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S government hired practitioners to assist World War 11
soldiers with complex injuries

& nsurance companies employed nurses, social workers and
- vocational rehabilitation counselors to manage medical and
worker compensation costs
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= t""-FIeaIth insurers developed case management programs for the
rcatastrophlcally il or injured

- ® Acute care hospitals, home care agencies, rehabilitation facilities
and skilled nursing facilities developed case management services
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SREliiary Care Case
VIERagement:

* Wedical/Social Case Models
—  Management * Hospital-Based/Acute Care

—

-~ = Private Case Models

- Management e Community-Based Models

* Nursing Case e System Models

Management e Managed Care Models
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% r/f» ) nagement /S a collaporative process of

jk sment planning, facilitation ana aavocacy for
;@/75 ara services to meet an inaiviaual’s health
Eeds iroughn communication anad avallable resources
— {0 promote quality cost-effective outcomes”

Source: Case Management Society of
America, 2002, p. 5.




SNIENCommission on Case Management Certification (CCMC)
JEfiES| cas 'management as follows:
“Celge aﬁagement IS a collaborative process that assesses,
(LUK /5, /mp/ements coorajnates, monitors, and evaltates the
: jﬁ yors and-services required to meet the client’s healtn and
"Z; Uman service needs. It is characterized b )y advocacy,
ommunication, and resource management and promotes

quallty. and cost-effective interventions and outcomes.”
Source: CCMC, n.d. para 1
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Defines Care __‘j-_a,..
l\/l iffzle ement'h‘f

enter (AN [STthercreadentialing

IMEVHENCENINUNSES Credentialing
CIgIIROIRtIE r\f erican NUrses Assaciation. They state:
Wijrseie Jffs‘ SHIanagers actively: participate witn: thelr: clients to /aentify
Blidyarlitate. oprions and. services, providing and. coordinating
COlnpIelielsive care to meet patient/client health needs, with the goal

s o) ia .é‘creaS/ng fragmentation ana auplication of care, and enhancing
: 3‘ —=7 ﬁé/lty, cost-effective clinical outcomes. Nursing case imanagement /s
= "a a’ynam/c ana systemartic collaborative approach to proviade and
_ coordinate health care services to a defined population. Nurse case
managers continually evaluate each indiviaual’s health plan and
Specific challenges and then seek to overcome obstacles that affect

outcomes.”

Source: ANCC (2008), para. 1.




ANEE *eflmt@'cont-mugdp -

-- faC|I|tate patient outcomes, the nurse case
— manager may fulfill the roles of advocate,
“collaborator, facilitator, risk manager, educator,
“mentor, liaison, negotiator, consultant,
coordinator, evaluator, and/or researcher.”

Source: ANCC 2008, para. 1
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éen 2000 and 2030, the number of
mencans with chronic conditions will
‘increase by 46 million people

Source: (Anderson, 2007)
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sHipRic, Conditions And HealtiiiCanes

SpendTng In 2004

15% Health Care Spending
for People without Chronic
Conditions

85%
Health Care
Spending for
People with
Chronic Conditions

Source: (Anderson, 2007)
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SREEGPIENTIthIchronic conditions report not receiving adequate
]rrforrn__e;,_;ggg'“"

- Moz@-" ‘half of people with serious chronic conditions have three

=Grnore different physicians

=% "People with serious chronic conditions believe they do not receive
o
~ . nheeded treatment

ST Pe_'_op_le with serious chronic conditions have trouble accessing
- specific services

r? Nl

Source: (Anderson, 2007)



o gy e 'ﬁ'atients with chronic conditions, physicians
PEIIEVE their training did not adequately prepare them

454'_.-'

FQ -',_

J_z_ @lenate INn-home and community services
“e Educate patients with chronic conditions

: —-:O_gManage the psychological and social aspects of
- chronic care

® Provide effective nutritional guidance
® Manage chronic pain

Source: (Anderson, 2007)
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(CBO, /9 0i7)), and is predicted

L0 EXCt :w 115420 billion by 2009
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=75% of high cost Medicare beneficiaries

.

=

f djagnosed with a major chronic condition
- (CBO, 2001)

® 70% of inpatient spending was for
beneficiaries with a chronic condition
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Viedicare Beneficiaries By.lseVel @i

Need_

Cost to Number of
Medicare Beneficiaries

0-5+ chronic
conditions in the
last year of life
(Mean # of CCs = 3.7)
5% of
Beneficiaries;
27. 4% of spending

4 or more chronic conditions (CC)
37.6% of Beneficiaries;
78.5% of Spending

5+ CC, 20.3% Beneficiares, 65.8% of
spending, 32% hospitalized, 67% ADL limitations
4 CC, 171.3% Beneficiaries, T2.7% of spending,

22% hospitalizations, 52% ADL limitations

0-3 chronic conditions (CC)
68.4% of Beneficiaries; 21.5% of spending

2 CC, 16.3% Beneficiaries, 6.8% of 3 GC, 14.8% Beneficiaries, 10.3% o

spending, 12% hospitalized, 28% ADL spending, T7% hospitalizafion, 43%
limitations ADL limitations

0 CC, 22. 1% Beneficiaries, 0.9% of spending,
4% hospitalizations, 4% ADIL imitations

1 CC, 715.1%% Beneficiaries, 3.5% of spending,
8% hospitalizations, 15% ADL limitations

Source: Berenson, 2007; Anderson 2007; Hogamn 2001
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- JQ\/@JUJ’F and evaluate
mmovm rr, - avidence-based
GHION Z care initiatives focused

SOl Jgh cost, comorbid, fee-for-

-__l.

i"'.é.'." =Service beneficiaries

.--

== Serve as leading national resource to advance
~ the science and operational standards of care
management
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NV G eIy the most. =
rlllerujrg EIENTIGI roJr (r Ljer
GRUEI complex, interacting

rironlle rJ esses) Medicare
figildle AIIEs;
1___:’,

= P-FEJL—" prove our understanding off which specific
:l terventlons and related operational process adjustments
== =can dchieve the greatest positive benefit at the lowest
p035|ble cost by efficiently researching, designing,
Implementing, testing and validating better ways to
provide care management for these complex chronically ill
Medicare beneficiaries;

=
-
e




Lige J 13 é best practice processes and )\

_ L Jelinesifor care of complex chronically p £¥
- \
edlcare beneficiaries; and ‘

i

i

-21 = To /mp/ementa comprehensive and dynamic evaluation
~  strategy by identifying new methods and metrics to
guickly assess the impact of developments in care
management components that have implications for
current or future policy.




WIIEINS L _, optimal target population

Should there be episodic vs. continuous enroliment
oy JnoL dl transmonal care intervention be incorporated

HOVIG do OF W e provide care coordination as efficiently and
- ﬁfjcr vely as possible

‘v‘v ha“t mix of medical care interventions and social service
_Serports IS most efficient

- ® \What Is the most effective staffing model
e \What Is the optimal caseload
e \What financing mechanism should be put in place
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