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  Pilot Project Counties

Components Pilot Counties - Implementation Timeline
Implementation DatesElectronic Clinical

Support Tool (ECST)
Care

Management
County

Tuscaloosa X  May 2008

Lamar X X  May 2008

Pickens X X  May 2008

Calhoun X X  April 2008

Talladega X X  April  2008

Montgomery X X  April 2008

Bullock X February/March 2008

Pike X February/March 2008

Jefferson X July 2008

Winston X 2008 July 2008

Houston X July
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• Component of Together for Quality that
provides for comprehensive chronic
care management program

• Asthma and diabetes are targeted
diseases

• Protocols designed to affect all disease
facets

What is Q4U?

What is Q4U?

• Accomplished through Alabama Dept.
of Public Health Care Coordinators (aka
Chronic Care Managers)

• Care Managers provide patient training,
education, and reinforcement

Q4U Patients
• From RMEDE

– Patient 1st recipients

– Five, four, etc. missed opportunities

– Stratified by high, medium and low

– Patient 1st PMP agrees to participate

– Strive to enroll 120% of target

– Minimum six months enrollment

Quick Reminder of
Targets Chosen

• End of pilot goals

– Asthma 0.5 to 1.0 percentage point
reduction from baseline for all but
annual influenza immunization

• Lower is best

Quick Reminder of
Targets Chosen

• End of Pilot Goals

– Diabetes – 5 percentage point
increase from the baseline

•Higher is best
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TFQ

• Quality Improvement Performance
Measures

Measures

• Asthma

– Asthma controller use

– Influenza immunization

– Emergency department visits

– Hospitalizations

Measures
• Diabetes

– Influenza immunization

– Annual HbA1C

– Annual lipid profile

– Annual eye exam

– Annual urine protein screening

Measure Baseline Goal 1
(4 months)

Goal 2
(8 months)

Target
(12 months)

Annual
Influenza
Vaccine

13.64% 14.93% 17.50% 18.78%

Annual
HbA1C

53.21% 54.56% 57.25% 58.59%

Lipid
Management

42.23% 43.55% 46.19% 47.51%

Annual Eye
Exam

24.76% 26.08% 28.71% 30.02%

Annual Urine
Protein
Screening

49.86% 51.20% 53.88% 55.22%

Diabetes (Overall Pilot Co. Percentages)

Asthma (Overall Pilot Co. Percentages)

Measure Baseline Goal 1
(4 months)

Goal 2
(8 months)

Target
(12 months)

Asthma
Controller
(Service) 1a

9.69% 9.59% 9.38% 9.28%

Asthma
Controller (Rx)
1b

34.83% 34.58% 34.07% 33.82%

Annual
Influenza
Immunization

24.55% 25.86% 27.93% 29.80%

ED Visit 8.90% 8.80% 8.59% 8.48%

Hospitalization 3.53% 3.42% 3.19% 3.07%
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Q Tool

Next Steps: Inch by Inch,
Step by Step, Mile by Mile

• User acceptance testing of Q Tool

–In progress

• Pilot Provider Recruitment

–Ongoing

• Follow-up and monitoring

–Measure progress (providers, care
managers, county level)

• Feedback, review and modifications

– Chronic care management process

– Issue identification and resolution

• Evaluation

• Begin work on next prioritized diseases

• Cardiovascular and stroke

Next Steps: Inch by Inch,
Step by Step, Mile by Mile


