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HAPPY DOCTOR,
HAPPY LIFE
Stories from the Field

CPC+ COLLABORATION
Caravan Health and the American Academy of Family Physicians (AAFP) have
joined forces to help prepare and qualify primary care physicians for the new
Comprehensive Primary Care Plus (CPC+) initiative from the Centers for Medicare and Medicaid Services (CMS). The CPC+ program rewards practices for
providing comprehensive care services and pays for many activities that providers are performing for free.
“You will not find a better or more rewarding way to prepare your primary care
practice for the future of value-based payment than to participate in the CPC+
program” said Lynn Barr, CEO of Caravan Health. “We could not have found a
better collaborator for engaging our nation’s family physicians than the AAFP.”
Physicians who wish to participate in CPC+, will receive a detailed action plan
through Caravan Health. Using support from a Practice Transformation
Network, Caravan Health will set up practices with all of the qualifying
programs, including training, IT and a Nurse Advice Hotline at no cost in time
for participants to be eligible to apply.
“The AAFP is excited to team up with Caravan Health to help our members
prepare for CPC+,” said Wanda Filer, president of the AAFP. “This new initiative
offers family physicians more freedom and flexibility in caring for their patients,
and the opportunity to be rewarded financially for delivering on the Triple Aim
of better health, better care, and lower costs.”
For more information about Caravan Health’s CPC+ program, visit
www.caravanhealth.com.

A 75-year-old male
patient, who is a retired
widower and lives with his
daughter, showed elevated
lipid and triglyceride
levels at this time last
year. After an initial
meeting, the care coordinator (CC) contacted the
patient’s pharmacy and
obtained costs of alternate
medications. The CC also
notified the patient’s
primary care physician
about the situation and
was able to prescribe an
alternate medication that
cost $5.80 instead of
$100.
The patient was informed
of the prescription changes and was given medication education. After three
months of the services, the
patient has showed significant improvement including better lipid and
triglyceride levels, reduced
blood pressure, compliance with medications and
increased patient satisfaction. The patient stated,
“If the doctor is happy, I’m
happy.”
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A CLEAR FUTURE
Everyday, Care Coordinators are in the field improving the lives and well-being
of their communities.
Patients across the country
are receiving the care they
need and deserve because of
the knowledge and compassion Care Coordinators
bring to their roles.
Each month we highlight
success stories, emphasizing
the importance of Care
Coordination. We’d like to
thank and recognize this
month’s notable stories,
submitted by Effingham
Health System, North
Mississippi Medical Clinic
and St. Luke’s Health-Brazosport.
If your facility has a Care
Coordination success story
to share, please email Care
Coordinator Newsletter
Editor, Sage Beard,
sbeard@caravanhealth.com.

A 71-year-old female patient was referred to the Chronic Care Management
(CCM) program after two hospitalizations for pneumonia within three
months. She was a life-long smoker, and though she had somewhat
reduced her smoking, decided that she would like to quit. Her primary care
physician prescribed Chantix to assist the patient in quitting, and the care
coordinator (CC) facilitated the patient’s plan with health coaching. Since
deciding to quit, the patient has reduced her cigarette consumption from a
pack every other day to less than a pack a month. She has identified the
benefits of quitting, including having more money to pay for food and
prescriptions; feeling better and breathing better; and enjoying the taste of
food more. Her reasons to stop smoking include being a role model to her
children and grandchildren; feeling better and being able to participate in
family activities; and saving money.
Although the patient is fully confident in her ability to make the change,
she is concerned that she might slip back into smoking, as this has
happened before. She states the difference this time is that she has the
support of family and a strong desire to quit. The patient identifies her
biggest challenge as the morning when she drinks her coffee, since she is
used to having her coffee with a cigarette. She has decided to change her
routine and have breakfast with her coffee so her hands would be busy
eating and she wouldn’t reach for a cigarette. The patient is excited about
her success so far, which is fueling her desire to continue toward her goal
of completely eliminating smoking. The CC is working with the patient to
take the next step to further reduce her cigarette intake, and meets with
the patient by phone for health coaching on a weekly basis. The patient has
greatly reduced her smoking and is well on her way to quitting completely.
She has had no Emergency Department visits or hospitalizations since
beginning CCM and smoking cessation, and was able to attend a family
reunion out of state.
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ELEVATED CARE
A 72-year-old male living with diabetes had been hospitalized due to
elevated blood sugar. The patient had disclosed to the doctor that he
had not been taking medication for his condition and was not checking his blood sugar. After an office visit, the patient was started on
insulin and admitted to care coordination services. The care coordinator began working with the patient, implementing teaching and
action plans. The CC also reached out to the local VA clinic and
pharmacy to coordinate the patient obtaining his insulin, which had
previously been left at the pharmacy due to cost. Since starting the
care coordination services, the patient’s glycosylated hemoglobin test
was reduced from >14 to 7.6 within three months.
The patient began to see the importance of controlling his blood
sugars and participating whole-heartedly in the care coordination
program. The patient has become very engaged with the program and
continues to show improvement. He often calls the clinic requesting
to speak with the CC, and has expressed his appreciation for the
assistance received and has been excited about his own progress.

Nurse Advice Hotline

One of the essential services Caravan Health and National Rural
Accountable Care Consortium participants receive is access to a
24-hour Nurse Advice Hotline. This line enables practices to bill
Medicare $42 for each patient when a care coordinator provides
care management support for a minimum of 20 minutes. If your
facility is already utilizing this service, contact your Project
Manager to receive customizable marketing materials to help
spread the word to your beneficiaries. Participants who are not
utilizing the service yet, but would like to learn more, can contact
Kyle Hall, khall@caravanhealth.com.

Tip of the
Month
July can bring high heat and
humidity to its long summer
days, triggering challenges for
patients living with chronic
obstructive pulmonary
disease (COPD). The
flare-ups during extreme
weather can increase shortness of breath and bronchospasms. According to the U.S.
Center for Disease Control
and Prevention, an estimated
15 million Americans are
living with COPD, which
makes this tip an important
reminder that care coordinators should address their
COPD patients about preventive actions they can take to
offset debilitating COPD
symptoms.
On hot and humid days, the
Lung Institute recommends
that patients stay indoors
with well-circulated air
conditioning; keep windows
and doors closed so pollutants stay out; and avoid
strenuous activities. It’s also
vital that patients know the
warning signs of a flare-up;
keep their rescue medicine on
them at all times; and ensure
they have a reliable person to
check up on them regularly. If
you or a patient would like
more information about
COPD, please call the Lung
Health Information line at
1-866-717-COPD.
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