
16 GROUP PRACTICE JOURNAL F E B R U A R Y  2 0 0 9

in September 2008 the American 
Medical Group Association present-

ed the 2008 AMGA Acclaim Award 
to Mercy Clinics, Inc. for its initiative, 
“Th e Medical Home: Adding Value 
to Our Gains, Managing Growth, 
Expanding Our Reach,” which  uses 
the Institute of Medicine’s (IOM’s) 
aims to improve the healthcare deliv-
ery system in primary care settings 
throughout the organization. Mercy 
Clinics was honored for signifi cant 
improvement in clinical care for 
patients with chronic illness and 
increased access to care. 

Mercy Clinics decided that the 

best way to achieve the IOM 

Aims was to focus on “Patient 

Centeredness” because it 

uniquely embraces the other 

fi ve aims. 

Th e organization developed dis-
ease registries that gave the redesign 
credibility, quantifi ed the impact of 
the change on patient outcomes, and 
identifi ed inequitable care that would 
not have been discovered otherwise. 
Improving quality and safety were 
constants in the redesign, and the 
implementation of Health Coaches 
was instrumental in propagating the 
change throughout multiple offi  ce 
sites across their system. Wagner’s 
Chronic Care Model was used to 
improve preventive and chronic care 

and to provide a Medical Home for 
the patients served. Th is full imple-
mentation required global action 
steps to achieve goals and sustain 
progress.

Th e Six IOM Aims energized 
the practices and helped Mercy 
Clinics proactively address their 
Health System defi cits. Measures 
were developed and refi ned to gauge 
the impact of each of the Six Aims 
on care delivery. Th e Health Coach 
position was developed, and as the 
use of Health Coaches spread, the 
eff ort became even more successful 
than anticipated. 

Mercy Clinics, Inc.
Mercy Clinics, Inc., part of Mercy 

Medical Center, a hospital-based 
health system, is a successful large 
physician group employing 130 
physicians in 12 specialties, with 
more than half in family practice, 
general internal medicine, and 
pediatric specialties. Other specialty 
services include: geriatric medicine, 
neurology, otolaryngology, plastic 
and reconstructive services, rheu-
matology, hospitalists, and surgery. 
In addition to the specialties, quick 
care clinics, urgent care clinics, and 
physical therapy clinics are off ered. 
Mercy Clinics has practices in more 
than 37 locations in Des Moines, 
and its providers were responsible for 
781,235 offi  ce visits in FY07.

In 2001, Mercy Clinics developed 
a new fi nancial model called Virtual 
Private Practice (VPP) which allows 
each practice (or clinic) to manage 
operations independently but remain 

strategically aligned with the Mercy 
Medical Center health system. Th e 
practices have responsibility for 
setting and managing physician 
compensation, physician productiv-
ity, and all overhead and operational 
costs, while the health system pro-
vides strategic support for physician 
acquisition and capital expenditures.

Th e governance of the clinics is 
under a Board of Directors that is 
made up of three physicians chosen 
by the clinics and four key hospital 
executives who are part of the health 
system. Th e Quality Committee is 
headed by the Vice President for 
Quality and is made up of volunteer 
physicians and managers who 
employ evidence-based decision 
making regarding quality initiatives.

Goals
Mercy Clinics decided that 

the best way to achieve the IOM 
Aims was to focus on “Patient 
Centeredness” because it uniquely 
embraces the other fi ve aims. To 
achieve this, the organization worked 
in all six areas of Wagner’s Chronic 
Care Model (see Figure 1) to 
improve preventive and chronic care 
for all patients served. A person-
centered philosophy was adopted 
by the health system; it supports a 
patient-focused Medical Home that 
coordinates care across providers 
and sites, and embraces Wagner’s 
Chronic Care Model and the IOM 
Aims. Although there has been 
progress, Mercy Clinics recognizes 
much remains to be done in achiev-
ing its goals, which are:
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A “whole person” orientation  ■

where Mercy Clinics will provide 
or arrange for all the patient’s 
healthcare needs

Systems to ensure patients receive  ■

all the recommended evidence-
based care they can benefi t from 
and wish to receive  

Registries to track all patients’  ■

chronic care and preventive 
healthcare goals

Team-based care coordinated by  ■

Health Coaches and overseen by 
physicians

Self-management support and  ■

ongoing relationships with Health 
Coaches to help patients meet 
their goals

Safety ensured by processes built  ■

into the system 

Improved access and options  ■

for patient communication with 
physicians and staff 

Mercy Clinics’ goals were selected 
because of inconsistent service deliv-
ery documented in these studies: 

Only 55 percent of evidence- ■

based care is delivered in a pri-
mary care setting.1  

Blood sugar is controlled in  ■

only 37 percent of patients with 
diabetes.2 

Blood pressure is controlled in  ■

only 35 percent of patients with 
hypertension.3  

Th e problem was not with the 
clinic providers but rather with 
the system in which they worked, 
refl ecting the reality that clinical 
quality in a large physician group is 
determined more by the systems in 
place than by the actions of indi-
vidual physicians.  To address this, 
Mercy Clinics initiated a complete 
redesign of the existing care delivery 
system. It had become evident that 
the system was designed for acute, 
episodic care and not the chronic 
and preventive care that has become 
so important in primary care 
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Chronic Care Model
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System Level Diabetes Outcomes: % HGAlc ≤ 7.0

FIGURE 2

System Level Diabetes Outcomes: % HGAlc ≤ 8.0
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medicine. Wagner’s Chronic Care 
Model became the framework to 
overcome healthcare delivery  system 
barriers and served as the catalyst for 
reaching the six IOM Aims. 

Implementation
After joining the IHI IMPACT 

Program for Improving Care in 
Offi  ce Practices in 2002, Mercy 
Clinics made a fundamental shift 
from ad hoc projects to a compre-
hensive plan to reorganize the care 
delivery system around Wagner’s 
Chronic Care Model. Mercy Clinics 
was committed to working on all the 
dimensions of the model, begin-
ning with the implementation of a 
diabetes disease registry. 

Since there was no budget for 
implementing the IHI IMPACT 
program, a key strategy was to 
partner with others. Th e state CMS 
Quality Improvement Organization 
(QIO) collaborated with Mercy 
Clinics to develop the diabetes dis-
ease registry, and the health system’s 
IT department set the registry up on 
the network. Pharmaceutical compa-
nies off ered research and education 
assistance and consulting services, 
and the largest local insurer off ered 
case management support. Th is 
insurer catalyzed the development 
of a pay-for-performance (P4P) 
program and payments for Health 
Coaching services focused upon Self-
Management Support (SMS). 

Initially, the population of 
patients with diabetes was identifi ed 
with the fi rst physician champion. 
Th is was accomplished by using logs 
of HgA1c tests done in the offi  ces, 
creating lists from billing data, and 
instructing staff  to look for patients 
who were missed. When staff  
identifi ed patients, they changed 
their paper chart to an orange folder 
to make them easily identifi able and 
entered their name with the next 
visit due date into an Excel spread-
sheet. Soon a diabetes registry was 
adopted, which was obtained from 
the QIO, and the manual entry of 
data on the diabetes patients began. 
Th e registry was installed on the 
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System Level Diabetes Outcomes: Average HgAlc
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System Level Diabetes Outcomes: % < 140/80
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System Level Diabetes Outcomes: % BP < 130/80
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IT network so all data, regardless 
of clinic site, was available in a 
common database. 

The Health Coaches have 

become the lightning rods 

for improvement and commu-

nication.

Early in 2003, a second group 
practice began using the disease 
registry and the pilot group had 
expanded to three doctors and one 
physician assistant. Later in 2003, 
the health system was one of six 
sites to participate in a national 
Self-Management Support  pilot 
collaborative, which provided 
increased credibility to the program 
as well as the opportunity for its 
expansion to a third group practice.  

Currently the diabetes registry 
(engaged and unengaged clinics) 
contains 9,312 patients. Th is is 
about 4 percent of Mercy’s entire 
patient population and refl ects 
almost all of the diabetes patients 
seeking care in Mercy Clinics 
facilities. Th e hypertension registry 
(engaged and unengaged clinics) 
contains 12,971 patients, which 
is about 5.5 percent of the entire 
clinic population. Th ere are many 
more hypertension patients to 
identify and the clinics are working 
to include them in the registry. 

Th e Health Coaches have 
become the lightning rods for 
improvement and communication 
in their individual practices, and 
they have the support and trust 
of their clinic leaders. Th ey are 
the emerging quality leaders in 
the system. Health Coaches have 
independently initiated expansion 
of their work to immunizations 
and women’s preventive health, 
and are leading process changes at 
their offi  ces. Th eir skills at build-
ing relationships with patients 
have energized clinic practices and 
reestablished the patient-centered 
focus at busy practices. 

All Diabetes Goal

100%

90%

80%

70%

60%

50% Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q1Q2 Q3 Q4
2003 2004 2005 2006 2007 2008

Linear (All Diabetes)

FIGURE 7

System Level Diabetes Outcomes: % LDL < 130
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System Level Diabetes Outcomes: % LDL < 100
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System Level Diabetes Outcomes: % BP < 140/90
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