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FINDINGS:

e A new web-based care planning tool displaying data-driven comorbidity subgroups of high CAN-score patients is
now nationally available to PACT teams within the Patient Care Assessment System (PCAS) (Screenshot 1)

e The tool displays each comorbidity group’s common utilization patterns and suggested care steps, customized to
the patient and their group and linked to task tracking features (Screenshot 2)

e The tool supports proactive and efficient management of care needs for high-risk patients on a PACT team’s panel

EVIDENCE:

The original prototype was developed in partnership with VA Clinical Systems Design and Evaluation (CSDE), then iteratively
updated based on several rounds of human-centered design feedback from primary care providers (PCP) and nurse care
managers.

RESULTS:

Users gave actionable feedback on improving graphical display and terminology. The tool was described as:
e Useful for PCPs for panel management and monitoring care needs;
e Desirable for proactive identification of needs and in-depth understanding of patient groupings; and

e Credible due to valid, established data sources, with future credibility dependent on frequency of group and care step
updates.
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