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Presentation Objectives

1. To understand the evolution of the roles 

and responsibilities of the nurse in the 

outpatient setting

2. To discuss the skills, tools and knowledge  

essential to successful nurse care  

management of older adults



Care Management Plus

ÅEvolving Role

ÅTracking and Management Tools

ÅMeasuring Quality



Evolving Care Management Role
Å 1900ôs   Public Health Nurses-- SW coordinate services WIIðinjured 

Å 1970ôs   Became formalized--Medicare/Medicaid-- (Low income, mentally ill, elderly

Å 1990òs  HMO Based physicians Brokers, Primary Therapists, Health Care Teams, 
(Identified pt. Needs and community resources) 

Å 2000ôs   Essential Component of Managed Care--Disease Management

Å Care Management Plus

ÅPrimary Care Clinic

ÅPatient Centered

ÅTeam Based 

ÅIndividualized/Customized

ÅHigh Risk, High Demand, Chronically Ill, Medically 
Complex, Frail Older Adults 



Definition of Traditional 

Care Management
ñA collaborative process between patient, 

physicians, and care team which 

assesses, plans, implements, coordinates, 

monitors, and evaluates options and 

services to meet an individualôs health 

needs through communication and 

available resources to promote quality and 

cost-effective outcomesò





How is this role different?

ÅBased in Physician officeð Medical Home

ÅñAll about teamsò

ÅFollow patient over a lifetime
ïongoing follow-up & support

ÅTreat the ñwholeò patient & family 

ÅFlexibility with types of encounters (time)

ÅPromote change

ÅCollaborative goal setting

ÅChange focus from disease & illness to:

ïPrevention/Wellness/Independence



ñIndividualizeò
the Intervention

ÅTraditional

ÅMake the patient ñFitò our process

ÅIndividualize

ÅFocus on individual needs

ÅñCustomizeò the interventions to 

ñFitò the patient



Geriatric Assessment Guide

1. Medication

2. Mobility/Falls

3. Cognition

4. ADL

5. Social Support

6. Advance Directives

7. Hearing

8. Vision

9. Health Assessment

10. Incontinence

11. Nutrition

12. Depression



CM+ Assessment

ÅDetective

ÅLook at the whole picture & beyond

ÅAdapt to their educational needs & learning style

ÅIdentify barriers

ÅIdentify team members

ÅGet the right resources

ÅProvide support

ÅBe Flexible



How to:

ÅIdentify & Start with biggest concern  ñAskò
ÅMotivational Interviewingðelicitðprovide--elicit

ÅFamily Pattern ProfileðòWhom do you talk to?ò

ÅReadiness to change

ÅMaintain Clear Boundaries 

ïñless is bestò

ïñWhoôs working harder?ò

** Match the Intervention to the patient 



Intervention Strategies

Å1 on 1

ÅAppointment w/ physicians

ÅTelephone/ Texting

ÅGroup Visits
ÅWellness Group

ÅHealthy Mind/Healthy Body (RN Care Manager & Psychologist)

ÅClasses
ÅDiabetes, Asthma, Hypertension

ÅE-mail, E-access

ÅHome Visits



Wellness Group Intervention

Wellness Group



Goals

ÅAssist physician (too little time)

ÅAddress medical & emotional needs of chronically ill, 
complex patients

ÅIdentify barriers

ÅFacilitate communication between team/providers

ÅEducate, motivate, coach

ÅConnect to community resources (bridge the gaps)

ÅSupport care givers

ÅPromote Self-managementðTeach when to call

ÅFollow Best Practice  (CPM, National Clinical Guidelines)

ÅImprove outcomes



Patient Centered Care
Based on

Relationships & Trust

Care Manager

Team

Patient

Care Manager Physician



Relationships

ñAre the Key to Successò

Mary Kay Ash ñInvisible Signò



Case Study



Case Study

Clinic Nurse

ÅCheck pt in

ÅCheck blood glucose

ÅLeave interaction to 
Provider

ÅEpisodic interaction

ÅPhysician Sets Goal

CM Plus

ÅIdentify Ptôs ñbiggest 
concernò

ÅIdentify barriers

ÅDetective

ÅGeriatric Assessment

ÅPatient sets goal 

ÅOn going follow-up 
and support

ÅIndividualized, team 
based care



Tracking and Management Tools

ÅDatabase
ÅDemographics

ÅType of visit/Time tracking

ÅReferrals/Physician/Diagnoses

ÅTickler/Reminders/Schedule

ÅPt Worksheet
ÅDecision Support

ÅAssessment Documentation
ÅPHQ-9

ÅFamily Pattern Profile



CMT database - example





Pertinent labs

Preventive care summary

Medications

Chronic conditions

Pertinent exams

Passive reminders

Organized by illness



CM+ Role in Measuring Quality

ÅKnowledge of Best Practice Guidelines

ÅPopulation Management
ïDiabetes
ÅStandards of Care  (Call patients--Self Management)

ÅHbA1C (every 3-6 months)

ÅUrine Microalbumin <30 (yearly)

ÅLipid LDL <100 (yearly)

ÅBP in control < 130/80

ÅTarget High Risk A1C > 8 (Board Goal)

ïAsthma
ÅER admit

ÅOn controller

ÅHigh beta agonist use



Summary

ÅFocus on:

Independence/Prevention/Wellness

ÅEmpower to Self-Manage

ÅReduce Fragmentation of Care

ÅPromote Teamwork!!

ÅPromote Quality & Optimal Use of 
Resources 

ÅOpportunity for Innovation
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History of Care Management 

Plus
Å1995 Intermountain 

Healthcare began to 

expand their hospital 

care management 

program to several of 

their Medical Group 

primary care clinics

Åinitially focused on 

improving diabetes 

management

Åexpanded roles to 

address:

ïmultiple chronic 

conditions

ïbehavioral health

ïsocial issues



ÅOHSU
ïDavid Dorr, PI

ïK. John McConnell

ïKelli Radican

ïSusan Butterworth

ÅIntermountain
ïCherie Brunker, Co-

PI

ïLiza Widmier

ïAnn Larsen

ïMary Carpenter

ÅColumbia University
ïAdam Wilcox

Advisory Board

ÅTom Bodenheimer

ÅLarry Casalino

ÅEric Coleman 

ÅCheryl Schraeder

ÅHeather Young

ÅSteven Counsell



Need for Population Appropriate 

Care
Å70 million Americans 

aged 65 and older by 

the year 2030

ÅMultiple chronic 

disease states of the 

elderly precipitate the 

need for skilled and 

comprehensive care

ÅCost of care for  

increasingly complex 

chronic conditions is 

rising 



History of Care Management 

Plus Cont.

ÅIn 2001, the John A. 

Hartford Foundation 

awarded a Geriatric 

Interdisciplinary Teams 

in Practice grant to 

Intermountain 

Healthcare to develop 

and study the impact of 

nurse care managers 

and special computer 

tools in primary care 

offices

ÅA needs assessment of 

primary care clinic teams 

led to a case-based 

geriatrics rich care 

manager training



History of Care Management 

Plus Cont. 

ÅIn 2006 evaluation 

studies led to 

program 

dissemination

ÅWe have since 

completed 5 National 

trainings and trained 

75 clinical teams



Dissemination: to 75 clinical teams

31

Intermountain (16)

OHSU (7 teams)

Klamath Open Door

Daughters of Charity (5)

PeaceHealth (11)

Colorado Access (16)

HealthCare Partners

Care Management Plus : a proven medical home model for high 

need, high cost beneficiaries, caremanagementplus.org



Training



Care Management Plus Training: In-

Person
Conference- 2 days

ïModel & Outcomes of Care Management Plus

ïRole of Care Manager

ïMotivational Interviewing

ïDiabetes, Depression, Dementia, Geriatric 
Assessment/Tools

ïPatient/Family Assessment and Caregiver Support

ïCase Discussion

ïQuality Improvement for the office & Population View

ïWork Groups: Projects

ïUse of Care Manager Tracking Database

ïIntroduction to On-line learning

Care Manager, Clinic Manager, Physician Attend

CEU: 12 hours credit



Motivational Interviewing Skills 

for Training

ÅEvoking change talk

ÅRolling with resistance

ÅAssessing importance/confidence

ÅElicit-provide-elicit

ÅMenu of options

ÅExplore ambivalence 



Motivational Interviewing Skills 

Cont.

ÅWork through barriers

ÅIdentify solutions

ÅFormulate an action plan

ÅResist the righting reflex

ÅUnderstand and explore patient motivation

ÅListen with empathy

ÅEmpower the patient



MI Participant Comments

ÅñI feel that I am able to have a more 

[open] ended conversation and 

approach with patientséò

ÅñI used the MI techniques with staff 

members that had expressed conflict with 

the actions of each otheréThrough MI 

techniques, we were able to identify each 

staff memberôs key area of concern and 

develop an initial action plan.ò



MI Comments Cont.

ÅñWith the tools and lessons I am working 

smarter not harder.  My cases are better 

organized.ò

ÅñI am working with the RNôs to assist with 

patient interventions that lead toward 

patients setting their own self 

management goals.  The RNôs have had 

positive experiences and in many 

instances patients are reaching their 

goalséò




