls occur either at noon with a back-up 
call early evening. 

 Provides critical and actionable information for 
clinicians.  

 Survey captures yellow zone or red zone symptoms and 
reinforces recognition on a regular basis. 

 



IVR ROI Analysis (Pilot) 

Analysis 

Pilot:  90 Enrolled Patients in IVR  2011-

2012 

  

Disease 

Management 

program only 

(Matched n=90) 

 Disease 

management 

program + IVR 

(n=90) 

Hospital admissions 48 22 

Hospital Costs ($USD) 8,529 3,909 

Outpatient Clinic Visits 446 581 

Outpatient Clinic Costs ($USD) 765 996 

Return on Investment ($USD)  4,388 



COPD IVR Participation/Discharge 

COPD IVR Discharges N= 137 

Opted Out 56 

Deceased 36 

Left HCP/Left Area 9 

Hospice 26 

SNF Long Term Care 1 

Phone Disconnected 5 

Needs Live Calls/Care Manager Changed status  4 

COPD IVR N= 382 

< 6 months 177 

6 months – 1 year 78 

1-2 + years 127 pts 



Comparison:  COPD IVR Program 

vs COPD Program Alone 

Date: 2012 

Program 

2012 IVR 

Admits/1000 

 

385 146 

ALOS/1000 

 

4 3 



Improving Recruiting of Patients 



Future Plans and Diffusion 

 Expansion has included CHF and Spanish IVR for both 
CHF and COPD (2012); Currently 382 patients enrolled 
(COPD) and expanding and 152 CHF and expanding 

 De-centralize IVR deployment (allow Care Teams to 
enroll patients) 

 Launching in other geographical areas (Florida, Nevada) 

 White papers, intervention surveys, operational 
streamlining (“what’s working”, “what’s not working”,  
“sharing best practices”)  



Education at 

Care Team Sites 



COPD Educational Vignettes 
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COPD Educational Vignettes 

 Deploy on iPads; finalizing infrastructure build to 
download to iPads. 

 Launch at selected Pilot Care Team sites. 

- Expect to have challenges in monitoring the 

iPads and instituting the use of the iPads in the 

Care Team sites. 

- Concerns about cleaning and disinfecting 

iPads.  

 

   
 



Challenges/Opportunities 

 

 HCP has COPD educators, but not enough to individually 
address all 20,000+ COPD patients. 

- Focus “high risk” hospitalized. 

 Patients do not all fully understand COPD and what to 
watch for. 

- Not all referred for education will take advantage of 

educational offerings. 

 Planning for a New Strategy to focus on Symptom 
Monitoring and COPD management. 

- Address these patients in the clinics/expand to more 
patients. 
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Best Practices in COPD:   
The University of Michigan Health 

System’s COPD Journey 

 

Steven Bernstein, MD, MPH 

DeAnn VanSickle, BSN, RN 

AMGA Institute for Quality Leadership                  Scottsdale, AZ                       26 Sept 2013 



There are no speaker 
disclosures 



What is COPD? 

• Chronic obstructive pulmonary disease (COPD) is  
a chronic, progressive disease of the lungs 

– Emphysema / Chronic Bronchitis 

– Primarily caused by smoking or exposure to air pollutants 

– 50% of patients with poor pulmonary function tests are 
unaware they have COPD  

• 4th leading cause of death in the US 

– 15 million Americans report being diagnosed with COPD 

– Projected U.S. COPD 2010 cost was $50 billion   



COPD Treatment Options 

Medications Bronchodilators 

Corticosteroids 

Antibiotics (for infections) 

Life-style changes Stop smoking 

Nutrition Counseling 

Advanced Treatments Supplemental Oxygen 

Pulmonary Rehabilitation 

Lung Reduction Surgery 

Palliative Care 



University of Michigan Health System 
(UMHS) COPD Teams Structure 

COPD Quality Improve. 
 Steering Committee 

• Pulmonary 

• Internal Medicine 

• General Medicine 

• Hospitalist 

• Nursing 

• Respiratory Therapy 

• Quality 

COPD Hospital 
Multidisciplinary Team 

• Pulmonary 

• Hospitalist 

• Nursing 

• Respiratory Therapy 

• Emergency Department 

• Visiting Nurse 

• Discharge Planning 



Project Overview: Initial Goals 

• Improve the quality of care 
provided to COPD patients 

• Maximize the quality of life of 
patients with COPD 

• Reduce rates of emergency 
department visits and 
hospitalizations for patients 
with COPD 



Project Overview: Specific Goals 

• Increase number of patients with spirometrically 
confirmed diagnosis 

• Improve the quality of spirometry performed in 
primary care clinics 

• Track quality metrics for COPD patients 

• Standardize COPD education materials across the 
health system 

• Increase collaboration between primary and 
specialty clinicians caring for COPD patients 

 



Project Overview: Four Focus Areas 

Registry Spirometry 

Readmission Education 



GOAL: Establish a COPD patient registry 

Registry 



Creating a COPD Registry 

• Define criteria for entry to registry 

– Established patients (2 visits within 2 years); age  40 

– Diagnosis of COPD 

– Documentation of spirometry (FEV1/FVC < 70%) 

– Chart reviews of different ‘buckets 

Description Number 

Measurable COPD patients that meet registry criteria    1639 

COPD problem list diagnosis and NO confirming spirometry       843 

COPD problem list diagnosis, NO confirming spirometry, and a 
‘rule-out’ condition (BOOP, Lung Cancer, etc.) 

      112 

TOTAL PATIENTS    2594 



UMHS COPD Registry* 

# Measure Name Overall  % 

1 Spirometry performed 100% 

2 Current PFT FEV1/FVC < 70% 92% 

3 Bronchodilator prescribed 92% 

4 Immunizations - Pneumococcal 75% 

5 Immunizations - Influenza** NA 

6 Tobacco Status Documented 92% 

7 Current Tobacco User  20% 

* Report from May 2013; 1631 patients age ≥40 yrs. 



Variation on Performance by Specialty, 
March 2013 

FEV1/FVC <70%
Bronchodilator

Medication
Tobacco Use
Documented

Primary Care (N=463) 93% 85% 93%

Pulmonary Only (N=509) 95% 97% 84%

Jointly Managed (N=479) 88% 95% 98%

All UMHS 92% 92% 92%
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Variation in COPD Performance by Clinic, 
March 2013 

• The data below are for 4 Pulmonary clinics 

Green is above target; 

red is below target 

Clinic 1 

Clinic 2 

Clinic 3 

Clinic 4 

UM Total  

Goal 



UM COPD Registry: Physician Level Report 



UM Point of Care Report 



FEV1/FVC <70%
Bronchodilator

Medication
Pneumococcal

Vaccine
Tobacco Use
Documented

Current Tobacco
User

March 2011 (n=1845) 87% 85% 73% 70% 27%

March 2012 (n=1724) 90% 88% 75% 81% 25%

March 2013 (n=1631) 92% 92% 92% 20%
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Improvement in Performance, 2011 –2013 



Assessment & Screening Tools 

• COPD Screener 

• CAT (COPD Assessment Tool)  

• EXACT-Pro (Exacerbations of  
Chronic Pulmonary Disease Tool) 

• Others we have not yet explored 

– Clinical COPD Questionnaire 

– Modified Medical Research Council  
Baseline Dypsnea Index  

– St. George’s Respiratory Questionnaire 

 



GOAL: Decrease COPD readmissions 

Readmission 



Factors Contributing to Readmissions 

• Review charts of patients readmitted with COPD 

– Admission Source  

– Discharge Disposition 

– Completion of discharge planning during hospitalization 

– Follow up appointments in pulmonary & primary care 

• Factors contributing to readmission 

– Chronic problems from comorbidities 

– On home oxygen / bipap 

– Psychosocial or psychiatric issues 

– Non-compliance with treatment 

 



Assessment Tools 

• Looking for a way to assess patients to 
determine if ready for discharge in 
comparison to baseline status 

• Little concrete physiological numbers in COPD 
to determine if patient has improved from 
admission 

• Literature has not determined that there is 
one tool for this purpose 

 



GOAL: Select Education Materials 

Education 



Educational Materials Selected 

• Goal of standardization 
across all care settings 

• American College of 
Physicians ‘Living With 
COPD’ book is the UMHS 
COPD book 

• Available in English and 
Spanish 



Educational Materials Selected 

• Supplemental 
Materials from the 
COPD Foundation 
– Slim Skinny 

Reference Guides®  
for patients 

– Big Fat Reference 
Guide®  for  patients 
and clinicians 

– Clinician pocket cards 
 



Future Educational Plans 

• Inservices on COPD and inhaler device training 
to primary care, inpatient units, and staff 
training groups 

 

• Consider creating a COPD e-learning module 
for staff 

 

• Assure all materials are available on internal 
patient education clearinghouse 



GOAL: Provide quality spirometry in 
primary care 

Spirometry 



Spirometry Improvement Project 

• Goals: 

– Standardize spirometry in primary care clinics 

– Improve access to testing 

– Educate clinicians how to use spirometry in clinic 
settings 

• Current State 

– 4 types of spirometers with no software 

– Very few primary care providers knowledgeable 
on interpretation and use of spirometry 

– No standard educational program 



Spirometry 360 

• Awarded grant to participate in National Asthma 
Control Initiative Champions Spirometry 360®  
“Train the Trainer” Pilot Program 

• Provided access to the University of Washington 
spirometry educational program for coaches  
and providers 

• 6 Pilot Sites received training, over  
reading services and support to  
incorporate spirometry  into their  
primary care practices 

 



Spirometry Improvement Work 
• Created online education materials for coaches and 

providers based on Spirometry 360® materials 

• Regularly communicated tips and performance 
reports from over reader system to clinics 

• Conducted “Go & See”  
visits to five sites to  
determine best  
practice in workflow 

• Produced flowchart  
for distribution 

 

 



Spirometry Results and Follow-up 

• Insufficient volumes of spirometry 

– Needed 30/clinic /month     Achieved 3/clinic/month 

• Poor accuracy of testing 

– Goal was 80% pass rate    Achieved 52% pass rate 

• New spirometry model needed 
– Traveling pulmonary function tech 

– Bring spirometer and laptop to site 

 



Project Overview: Summary 

Registry Spirometry 

Readmissions Education 



Best Practices at UMHS 

• Multidisciplinary teams representing 
entire health system 

• Robust data and research support 

– Registry / Clinicians involved in research 

• Evidence-based interventions 

• Willingness to experiment 

• Quality improvement support 

– Project manager-type role 

 



Challenges & Lessons Learned 

• Important to hold regular team meetings  

• Data is a necessary part of decision making 

• Involve all levels of staff from clinical settings 

• Patience with implementation of an electronic 
medical record 

 

 



Next Steps 

• Improve data pull from EMR to registry 

• Utilization of screening tools in ambulatory 
care 

• Study of inpatient tool for assessment of 
readiness for discharge 

• Pilot new spirometry delivery model 
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Contact Information 

Steven Bernstein, MD, MPH 

sbernste@umich.edu  

734-647-9688 

 

DeAnn VanSickle, BSN, RN 

dvansick@umich.edu 

734-763-5497  
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