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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




