












THE ORGANIZATION: The Center for Living Well, 
a 15,000 square foot facility in Lake Buena Vista, 
Florida, is a Patient Centered Medical Home. Serving 
approximately 40,000 employees and families enrolled 
in a Disney healthcare plan, the center offers a 
variety of services including comprehensive adult and 
pediatric primary care, acute urgent care, full-service 
pharmacy, laboratory testing, X-ray examination, 
as well as a wellness, chronic care and educational 
coaching programs.

The center is operated and staffed by Premise Health, 
a leading worksite health and patient engagement 
company, which manages more than 500 worksite-
based health and wellness centers in 45 states, 
including Guam and Puerto Rico. With over 40 years of 
experience, the company serves more than 200 of the 
nation’s leading employers.

FOCUS OF STUDY: The study sought to support 
patients with chronic conditions (i.e., diabetes, 
hypertension, and hyperlipidemia) to keep their 
diseases under control using interventions such 
as patient education, provider training, and blood 
pressure-only nurse visits. The organization used 
HEDIS measures as the benchmarks for performance 
goals in management of the three conditions. Data was 
collected from EMRs and results were compared to 
performance goals. 

Based on the 2013-2014 results, the Center met the 
performance goal for hyperlipidemia but not for 
diabetes or hypertension. To address the results, the 
facility developed a Care Coordination Workflow 
which included a Pharmacist/Diabetic Educator, a 
registered dietician, and a multidisciplinary care team 
and a care coordinator to manage services for the 
three target populations. After implementation of 
the corrective action, two re-measurements in 2014-
2015 and 2015-2016 showed results which exceeded 
performance goals for all three conditions. 

APPROACH TO QI: The Center for Living Well takes 
a team approach to quality improvement. A five-year 
plan outlines overall goals and objectives established 
collaboratively by the leadership team and the client 
organization. The Clinical Services Manager cascades 
the quality plan from these goals and, as a team, the 
Center staff identifies tasks, studies, processes, and 
resources that are needed to successfully accomplish 
those goals. A Quality Committee oversees the 
implementation of the QI plan. 
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Premise Health is a leading worksite health and 
patient engagement company dedicated to 
improving the cost and quality of employee 
health care. With more than 40 years of 
experience, Premise Health manages more than 
500 worksite-based health and wellness centers 
across the country. 
 

Patient Population and Demographics:   
• Approximately 20,000 employees, and their 

dependents with an average of 880 visits per week.  

Organiza  

Element 1: Purpose 

Element 2:  Benchmarks and Goals 
• Reports were generated for the fiscal year 

October 1, 2014 through September 30, 2015 
using the same criteria from the previous year.   

• Results were calculated and the organization’s 
benchmarks were used for comparison.  
 
 

 
 
 
 
 
 
 
 
* Chronic Disease Management program initiated in January of 2015 

Element 8: Re-Measurement 

• The Center for Living Well Quality Team 
recommended a re-study of outcome 
measures at the end of the 2015-2016 fiscal 
year.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Element 9: Corr ve    

 

• The purpose of this study was to assess the 
effectiveness of a multi-disciplinary approach 
to monitoring and treating patients with 
diabetes, hypertension, and hyperlipidemia.   

• There is an ever increasing need for primary 
care providers to manage chronic conditions 
within their practice. 

• Good chronic disease management helps 
prevent complications, decreases morbidity 
and mortality, and improves quality of life. 

• The reduction of chronic disease 
complications is directly related to the 
reduction of healthcare costs. 

• Large patient panels make it impossible for 
providers to adequately monitor trends in key 
outcomes and patient adherence. 
 

 

• Patients were identified as having diabetes: 811 
 

• Patients were identified as having hypertension: 1,838 
 

• Patients were identified as having hyperlipidemia: 1,720 

Element 4: Evidence of Data Collected 

This study was shared with the following entities: 
 

• Quality Team 
• Governing Body 
• Premise Health Leadership 
• Center for Living Well Leadership 

 
 

Element 10: Communica on 

 
 

Element 3:  Data Coll n  Plan 

 
 

Element 6: Comparison with Goals 

Benchmarks 
• Using HEDIS measures as a basis for developing performance outcomes, leadership established the following 

organizational goals for the 2013-2014 fiscal year: 
• 67.37% of patients with a diagnosis of diabetes will have a HbA1c <8 
• 68.13% of patients with a diagnosis of hypertension will have a blood pressure <140/90 
• 65% of patients with a diagnosis of hyperlipidemia will have an LDL <130 mg/dl 

Goals 
• To meet or exceed the organization’s 2013-2014 goals. 

 

• Reports were generated from the organization’s outcome measures database.  The database collects and stores 
biometric results and visit information from the electronic medical record. 

• The analysis is based on the total number of Center for Living Well patients with a diagnosis of diabetes, 
hypertension, or hyperlipidemia for the fiscal year October 1, 2013 through September 30, 2014. 

• Results were calculated and the organization’s benchmarks were used for comparison.   

 Diabetes Goal 2013-2014 Results 

Percent  Goals 67.37 65.19 
 Hypertension 
Percent  Goals 68.13 66.5 
 Hyperlipidemia 
Percent  Goals 65.0 65.52 

Element 7: Corr ve  

 

• The Center did not meet the organization’s 2013-2014 goals for diabetes or hypertension.    
• The Center did not meet the established performance goals for diabetes, hypertension and hyperlipidemia from 

2010 to 2014. 

 Diabetes Goal 2013-2014 2014-2015* 

Percent  Goals 67.37 65.19 72.73 

 Hypertension 
Percent   Goals 68.13 66.5 74.67 

 Hyperlipidemia 
Percent   Goals 65.0 65.52 70.71 

2011-2012 2012-2013 2013-2014 2014-2015 2015-2016
Diabetes 59.35 59.06 65.19 72.73 73.56
Hypertension 59.99 58.38 66.5 74.67 82.28
Hyperlipidemia 64.51 63.92 65.52 70.71 70.29
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Performance Goal Summary 

Key Findings 
A multidisciplinary approach, integrated services, and 
coordination of care with better tracking and follow up 
resulted in improvements in three performance goals. 
 

 
 
 

  
 
 
 

Diabetes Hypertension Hyperlipidemia 

Results:  Pre and  Post 
73% 

          from 65% 
75% 

          from 67% 
71% 

          from 66% 
Goal 67% 68% 65% 

Sustained Goal Over  Yes Yes Yes 

References 

• The Center for Living Well leadership 
recognized the necessity for a reliable 
treatment protocol and a viable method for 
the routine tracking of outcomes, 
monitoring patient activities and 
compliance. 
 

• A plan was developed that included a 
Pharmacist/Diabetic Educator, a registered 
dietician, a care coordinator, a 
multidisciplinary care team, and the 
development of an onsite outcomes 
database using Microsoft Access. 
 

• The Care Coordinator and the Care Team 
are responsible for the coordination of 
services for the target population. 

 
Figure 1: Care Coordina n Work ow 
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Inclusion Criteria for CCM Services 

The Center for Living 
Well is a Patient 
Centered Medical 
Home operated by 
Premise Health located 
in Lake Buena Vista, 
Florida.  

Pa ent Provider/MA 
Team 

Care 
Coordinator 

Nutr on 
(RD) 

Healthy Living 
Program 

(PharmD/CDE) 

Pa ent 

For Follow Up for provider 
visits, Labs and treatment as 

needed 

Other points of entry: 
 

PrimeSuite Reports 
Outcomes Reports 
Biometrics 
Cigna Coaching 

Cigna 
Coaching 

Multi-Disciplinary Care 
Team 

Criteria: BMI >30 and 
Co-morbidities: Hypertension 
                           Hyperlipidemia 
                           Pre or controlled  
                           diabetes
  
               

Criteria:  A1   8% 
               LDL  130 
               BP     140/90 
               Newly diagnosed     
               diabetics
  
               

Criteria: BMI 29 
              All pre states 
              Matriculated HLP patients 
              (After completing HLP 
              program) 

 
 

Element 5: Data Analysis 
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