Institute for Medical Improvement

COPD Collaborative 2006
MISSION

The mission of this Collaborative is to improve the quality of care for Maine’s COPD population with a result of cost savings for primary care practices and the overall healthcare system.  Participants in this Collaborative will learn and implement a team approach to caring for patients with COPD.  Participants will share ideas, learn and apply methods for practice changes, implement shared decision making in chronic illness care, and measure progress on a regular basis over a seven month period.  

Patient Selection

For the purposes of this Collaborative, COPD patients are considered to be active patients in the practice over the age of 45 years who have COPD, emphysema, or chronic bronchitis (corresponding to codes ICD-491 or ICD-496 or ICD-492.8O or ICD-493.2. Patients may be identified by a computerized billing system, EMR, or from the problem list).
COLLABORATIVE GOALS

Specific goals in support of The Care Model are as follows:   

1. 90% of COPD patients with one or more risk factors will have evidence of being assessed by documented spirometry results and classification of severity.  Risk factors include tobacco smoking, occupational dusts and chemicals, indoor air pollution, and outdoor air pollution.
2. 100% of visits will show documentation of COPD patient smoking status.  Smoking cessation counseling will be done at each office visit for current smokers. 
3. 90% of all COPD patients will have had a pneumococcal vaccine and an influenza vaccination within the last 16 months. 

4. 100% or all COPD patients with FEV1 =< 65% (at baseline or repeat) will have a referral to a pulmonary rehabilitation program.
5. 90% of all COPD patients will have documented diet and exercise counseling.

6. 80% of all COPD patients will have documented self-management goals and patient education in the office record at each visit.  
METHODS

Each practice is expected to identify a specific population of COPD patients that can be monitored during the Collaborative.  A chart review and organizational assessment will be conducted prior to the start of the Collaborative and at its conclusion.   A disease registry will be available to document and track results. Quality improvement advisors will support and coach the healthcare team between the three learning sessions.  Collaborative staff will monitor individual practice data and report aggregated data for evaluation purposes.    

COLLABORATIVE EXPECTATIONS

The Institute for Medical Improvement will: 

· Introduce office practice changes for improvements in managing this chronic illness; 

· Provide patient educational materials and other resources/tools to be used throughout the project;
· Conduct office practice visits and consultation in support of office practice changes

Participating practices will: 

· Provide physician leadership during the Collaborative; this includes advocating for the use of spirometry in treatment of COPD patients; support the healthcare team in reaching its goals; providing access to resources/tools as needed throughout the seven month project.

· Send a team of 2-4 staff members to attend three Learning Sessions and complete all pre-work associated with the COPD Collaborative.  The healthcare team consists of a physician leader, clinical leader, and office practice manager/coordinator.
· Select specific goals that the practice wishes to achieve and connect these goals to a strategic initiative within the organization.

· Select a “pilot” patient population that will remain unchanged during the duration of the Collaborative and enter patient data into a disease registry.  
· Assist with review of patient charts > or = 45 years of age who have been diagnosed with COPD, a term referring to two lung diseases—chronic bronchitis and emphysema—that are characterized by obstruction to airflow that interferes with breathing.  If your practice has multiple providers who see COPD patients, try to select a reasonable number of charts per provider.  
· Use PDSAs for planning and testing changes made within the practice.
· Make well-defined measurements on a monthly basis; plot and track measures throughout the duration of the Collaborative. 
· Share information with other Collaborative participants on challenges, barriers, and accomplishments at learning sessions 2 and 3. 

· Develop a plan to sustain and spread office improvements to a larger population of COPD patients within the practice.  
LEARNING SESSION DATES

October 18, 2006
January 17, 2007
May 23, 2007
REGISTRATION CONTACT

Space is limited to 12 practices.  Practices will be selected on a first come first serve basis.  To register or for more information, contact:
Collaborative Coordinator:  Linda Coleman, Quality Support Manager
 

Telephone:  (207) 942-2844   Email:  l.coleman@mainenetwork.org

Physician Leader and Chairperson:  Dr. Peter Millard

Email:  pmillard@emh.org
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