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Building Blocks 

What we have learned so far: 
• Overview of Patient Centered 

Medical Home (PCMH) standards 

• Team-based care components  

• Population health 

 

How does this fit with  
care management and  
transitions of care? 
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Definition of PCMH Terms 

Standard:  
A brief statement of purpose 
 

Element:  
Scored component of a standard; provides performance standards 
 

Must Pass Element:  
Designated elements that must receive >50% 

 

Factor:  
A scored item listed under the standard 

 

Critical Factor (CF):  
A factor that is required to receive any or minimal points 
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Standards of Care 

This section introduces you 
to Care Management (CM) 
and Care Coordination (CC) 
standards.  



PCMH Standard 4: CM/CC and Support 
Element A 

Element A: Identify Patients for Care Management (CM) 

 

Establish a systematic process and criteria for identifying patients 
who may benefit from care management: 

– Behavioral health conditions 

– High cost/high utilization 

– Poorly controlled or complex conditions 

– Social determinants of health 

– Referrals by outside organizations, practice staff, or patient/family 

– The practice monitors the percentage of the total patient population 
identified through its process and criteria 
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PCMH Standard 4: CM/CC and Support 
Element B 

Element B: Care Planning and Self-Care Support 

(MUST PASS) 

Care team and patient/family to develop and update an individual 
care plan that incorporates the following (for at least 75% of 
patients identified in Element A) 

– Incorporates patient preferences and functional/lifestyle goals 

– Identifies treatment goals 

– Assesses and addresses potential barriers to meeting goals 

– Includes a self-management plan 

– Provided in writing to the patient/family/caregiver 

 

 



PCMH Standard 4: CM/CC and Support 
Element C 

Element C: Medication Management 
 

1. Reviews and reconciles medications for more than 50% of patients received 
from care transitions.  + (CF) 

2. Reviews and reconciles medications with patients/families for more than 
80% of care transitions. 

3. Provides information about new prescriptions to more than 80% of 
patients/families/caregivers. 

4. Assesses understanding of medications for more than 50% of 
patients/families/caregivers, and dates the assessment. 

5. Assesses response to medications and barriers to adherence for more than 
50% of patients, and dates the assessment. 

6. Documents over-the-counter medications, herbal therapies and supplements for 
more than 50% of patients, and dates updates. 

 

 
7 



8 

PCMH Standard 4: CM/CC And Support 
Element D 

Element D: Use Electronic Prescribing 
 

1. More than 50% of eligible prescriptions written by the practice are 
compared to drug formularies and electronically sent to pharmacies. +  

2. Enters electronic medication orders in the medical record for more than 
60% of medications + 

3. Performs patient-specific checks for drug-drug and drug-allergy 
interactions. +   

4. Alerts prescribers to generic alternatives. 

 

 



PCMH Standard 4: CM/CC and Support 
Element E 

Element E: Support Self-Care and Shared Decision Making 
 

1. Uses an EHR to identify patient-specific education resources and provide 
them to more than 10% of patients. +  

2. Provides educational materials and resources to patients. 

3. Provides self-management tools to record self-care results.  

4. Adopts shared decision making aids.   

5. Offers or refers patients to structured health education programs, such as 
group classes and peer support. 

6. Maintains a current resource list on five topics or key community service 
areas of importance to the patient population including services offered 
outside the practice and its affiliates.   

7. Assesses usefulness of identified community resources.  
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Distinguishing Between CM and CC 

Care Management 

• Team-based, patient-centered approach 

• “Designed to assist patients and their support systems in 
managing medical conditions more effectively” 

• Goal to achieve optimal level of wellness, improve coordination 
of care while providing cost effective, non-duplicative services 

 
 
 
 
 

Source: Agency of Healthcare Research and Quality (AHRQ), 2015.  
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Distinguishing Between CM and CC (Continued) 

Care Management 

• Apply systems, science, 
incentive, information 

• Improves medical practice 

• Engages consumers in 
collaborative process to 
manage health conditions 
more effectively 

 
 
 
 
 
Adapted from CHCS 2015 
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Distinguishing Between CM and CC (Continued) 

Care Coordination 
• Managing coordination of referrals, 

interactions with specialists  

• Making appointments, getting reports 

• Could be receptionist or clerical person 
with attention to detail and 
communication skills 
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Step Ladder of Care 
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Care Management 
Program 

Access 
Time 

Technology 
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CM/CC Elements of Best Practice 

Evidence-based elements 

• Risk Stratification 

• CMs be in the primary care practice 
or at least connected to the team 
and patient record 

• Face-to-face interactions with CMs 
and their patients on a regular basis 

 



CM/CC Elements of Best Practice (Continued) 

• HIT to support clinical team and interact with patients 

• Create a culture of strong link between behavioral health and 
physical health  

• Emphasis on medication management 

• Comprehensive, planned, and evidence-based programs for 
transitions of care involving multi-disciplinary teams 

• Recognition of the impact of social determinants of health and 
not solely using clinical health assessments 

• Efficient use of the “right staff” at the top of their license 

• Having a team approach 
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Scenario-Based Exercise 

Scenario: 

• You have just received the DM Registry 
Report. You have identified several DM 
patients who have missed numerous 
follow-up appointments and are 
behind in preventive health screenings.  

• You cross-checked this list with the ED 
and Urgent Care list and know that 
many of these patients are frequenting 
the ED and Urgent Care clinics.  
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Scenario-Based Exercise (Continued) 

What are the steps you would take to address this 
in your busy PC clinic to get them connected 
into care coordination outreach and/or care 
management? 

 



Elements of Success: The Process 

1. Identifying patients with the most complex medical needs 
through some type of risk stratification: 

 
By disease: 

CHF, CAD, diabetes, COPD, SMI, HTN 

*These can be managed through evidence based guidelines 
 

By utilization:  

prior hospital and ED use 
 

By other risk/social determinates: 

*Important to not just look at past utilization but at current social factors and live situation 
as well as disease management 
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Elements of Success: The Process (Continued) 

2. Individualized care plans  
(and eventually integrated care plans)  

– Patients and their families should be involved in the development of 
individualized plans.  

– Plans should address:  

• Medical  

• Behavioral health  

• Environmental 

• Functional needs 

• goal setting 
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Elements of Success: The Process (Continued) 

3. Care managers have face-to-face interaction with their 
patients on a regular basis. 

– At least monthly 

– Can be augmented by telephonic contacts occurring between face-
to-face meetings 

– Telephonic interventions are unlikely to move the dial 
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Elements of Success: The Process (Continued) 

4. Care managers have direct interaction and develop a 
strong rapport with their providers and have a team-
based approach to patient care. 

– Should act as a communications hub across providers, and 
between patients and their providers.  

– Should also ensure that PCPs have all relevant external data on 
their patients.  
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Elements of Success: The Process (Continued) 

5. Care managers are embedded in – or staff members of – 
primary care practices and have access to patients’ 
electronic medical records.  

– Hospitals should notify the CM when patients visit the ED or are 
hospitalized. 

– Care Managers (CMs) should interact directly with patients during their 
hospital stays and physician office visits, and have access to the 
discharge planner and a pharmacist who can assist with medication 
management. 
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Elements of Success: The Process (Continued) 

6. Have a strong emphasis on medication management 

– Two components:  

1) Evidence-based, and  

2) Electronic physician medication orders with care to avoid drug-drug and 
other dangerous interactions 

– Using behavior change techniques and patient education to improve 
adherence 
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Elements of Success: The Process (Continued) 

7. Carefully and comprehensively planned transitions of care 

– Discharge planning should  
start well before discharge 

– Follow-up should include educating patients about early symptom 
spotting, dietary advice, medications, social services, and  
self-management 

– Intense home assessment for patients with asthma can identify 
triggers and avert flare-ups. 
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Elements of Success: The Process (Continued) 

8. Strong linkages between behavioral and somatic health 

– Emphasizing making PCPs aware of danger signals and the need for 
referrals to behavioral health specialists 

– Encouraging behavioral health providers to ensure that their 
patients are getting proper treatment for physical conditions that 
are prevalent in individuals with  
serious mental illness.  

 

 

 



Elements of Success: The Process (Continued) 

9. Assessment and recognition of impact of 
social determinants of health and 
incorporation of social services into the 
health care delivery model 

 

Health Risk Assessments should include:   

• Transportation assistance, 

• Transitional housing,  

• Language services,  

• Family preservation for young parents, and  

• Employment assistance,  
where appropriate.  
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Elements of Success: The Process (Continued) 

10. Health information technology 

– HIT should provide registries for population 
management and care management tools 

– Facilitates contact with clinicians and provides 
information support to clinicians in real time as they 
are seeing patients 

– Patient accessible portals  
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Elements of Success: The Process (Continued) 

11. Care management fees that are at risk, depending 
on outcomes 

– Payment incentives for the whole care team when 
outcomes are achieved (moving towards global payment 
and risk/gain sharing) 

– Care management costs should be controlled to the extent 
possible 

– Strategies include ensuring that staff work at the top of 
their training, and incorporating the services of non-RN and 
non-LSW staff 
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Elements of Success: The Process (Continued) 

12. Interaction with other care facilities/programs 
which patients may be transitioning to or from 

– Long-term care, CHWs, PHN, group homes, ACT teams 

– Establish rapport for communications and hand-off of 
patient’s information  

– Understand their programs 
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Elements of Success: The Process (Continued) 

13. Effective management of chronic conditions in primary 
care setting 

 
 
 
 
 
 
 
 
 
Jack Meyer, 2014 
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Care Management Process Flow 

Warm  
Risk Hand-off or 

Assessment Outreach to 
Patient 

Determine 
Care 

Management 
Eligibility 

Engagement 
of  Patient 

 

Routine 
Care 

Management 
Follow-up 

Routine 
Follow-up 
With PCP 

Case 
Reviews 



 

Care Navigation Process Flow 
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Identify 
Patient  

Contact 
Patient 

Within 48 
Hours 

Comprehensive 
HRA Complete? 

 

Engage In 
Program 

 

Follow-up 
Test 

Results 

Follow-up 
PCP 

Case 
Reviews 

As Needed 
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Scenario-Based Exercise 

Continuation of Exercise: 

• The Can-Do PCMH clinic has 
redesigned the practice to meet the 
National Committee for Quality 
Assurance (NCQA) 2014 guidelines. 
 

• Everyone has been trained and you 
thought things were okay. You are the 
CM/CC supervisor and a member of 
the Implementation Team. You are 
starting to hear several complaints; 
some from PCPs, some from patients, 
and some from other departments 

related to the CM/CC Departments.  
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Scenario-Based Exercise (Continued) 

Continuation of exercise: 

• Some of the complaints are that the care managers and 
coordinators seem confused about their roles and what they 
should be doing.  

• Patients report getting numerous calls from different people and 
often confusing messages or communications.  
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Scenario-Based Exercise (Continued) 

Continuation of Exercise: 

 

• What do you think is going on? 
 

• What are the steps you would take to address this in 
your busy PC clinic?  
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Introduction to CM/CC Tools and Skills 

• CM Checklist 

• Health Risk Assessment  

• Registries  

• Care Plan  

• Relapse Prevention/Maintenance Worksheet 

• Protocols  

• Communication Tools  

• Motivational Interviewing  

• Patient Engagement and Self-Management 

• Shared Decision Making 

 



CM Checklist 

• Building rapport with the providers and care team 

• Workflows, roles, and hand-offs 

• Understanding protocols, guides, and any  
standing orders 

• Care plans and where to document contacts  
and visits 

• Part of Team Huddles 

• Comfort with patient engagement techniques 

• Contingency plan 

• Community resources and connections 
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Health Risk Assessment (HRA) 

The main objectives of a HRA are to: 

• Assess health status 

• Estimate the level of health risk 

• Inform and provide feedback to 
participants to motivate behavior  
change to reduce health risks 

 

 

• HRAs are used as part of the Medicare Annual Wellness Visit to 
identify issues important to a senior’s health and well-being. 

• HRAs are also used in Medicaid enrollment to help identify 
individuals with health problems that need immediate attention. 

 

 



40 

NCQA Certifies HRA Content 

Health characteristics to assess: 

• Weight 

• Height 

• Smoking 

• Physical activity 

• Healthy eating/nutrition 

• Stress 

 

• Productivity 

• Breast cancer screening 

• Colorectal cancer screening 

• Cervical cancer screening 

• Influenza vaccination 

• Risky drinking 

• Depressive symptoms 
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Frequency of HRA 

• Intended to be a self-reported assessment completed before or 
during the annual wellness visit and may include some 
reconciliation with biometrics obtained by the provider (e.g. 
blood lipids, glucose, blood pressure) 

• It can also be administered to a subset of patients based on 
utilization and perceived high needs 

 
 

https://www.cms.gov/Medicare/Coverage/CoverageGenInfo/downloads/
healthriskassessmentsCDCfinal.pdf 

 

https://www.cms.gov/Medicare/Coverage/CoverageGenInfo/downloads/healthriskassessmentsCDCfinal.pdf
https://www.cms.gov/Medicare/Coverage/CoverageGenInfo/downloads/healthriskassessmentsCDCfinal.pdf
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HRA and Workflows 

• The Patient Protection and Affordable Care Act (PPACA) of 2010 
authorized an Annual Wellness Visit (AWV) for Medicare 
beneficiaries and required that a HRA be included in the visit. 

• The intention of CMS is that the questions will identify healthy 
behaviors and risk factors known only to the patient (smoking 
physical activity, sexual practices, safety belt use, and nutritional 
habits) for which the staff can provide education and disease 
preventive activities. 
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Registry 

• Systematic collection of a clearly defined set of health and 
demographic data for patients with specific health characteristics 

• Held in a central database for a  
predefined purpose 

• Medical registries can serve different purposes 

• Can be a tool to monitor and improve quality of care including 
risk stratification, or a resource for epidemiological research 
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How Can a Registry Help? 

Registries:  

• Keeps track of all clients so  
no one “falls through the cracks” 

– Up-to-date client contact information  

– Referral for services 
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How Can a Registry Help? (Continued) 

Registries: 

• Tells us who needs additional 
attention 

– High risk individuals in need of 
immediate attention 

– Clients who are not  
following-up 

– Clients who are not improving 

– Reminders for clinicians & 
managers 

– Customized caseload reports 
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 How Can a Registry Help? (Continued) 

Registries:  

• Facilitate communication, specialty consultation, and care 
coordination 

• Help identify consumers and interventions most likely to 
have the greatest effect on improving the management of 
chronic disease 

• Help us choose the initiative most likely to have the 
strongest impact and use to focus educational efforts 
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Example:  Diabetes Care Registry 
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Excel  Tracking 
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Care Plans: Basic 

Case Management Action/ Care Plan  

• Purpose is that person has an 
individualized, personalized plan for 
their supports, formal and informal 

• Plan created with assistance of care 
manager 
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Care Plans: Basic (Continued) 

The plan identifies the: 

– Patient’s preference 

– Treatment goals 

– Barrier to the goals 

– Self-management plan 
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Care Plans: Chronic Disease Management 

• Disease registries and tools to 
document key elements of care for 
conditions such as diabetes 
 

• Facilitates structured patient 
contacts in the context of their 
treatment plans 
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Care Plans: Chronic Disease Management (Continued) 

Typical Fields for Registry-based Care Plans 

 

General Information 

• Patient contact information including emergency contact 

• Providers of care and contact information  
including numbers 

• Best time to call / Okay to leave a message 

• Key providers of equipment, services (e.g. Oxygen) 
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Care Plans: Chronic Disease Management (Continued) 

Additional fields: 

• Current medications and doses/OTC/refills 
needed/can patient pay for medicines 

• Medication routine  

• Symptoms and side effects such as fatigue, 
depression 

• Health Behaviors: sleep, exercise, diet, 
smoking, alcohol, drugs 

• Job, family relationships,  
neighborhood safety 

• Access issues, transportation, child or  
elder care  
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Protocols 

Evidence-based practice supported by data-driven evidence 
has replaced a totally “provider centric” approach to care.  

 

It takes a team to approach many chronic illnesses. 
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Maintenance Planning Session 

• Review progress and ongoing plan 

– Maintain glucose control, depression remission 

– Prevent acute exacerbations 

– Minimize stress 

– Maintain healthy lifestyle 
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Maintenance Planning Session (Continued) 

• Review risk factors 

• Have patient “read back” their medication plan 
discussed with PCP 

• Review rationale for continuing treatment 

• Reinforce patient’s autonomy and motivations 

• Discuss early warning signs, long-term treatment 

• Develop maintenance plan with patient 

• Offer reminder of how CM and PCP can be reached 

• Discuss future follow-up contacts 
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What Is The Ongoing Plan? 

Condition at Target  

e.g., Diabetes, COPD, depression 

 

• What equals at target? 

– See guidelines and care plan for target  

  AND  

– Review with patient 
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What is the Ongoing Plan? (Continued) 

• Goals 

Maintain remission of symptoms 

Maintain treatment plan needed 

 Continue self-monitoring, pleasant activities 

 Continue healthy lifestyle 

 

• Next Steps and Contacts 

 3 - 6 months 

 telephone okay 

 when are next labs needed? 

 



59 

Patient Exercise 

• Mr. D. is 57-year-old, white, male with 
HTN, asthma. He is on disability and 
currently living alone. 

• He worked as a truck driver for nearly 
27 years.  Most times, he misses his 
routine appointments or arrives late. 
He is typically in crisis and requires a lot 
of staff time. 

• The Care Team has difficulty engaging 
Mr. D. in any type of self-management. 
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Patient Exercise (Continued) 

• Today, his BP is elevated at 190/100 

• He is out of medication, and he is wheezing.  

• He did bring his inhaler, but it is the  
long acting. 

• He says, "I have two and this is the only one 
I could find today—aren’t both for my 
breathing?” 
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Patient Exercise (Continued) 

• He was referred to PCMH Care 
Management and today was a warm 
hand-off to you. 

– What are your next steps? 

– How would you approach  
this patient? 

– What care management tools and 
skills do you need to help  
a patient like Mr. D? 
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Technical Versus Adaptive  
                  Care Management Skills 

Building Process and Relationships 

Engagement 
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Adaptive Tools and Skills 

• Patient Engagement 

• SBAR Communication  

• Motivational Interviewing 

• Shared Decision Making 

• Self-Management 
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Who Has Been Noncompliant? 
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Therapeutic Non-Compliance 

Therapeutic non-compliance occurs when an  
individual’s health-seeking or maintenance behavior  
lacks congruence with the recommendations  
as prescribed by a healthcare provider.  

 
Jin Jing et. al., 2008 

 



Graphic 

Defiance or Reasoned Decision? 

Patients comply with medical advice when it makes 
sense to them, seems effective, is accorded with their 
beliefs, and is possible to carry out within the 
constraints of their lives. 
 

 

 

 

 

 

 
Source: Soc. Sci. Med  
34(5): 507-13; 1992 
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The Problems 

• WHO estimates patients do not follow instructions  
30-50% of the time. 

• Mismatch between the patient’s goals and  
the professional’s goals. 

• 33-69% of medication-related hospital admissions are due to 
poor adherence. 

• >50% of ER visits/readmissions are due to poor medication 
adherence and lack of understanding and follow-through on D/C 
instructions. 

 



68 

What Does Non-Compliance Look Like? 

• Receiving a prescription but  
not filling it 

• Taking an incorrect dose 

• Taking medication at the  
wrong times 

• Increasing or decreasing the  
frequency of doses 

• Stopping the treatment  
too soon 

• Delaying seeking health care 
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What Does Non-Compliance Look Like? (Continued) 

• Non-participation in clinic visits 

• Failure to follow doctor’s instructions 

• Drug Holidays: The patient stops the therapy for  
a while and then restarts the therapy 

• White-Coat Compliance: Patients are compliant to  
the medication regimen around the time of  
clinic appointments 
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When All Else Fails, Blame The Patient 

BLAME 
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! 

Danger Of Labeling 
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Predictors of Non-Adherence? 
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Predictors of Non-Adherence 

• Patient’s lack of insight into the illness 

• Poor provider-patient relationship 

• Presence of barriers to care or medications 

• Missed appointments 

• Complexity of treatment 

• Cost 

 
 
 

 

Source: Osterberg & Blaschke NEJM 353:5;487 (2005) 
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Factors Contributing to Non-Adherence (Continued) 

• Psychological problems (depression) 

• Cognitive impairment 

• Asymptomatic disease 

• Poor discharge planning/education 

• Patient’s lack of understanding of disease and/or treatment plan 

• Side effects of medication 

• Patient’s lack of belief in benefit of treatment 
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Barriers to Adherence 

Relationship Problems: 

 

• Provider & Patient 

• Patient & System 

• Provider & System 
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Barriers to Adherence (Continued) 

• Patient interaction with the healthcare system 

– Poor appointment access or missed appointments 

– Poor treatment by clinic staff 

– Poor access to medication 

– Formulary changes 

– Poor pharmacy access 

– High medication cost 
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Barriers to Adherence (Continued) 

• Physician’s interaction with 
healthcare system 

– Poor knowledge of drug costs 

– Poor knowledge of insurance 
coverage 

– High demands and low level of job 
satisfaction 
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ADHERENCE 

Strategies to Improve Adherence? 
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Strategies to Improve Adherence 

• Identify poor adherence 

– Ask in normalizing fashion 

• Elicit patient’s feelings about ability 
to adhere 

• Using MI skills, help patient to 
identify personal barriers to 
adherence and strategize ways to 
overcome 
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Strategies to Improve Adherence (Continue) 

• Simplify and clarify 

• Customize according to 
patient wishes 

• Enlist other caregivers (team 
approach) 
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Shared Decision Making 

Sharing information…Building trust 
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Definition of Shared Decision Making 

• SDM honors both the provider’s expertise and the patient’s right 
to be fully informed of all care options, potential harms, and 
benefits  

• Patients receive the support they need to make the best 
individualized care decisions, while allowing providers to feel 
confident in the care they prescribe 
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Shared Decision Making 

Shared decision making occurs when patients and providers have a 
meaningful dialogue about: 

• Patient's condition 

• Treatment options  

• The medical evidence behind the treatment options  

• The benefits and risks of treatment 

• Patient preferences 
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Shared Decision Making (Continued) 

• This dialogue results in an executable plan of care accountability 
which is shared by provider and patient 

 
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/ 

 

http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
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Patient Engagement and  
Self-Management Support 

MI      
Exploratory, 

patient 
capabilities 

    BA     

Goal setting, 
self mgmt. 

  SDM   

Tx decisions,
preferences 
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“Nothing About Me… Without Me” 

       Don Berwick 
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Considerations For Your Team’s  
Transformation Plan 

• Do you currently use a care plan?  

– If not, how could you initiate something like that? 
 

• Do you have a current role of care coordination or care 
management?  

– If not, do you see a need for that role and how that could be a part 
of the Care Team? 
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Considerations For Your Team’s  
Transformation Plan (Continued) 

• What would you need to do to start the process of: 

– Identifying patients in need of CM 

– CM/CC role and tools and training 

– Care plans 
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Question/Answer/Discussion 
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