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Welcome to the Care Management Care Coordination Presentation for the Idaho Patient 
Centered Medical Home. This is Nancy Jaeckels Kamp, and I am your presenter today 
on this topic. So let us jump right in. We have a lot to cover on this topic area.  
 
So care management is a critical piece when we look at patients under medical home 
standards. It is a critical component that is connected in with the standards around team-
based care, population health, care management, and care transition. And so, let us 
think about how this all fits into our PCMH work. 
 
The first few slides here that I am going to present are really around the definitions and 
around PCMH terminology and standards, and how it fits in. So, the first standard is 
basically just that brief statement of purpose. When we get to Must Pass Element with 
critical factors, those are the key pieces we want to look at and think about first within 
each of the standards.  
 
So, when we look at care management and care coordination standards, which are what 
we are going to look at first, we look at Element A of the care management – care 
coordination and support standard. Element A is identifying patients for care 
management. Establishing that systematic process and criteria for how to identify the 
right group of patients or populations of patients for your care management focus. And 
we are going to talk a lot on that today when we get into all of the different components 
of a care management program. 
 
There is also the Must Pass Element of care planning and self-care support; being able 
to set up an individual care plan for those patients that you have identified into care 
management, and how to do self-care support for them.  
 
Then, Element C is around medication management, which we will talk about – the 
electronic prescribing and Electronic Health Record (EHR) specific resources as well. 
 
So, let us jump into the actual terminology, now that we have overviewed quickly; where 
in the PCMH standards the focus is, and there is a lot there to focus on. But let us 
distinguish between care management and care coordination, because they are using 
both terminologies within patient centered medical home.  
 
Care management really is, in a broad sense, a team-based, patient-centered approach. 
It is designed to assist patients in their support system to manage medical conditions 
more effectively, and the goal is to achieve the optimal level of wellness, improve 
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coordination of care, and provide cost-effective, non-duplicative services. So, it is again, 
the triple aim of quality, care experience, and cost.  
 
Care management applies system science, incentive and information, and it improves 
medical practice. It engages consumers in collaborative process to manage their health 
conditions. Now, when we look at care coordination, care coordination is on a level of 
that term coordination – managing coordination of referrals, interactions with the 
specialists, making appointments and getting reports – and needs people that have good 
communication skills and who are attentive to detail.  
 
When we look at the ladder of care and the steps along the way, we have care 
coordination, which is an important foundational piece of the logistics – getting those 
patients scheduled, getting them to their referral specialists, getting the testing 
completed, and getting that information back to primary care. And then that helps with 
the clinical follow-up of care, which is; how do we actually long-term monitor follow-up, 
talk with them about the test results that they had done, and when they get them back. 
That is the clinical follow-up. And then we move into the top layer of clinical care 
management – where we are actually taking all of that information, and helping to 
clinically monitor and help promote self-management for patients and reviewing 
medication management, clinical management, and self-management goals of the 
patient, so that they themselves can continue to manage their own chronic disease in 
between visits and long-term. 
 
So, we have a care management program access, technology, and time – our main 
components that we are going to need within this program. When you think about the 
elements of best practice, there are actually evidence-based elements for a good, 
successful care management program. And I am going to go through the majority of 
those evidence-based elements: 
 

• Risk stratification – actually, I am going to read through these at a high level, and 
then I am going to talk through them, in more specifics. So, we have risk 
stratification, which we will talk about, to help you think about a population of 
focus for your care management.  

• Care managers present in the primary care practice, or at least are connected to 
the team and the patient record, if they cannot be live in the practice.  

• Having face-to-face interactions with care managers and their patients on a 
regular basis.  

• Health Information Technology (HIT) to support that clinical team and interact 
with the patients.  

• Create a strong linkage between behavioral health and physical health. 
• Emphasis on medicine (med) management.  
• Comprehensive planned and evidence-based programs for care transition.  
• Recognition of the impact of social determinates of health, and not just clinical 

health.  
• Efficient use of the right staff at the top of their licensure.  
• And, having a team approach.  

 
So, when we think about these models and we think about how we look at; who are we 
managing – who are we focusing on? You may have registries or you may have 
identified certain populations of people within your population, such as a diabetes 
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registry, and you will want to think about how do we manage that population – how do 
we care manage from that group? 
   
This is just a little exercise here which we will not do on the video, but feel free to think 
about and use this as an example, and think about how you would do this if you received 
a diabetes registry report. You have identified several people who have missed 
appointments, and you have cross-checked this with the Emergency Department (ED) 
and urgent care list and know that many of these patients are also frequently utilizing the 
ED and urgent care. What would you do in your busy clinic to connect these patients into 
care management or care coordination? So, it is thinking about how to, once you have 
identified a population of patients, how do you actually outreach and engage them into 
the program? 
 
So, identifying the patients with most complex needs through some type of risk 
stratification is really the first step to a successful care management program. Because if 
you do not know who needs care management and at what level of care management 
they need, it is going to be really difficult to sort out; what does your care management 
program look like, what kind of care managers do you need, or how many of them do 
you need – until you do this risk stratification and understand who your patients of focus 
are.  
 
So, there are different ways to do risk stratification, and these are just some examples – 
these are not all the ways. But you could think about it by disease. So, perhaps in your 
population, you know you have a lot of elderly patients, and a lot of diabetes, and 
Chronic Heart Failure (CHF). So maybe those two top diagnoses are the ones you want 
to focus on first and think about within your care management program. Or you can look 
purely by utilization to begin with and say, all of the patients who have had ED use in the 
past 30 days, or at discharge from the hospital in the last 30 days – that is going to be 
our focus for our care management program. And it is going to be purely a sort of an 
acute utilization program, and the goal is to then manage whatever chronic conditions 
they have, and help prevent them from going back into the hospital again. 
 
Or you can be looking at stratification by other risk factors or social determinates, and 
this could be something as simple as housing. People that are homeless are at the 
highest risk for medical needs and medical care management. And so you could pick 
particular social determinates, or a combination of clinical factors and social 
determinates that add to that complexity of the chronic medical condition, and that could 
also be a way of creating your risk stratification and identify the patients for your care 
management. And that can be done through a more comprehensive health risk 
assessment form that has both chronic disease questions as well as social determinate 
questions. But in some way, shape, or form, you need to think about how to identify your 
most complex patients for care management. 
 
Then the next piece is that individualized care plan. So, once you have identified 
patients and you are outreaching to them and meeting with them as a care manager, 
hopefully, they have seen the provider soon. If not, you get them into the provider first, 
have that warm hand off to a care manager, and then there is this integrated care plan 
and individualized care plan that can be created with the providers, the care manager, 
and the patient. Patients and families should always be involved in their individual care 
plans, and care plans should not just include their chronic medical conditions, but 
behavioral health, environmental, functional, and goal-setting as well. 
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And then care managers would continue to use that care plan as an ongoing guide to 
follow-up and ongoing interactions with the patient. So, care managers will have face-to-
face interactions with patients on a regular basis. It should be at least monthly; it could 
be more often than that, depending on the chronic medical conditions we are talking 
about, the behavioral health conditions, and the severity of their level or the complexity 
of their level of care. It could be augmented by telephonic contacts; telephonic 
interventions alone are unlikely to make progress.  
 
Care managers having direct interaction and developing a strong rapport with their 
providers, and having a team-based approach to care. So, the last element was care 
managers having a strong relationship and rapport with the patients. This element for 
success is that care managers also have to have direct interaction and strong rapport 
within the provider and the care team to really be team-based. The care manager 
becomes sort of the hub of communication across providers, patients, and across other 
types of providers that that patient maybe has in their care as well – specialists, 
pharmacists, other types of providers. It will also ensure that Primary Care Providers 
(PCPs) have relevant external data on their patients. So, that care manager becomes, 
as they say, that hub of communication for multiple purposes, but primarily for keeping 
that PCP up-to-date on all of the things going on with their patients. 
 
Care managers are embedded in, or staff members of, primary care practices, and have 
access to patients’ electronic medical records. You should think about how to work out 
processes within the hospitals to notify your care manager when patients visit the ED or 
other hospitals, or are at the hospital. Care managers should interact directly with the 
patients during hospital stays and physician office visits, and have access to that 
discharge planner and potentially a pharmacist who can assist with any kind of med 
management. 
 
There is a strong emphasis on medication management when we get into our complex 
care management because most of the patients that are within that world of complex 
care management needs are on a lot of complicated medication regimens, and 
oftentimes this is the cause of them ending up in the emergency room or in the hospital. 
And so medication management becomes a strong emphasis, and we need to look at 
what is evidence-based for that medication management, and electronic physician 
medication orders, using behavioral change techniques in patient education to improve 
adherence. So, this whole piece here around medication management is not just around 
reviewing a med list with patients. It is really about educating and helping patients 
understand what medications they are taking, and why they are taking them, and the 
right way to be taking them. Having educated, knowledgeable patients that are engaged 
in that, is going to more likely result in adherence to the medication plans. And 
adherence is a key goal to getting patients better, keeping them out of the EDs and the 
hospitals. 
 
Carefully and comprehensively planned transition to care - again, we have talked about 
this a little bit with the discharge planning – should start well before discharge planning; 
before discharge. So, knowing when that patient is admitted into the hospital or in the 
ED, it should start as soon as you possibly can know that they are there. Follow-up after 
discharge or after leaving an ED should include reviewing with patients what their 
discharge planning was, educating them about earlier intervention next time; so spotting 
particular symptoms, knowing what to do with that, dietary advice, your medication 
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review, social services, self-management, and intensive home investment for patients 
with asthma can identify triggers and avert flare-ups. So, there are different kinds of 
assessments that are disease-specific that can actually identify those early warning 
signs or triggers, and again, avert those flare-ups. 
 
Strong linkages between behavioral and somatic health; this is really the piece that is 
promoting and reinforcing the integration model, encouraging the behavioral health 
providers to ensure patients are getting proper physical conditions, that the PCPs are 
giving, are ensuring that they are getting proper behavioral health screening and 
treatments; so that linkage, or integration, between primary and behavioral health.  
 
Along with that comes that assessment of social determinates of health, and again I 
alluded to this earlier, thinking about health risk assessments that are comprehensive, 
and include things such as transportation assistance, transition housing, language 
services, family support, and employment support, where appropriate. 
 
Health information technology is also a key element for success in care management. 
We cannot do care management if we do not have some sort of Information Technology  
(IT) infrastructure to help us with creating registries for the population of focus, and care 
management tools for documentation, for alerts, for tracking, and for follow-up. And it 
facilitates those contacts with clinicians as well, so that if the care manager is using a 
registry and creating alerts for patients and contacts for follow-up, and then when 
contacting those patients, those IT platforms can also help to inform real-time to the 
clinicians, involve them in what is going on, and have a real-time sort of that team-based 
care without having to physically see everyone and/or wait for someone to be done with 
the next patient, but we can actually use the HIT technology forms to contact providers 
and to communicate things in real-time. And then, of course, patient accessible portals 
to give additional information and additional engagement techniques to patients, 
engaging them in their care or giving them other ways of connecting to their care 
manager and their physicians without having to just come in and see them. 
 
Care management fees that are at risk, depending on outcomes; what do I mean by 
that? It means there is no fee-for-service kind of code for care management right now, 
although the Medicare Claims Processing Manual (CPM) fees are coming down or are 
placed right now and are growing more popular, but they are very specific for the 
Medicare patients with chronic conditions, and there are some very specific 
requirements around that time and focus. What we are talking about here is moving 
beyond that fee-for-service type of code and saying if we reach particular outcomes, we 
are going to get payment incentives for the whole team, and that helps to support that 
continual work with care management and having care managers on your team. But the 
payment incentive needs to be around the belief that if we have care managers on the 
team, our outcomes will get better.  
 
And so by having that, both care management - complex care managers and focusing 
on their high-risk, complex patients - the goal is that you are going to get them better, the 
expectation is you are going to get them better, and therefore, you can be “at risk,” 
meaning if they are getting better, you are going to receive payment incentives; if they 
are not getting better, you are at risk of not receiving those payment incentives. So, 
establishing a very good, thorough care management program and well-trained, 
competent care managers is going to ensure that you are going to get patients to your 
better outcomes and receive this type of care management payment incentive. 
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Interaction with other care facilities and programs which patients may be transforming 
(transitioning) to, or from; so, care transitions need to be a part of care management. 
And we talked about the EDs and the hospitals, but we also need to think more broadly 
about long-term care facilities, group homes, and who else we can partner with to 
manage the patients; such as, community health workers, or if you have a sort of 
community teams within your community or region. Establishing rapport with them, 
having warm hand offs for patients’ information, understanding all of these different 
programs in the communities, and really keeping in close linkages with them. 
 
And then effective management of chronic conditions in primary care settings; so, 
keeping this care management within the primary care setting – that is where the most 
effective care management happens. That does not mean we do not broaden our 
medical village and our care management tentacles out to how we just were talking – the 
acute care settings, the long-term care settings, the community settings – but that it 
comes back to that central hub within the primary care setting. 
 
An example of a care management process flow; so, we have a risk assessment, which 
we talked about that is a good tool to use to help stratify complex patients; so we do a 
risk assessment. Maybe there are triggers on that risk assessment or certain scoring 
that trigger them to go into care management. So, there is then a warm hand off, or an 
outreach from the patient to care management. The care manager meets with them and 
may determine eligibility, meaning; are they really in need of this care management and 
what else are they in need of? They engage the patient into care management, and do 
sort of what we call an initial contact, and engage them into this type of team-based 
approach we have here at our facility, and this is what care management is. And then do 
continue on with the routine care management follow-up, the routine follow-up with the 
PCP, and there could be occasional case reviews with the PCP depending on how care 
management is going and how the progress of the patient’s disease state is going as 
well. 
 
A care navigation process could be something like identifying the patients, contacting 
them within 48 hours, completing a comprehensive health risk assessment (HRA), 
engaging them in the program, following up test results – following up with results, 
following up PCP. Again, this is just giving a couple examples of how we talk about care 
management or care navigation, terms which can just be used interchangeably, but 
different ways that we can think about how patients come into the program. So, care 
navigation – that may be from a care navigator within the hospital that they are identified, 
and then you contact them within 48 hours of discharge, conduct that health risk 
assessment, and then again, move into engaging them into longer-term care 
management, or a warm hand off to a care manager from there. 
 
All right, I am going to skip over these exercises, but certainly feel free to look at these if 
you want. The scenario-based exercises are based on just ways to think about how to 
implement these things – these components within your clinic.  
 
So, we have gone through these evidence-based processes and pieces of care 
management. Now, once we have a lot of these process pieces in place – the risk 
stratification, care management, who is going to do it, what that model looks like, what 
they follow-up – what the care managers follow-up on, etcetera – now we have tools and 
skills that help support all of those processes we just talked about.  
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So, thinking through, from a care management checklist, we talked about health risk 
assessments, registry, care plans. We need relapse prevention or maintenance 
worksheets; we need protocols and communication tools. We need motivational 
interviewing skills, patient engagement skills and self-management, shared decision-
making, how to build that rapport with providers in the care team. We need workflows to 
show roles and tasks and hand offs. We need to understand the protocols and 
guidelines, and any standing orders, care plans, and where to document them. Care 
managers should be part of the team huddle, comfortable with patient engagement 
techniques. Contingency plans; if the care manager is gone on vacation, who is going to 
follow up with those patients for that week or those two weeks, or whatever?   
 
Community Resources and Connections  
So, thinking about these pieces as your care manager checklist; what things do you 
have in place, what skills do you feel competent in or need to do some additional training 
on, thinking through this checklist?   
 
Health Risk Assessment 
The health risk assessment, which we have talked about quite a bit here already, 
assesses health status, estimates that level of risk, and helps to inform both the patients 
as well as their care team on specific areas to focus on for behavioral change and 
reducing risk. HRAs are used as part of both Medicare and Medicaid wellness as well. 
There are particular elements that NCQA certifies that should be on a health risk 
assessment. Those are here – pretty standard kinds of things, but you can see that there 
is a mix between behavioral and physical health components on a health risk 
assessment. 
 
HRAs are intended to be self-reported assessments. They also can be administered to a 
subset of patients that you want to identify or perceive have higher needs, such as when 
we talked about maybe all those patients that are just discharged from the hospital and 
connected into your care management program – first thing maybe they should have is a 
health risk assessment to see where they are at on a broader scale. That could be an 
example of a subset of patients where you are focusing on. The HRAs are kind of the 
start or the kickoff to the workflow because they help to, again, identify that risk-stratified 
population of patients, and then helps to hand off to the next step in the workflow of 
where we need to focus on for behavioral interventions or activation and self-
management goals.  
 
The registry tool is that systematic collection of a clearly defined set of health and 
demographic data for patients. It is with a special health characteristic – so if you have a 
diabetes registry, these are specific patients with diabetes. You are going to put 
parameters perhaps around it – are you talking to adults only? Are you talking about a 
certain level of A1C level within diabetes? You can create those specific health 
characteristics that you are looking for within the sub-population and form your registry 
from there. The registry should be held in a central database. Medical registries can 
serve different purposes, and it can be a tool to monitor and improve quality of care, 
including risk stratification. So, the registry, to me, is the key guide or tool for care 
managers. If you do not have a registry kind of electronically built in to your EMRs, you 
can build registries just using a simple Excel spreadsheet or an Access database. But it 
is just a way for that care manager to be able to track the patients with particular disease 
conditions, and track them to say, this is when they need follow-up, this is when I have 
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contacted them, this is what we talked about - future self-management goals, this is 
when we are going to connect again. It is almost a diary of care management activity 
with that patient – with particular patients in a whole population. So, you are dealing with 
and have documentation within a registry that is patient-specific, but then the beauty of it 
is you can look at the population as a whole – like all your diabetics or all your patients 
with diabetes and depression – you can look at them as a whole and say, who do I need 
to call back today? How do I manage this population? As a whole, is this population 
getting better with their A1C levels or PHQ-9 levels? So, you deal with it both as a 
person – a one-to-one, person-by-person management, as well as population 
management. 
 
This goes through the things that I was talking about – keeps people from falling through 
the cracks for follow-ups and referrals, tells us who needs special attention when clients 
or patients are not improving, and it helps to facilitate communication, identify the people 
that we need to focus on, and help choose initiatives that are more likely to have 
strongest impact on that population of patients. These are just some examples of 
diabetes registries. Here is an Excel tracking form – as I said before, you can just use an 
Excel spreadsheet. 
 
Care Plans 
Care plans are also a key tool for care managers to use with their patients. The purpose 
of a care plan is to have an individualized personal plan to support both formal and 
informal components of care for that patient. And a plan is created with the assistance of 
a care manager, but should really be driven by the patient. The plan identifies the 
patient’s preferences, treatment goals, barriers to get to that goal as identified by the 
patient, and the patient’s self-management plan.  
 
Care plans can be, as we talked about, within the disease registries and tools to 
document key elements of care – so, for that specific condition. A care plan can be 
specific to a disease state, if that is where that patient is sitting, as in that diabetes 
registry. It can facilitate specific elements for that care, but it also can structure treatment 
plans and goals across the areas of care needs for that patient. Typical fields for 
registry-based care plans. Lots of general information – contact information, best time to 
call, can we leave a message – all those kinds of things, as well as some more specific 
things around medications, side-effects, health behaviors, and some of their social 
determinates.  
 
Protocols are also key tools for care managers to be using – evidence-based practice 
supported by data-driven evidence. And these can be protocols specific for care 
management. There can be standing orders that have been developed and approved by 
the providers within that organization, and the care managers can just use those 
evidence-based standing orders to manage the care for their patients.  
 
Once we get patients better, and we get them to a point of where they are in remission, 
or under control or managed, we enter into what is called a maintenance planning 
session. The goal here – again, the goal of care management is to get our patients 
better and not to have them forever more in our care management program and be 
calling them all the time. So, once we get them to a place of under well management, we 
would create this maintenance session. And during that maintenance session with the 
patient, we would review the progress and an ongoing plan. How do we maintain your 
glucose control or your depression remission and keep it there? How do we prevent 
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acute exacerbations? What are things to look for? Minimize the stress, and how do we 
maintain the lifestyle planning? So, we look at reviewing the risk factors. We have 
patients read back their medication plan that was discussed with the PCP to make sure 
they completely understand their treatment plan.  
 
Review the rationales for the continuing treatment so it helps to create sustainability and 
adherence to the plan. Reinforce the patient’s autonomy and motivations. Discuss early 
warning signs and what do we do as long-term – if we notice those early warning signs, 
what do we do as a patient? And give them clear guidelines, phone numbers, and 
interventions to do when they get those early warning signs. Develop this maintenance 
plan that has all of these elements on there with the patient. Offer reminder of how the 
care manager and PCPs can be reached, and discuss future follow-up contacts. 
 
So, what is going on with this maintenance plan? We look at the condition at-target – 
what equals at-target, and that should be in that maintenance plan. What is the ongoing 
plan, so the goals and next steps. And this was just another patient exercise that you 
could look at. This gentleman, Mr. D., his story, and think about, as a care manager, 
what would you do first with him? What kinds of things would you talk with him about?  
And what care management tools or skills would you need to help you with Mr. D.?  So, 
you can certainly look at that exercise on your own time as well. 
 
Technical Versus Adaptive with Care Management Skills 
We have talked a bit about a lot of technical things – we need a registry, we need to 
track the patients, we need a health risk assessment to understand their risk levels – 
those are all technical components. But really, care management skills are all about 
adaptive skills; how do we engage people? How do we build rapport with them and a 
relationship with them? How do we engage or involve their family? How do we 
communicate appropriately and completely? How do we help to activate them into better 
behaviors? How do we respect and have empathy for them? Those are all adaptive 
components of care management and care management skills. Some of the adaptive 
tools and skills that are important for care management are things such as patient 
engagement. So how do we learn to build patient engagement? As far as 
communication, which I will talk about briefly here shortly, motivational interviewing, 
shared decision-making, and again, self-management.  
 
So, when we think about engagement, engagement is really critical when we think about 
adherence to medications or other treatment programs. And we are very, very fast to 
label people as non-compliant. And what does non-compliant really mean? Well, there is 
therapeutic non-compliance, which occurs when an individual’s health-seeking or 
maintenance behavior lacks congruence with the recommendations as prescribed by a 
healthcare provider. Okay, there is therapeutic non-compliance. But what is this non-
compliance – is this defiance, or is this reasoned decision? Patients comply with medical 
advice when it makes sense to them, when it seems effective, when it is accorded with 
their beliefs, and is possible to carry out within the constraints of their lives. That is 
compliance – that is how people think about adherence to a treatment plan. Is this 
defiance, or is this a reasoned decision? 
 
I love this paragraph and statement because it really makes us stop and think, and 
actually translates to engagement techniques – that if we can help patients understand 
something, it makes better sense to them. If we help them understand that this can be 
effective, and then we follow-up with them and ask them – are they feeling better?  Are 
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they having side-effects? Help them through those side-effects. That will help them 
understand this is an effective treatment.  
 
And if this is possible to do within the constraints of their lives – do they have 
transportation to the pharmacy or to the specialist? Do they have funding – do they have 
money to pay for that, or do they have to make a choice between food and medication 
this month? Those are the real barriers within their lives that will create this non-
compliance or non-adherence kind of situation. So, we need to go to where the patients 
are at and be able to help them understand this and break down those barriers so that 
they are not considered non-compliant or non-adherent, but they are managing their own 
treatment. 
 
The Problems 
The World Health Organization (WHO) estimates that 30 to 50 percent of the time, 
patients do not follow instructions. There is a mismatch between patient goals and 
professional goals, and we do not even ask that. There is a high rate of medication-
related hospital admissions that are due to poor adherence, and greater than 50 percent 
of emergency room (ER) visits that are readmissions are due to poor medication 
adherence and lack of understanding and follow-through after a discharge instruction. 
So, we know this – we know what non-compliance looks like. It is receiving the 
prescription, but not filling it. It is taking it at the wrong times or incorrectly. It is stopping 
the treatment too soon because I feel better and I do not want to take this anymore. All 
of these pieces are what non-compliance looks like. 
 
And when we think about this, we kind of say, “Okay, we have done our work,” so when 
all else fails, we say, “Well, the patient is non-compliant.” But we need to be really 
careful with labeling our patients and stop and think about what are the predictors of 
non-adherence and how can we help our care management model more than anything 
to help with this problem. So, this is kind of the inverse to the phrase that I was talking 
about earlier about reasoned decision versus defiance. If patients have a lack of insight 
to their illness – they do not understand what it is, and they do not understand how this 
treatment plan can help them and be effective – then they are not going to be very 
adherent with that treatment plan. If there is a poor relationship between the provider 
and patient, or a provider they saw at the ED, or a specialist that they are referred to, 
and there is a poor relationship there, they are going to be less likely to follow those 
instructions from that provider. 
 
If there is a presence of other barriers to care or medications – like we talked about 
transportation or cost. If there are missed appointments, this is a predictor that we need 
to follow-up on because something is happening – there is a barrier or something and 
more than likely they are not adhering to their treatment plan or their care plan. If the 
care is complex – if the treatment is complex, if they are on eight different medications 
and have to take them at all different times of the day, and with food and without – the 
complexity of that is going to cause some of that non-adherence as well. And all of these 
elements can really, really be dealt with through care management.  
 
Here are just some other factors contributing. But when we think about how to mitigate 
this, we need to look at relationships and how we can build better relationships? How do 
we build better interactions with the healthcare systems? Providing better access, 
providing better treatment plans, education, and access to the medications, formularies, 
cost – all of those pieces lead to the changes with this adherence. 
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So strategies, as we started to talk about. Identify the poor adherence in a normalizing 
fashion. So, rather than criticizing or putting patients on the defense as to why they are 
not following through on their treatment, asking this in a normalizing way. So, talk to me 
about these medications – what is working for you and what does not work for you?  
Elicit the patient’s feelings about their ability to adhere to it. Using motivational skills to 
help identify these personal barriers and help them to strategize. And these are all 
pieces of those soft skills – those adaptive skills - that are needed for care management. 
 
In addition, there are elements, or tools, or a way of engaging patients and this is called 
shared decision-making. So, sharing information up front helps to build the trust and 
build the relationship between a provider or a care manager and a patient, and then 
creates shared decision-making. So, it is not the clinician’s choice 100 percent what this 
treatment plan should be, but laying out the options – having the clinician, with their 
experience, and knowledge, and profession, to lay out those choices, but ultimately the 
choice is the consumer’s or the patient’s choice. So, laying out all of the information – 
laying out the choices and the pros and cons to this treatment plan is a shared decision-
making tool so that clients can see, “Okay, these are the pros and cons to this, and this 
is how I think about it in my life, or what my reasoned decision is.”  And that is part of 
shared decision-making. 
 
Shared decision-making honors both providers’ expertise and the patient’s rights to be 
fully informed and to make that decision. They support making the best individualized 
care decision that allows the providers to feel confident in the care they prescribe. 
Shared decision-making occurs when patients and providers have meaningful dialogues 
about all these varied pieces – options, conditions, pros and cons or risks and benefits, 
and the patient’s preferences. And this is just a web link to more information on shared 
decision-making. 
 
So, the soft skills that I talked about within shared management that are so important 
are:  
 

• Motivational interviewing – learning how to ask questions to explore patient’s 
capabilities and to engage patients into their treatment plans by asking questions 
that bring out motivators inside that patient.  

• Behavioral activation, which is really about goal-setting and self-management. 
Goal-setting and having those goals within their care plan.  

• And then shared decision-making – making your treatment decisions and 
preferences in a collaborative fashion between provider or care manager, and 
the patient.  

 
As Don Berwick, from the Institute of Healthcare Improvement, says, “Nothing about 
me…without me.” So, it is a great, simple statement, meaning involve your patients in 
everything from every decision, to every type of barrier, and every type of strategy and 
goal-setting for their life.  
 
“Nothing about me…without me.” ~Don Berwick 
 
So, thinking about this again for your transformation plan – considerations for your 
team’s transformation plan:   
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• Do you currently use a care plan or something like that?   
• Do you currently have a role of care coordination or care manager, and if not, do 

you see what we talked about today could be beneficial and could be operational 
as part of your care team?   

• And what would you need to do to start the process; to identify patients in care 
management, get care managers into the role, and tools and training for them, 
and start using care plans? 

 
All right, I think that does it for this particular session on care management and care 
coordination. Again, if you have any questions or thoughts on this, always feel free to 
connect with us at Healthmanagement.com, or through the Idaho Statewide Healthcare 
Innovation Plan (SHIP) team. So, thank you very much for your time today. 
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