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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

A Evolving Role
A Tracking and Management Tools
A Measuring Quality



Evolving Care Management Role
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Care Management Plus
A Primary Care Clinic
A Patient Centered
A Team Based
A Individualized/Customized

A High Risk, High Demand, Chronically lll, Medically
Complex, Frail Older Adults



Definition of Traditional

Care Management

NA coll aborative proc
physicians, and care team which
assesses, plans, implements, coordinates,
monitors, and evaluates options and
services to meet an
needs through communication and
available resources to promote quality and
cost-ef fecti ve out c




Do you want to speak to the man
in charge or the nuree who knowe
what'e going on?




How iIs this role different?

A Based in Physician officed Medical Home
AARAIl about teams?o
A Follow patient over a lifetime
I ongoing follow-up & support
ATreat the fiwholeodo patie
A Flexibility with types of encounters (time)
A Promote change
A Collaborative goal setting
A Change focus from disease & illness to:

I Prevention/Wellness/Independence



A ndi viI dual |

the Intervention
A Traditional

AMake the patient 0AF

A Individualize
AFocus on individual needs
AM Customi zedo the int
NFito the patient
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Geriatric Assessment Guide

Medication /. Hearing
Mobllity/Falls 8. Vision

Cognition 9. Health Assessment
ADL 10. Incontinence

Social Support 11. Nutrition

Advance Directives  12. Depression



CM+ Assessment

A Detective

A Look at the whole picture & beyond

A Adapt to their educational needs & learning style
A Identify barriers

A ldentify team members

A Get the right resources

A Provide support

A Be Flexible



How to:

A Identify & Start with biggest concern N1 A S K

A Motivational Interviewingd elicitd provide--elicit
A Family Pattern Profiled 6 Whom do y ou
A Readiness to change

A Maintain Clear Boundaries
T Al ess I s besto
i AWhoos working harder ?0

** Match the Intervention to the patient



Intervention Strategies

Alonl
A Appointment w/ physicians
A Telephone/ Texting

A Group Visits

A Wellness Group
A Healthy Mind/Healthy Body (RN Care Manager & Psychologist)

A Classes
A Diabetes, Asthma, Hypertension

A E-mail, E-access
A Home Visits



Wellness Group Intervention

Wellness Group




Goals

A Assist physician (too little time)

A Address medical & emotional needs of chronically ill,
complex patients

A Identify barriers

A Facilitate communication between team/providers

A Educate, motivate, coach

A Connect to community resources (bridge the gaps)

A Support care givers

A Promote Self-managementd Teach when to call

A Follow Best Practice (CPM, National Clinical Guidelines)
A Improve outcomes



Patient Centered Care
Based on

Relationships & Trust

<>



Relationships

NAre the Key

Mary Kay Ash nl nv



Case Study
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Case Study

Clinic Nurse CM Plus
A Check pt in Al dentify Pt¢
A Check blood glucose concerno
A Leave interactionto A Identify barriers
Provider A Detective

A Episodic interaction A Geriatric Assessment
A Physician Sets Goal A Patient sets goal

A On going follow-up
and support

A Individualized, team
based care



Tracking and Management Tools

A Database

ADemographics

AType of visit/Time tracking
AReferrals/Physician/Diagnoses
ATickler/Reminders/Schedule

A Pt Worksheet
ADecision Support

A Assessment Documentation
APHQ-9
AFamily Pattern Profile
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Care Manager Encounter Tickler List

Care Manager: Ann Larsen
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Patient

Worksheet

M Patient Worksheet

T SEX 00oB MMI# V NE
TEST,AA 09/01/1964 ‘ 545073664 545073664

Problems

Hyperthyroidism Hypertension

status post appendectomy A\ YN CLIT
Diabetes mellitus type 2, insulin treated AL ESALCENT T

Active Medications

1. - Digitoxin, 0.1mg, Tablet; 3 TABLET
2. - Entex LA (Guaifenesin/PPA HCI), 400-75mgq, Tablin/3% 1 TA3.:T:ol

Preventive Care

CV Risk Pap Smear

5%"(1.4x)"* No Data
Clinical Laboratory Data

HgbA1c (<=7.0) UA Protein uAlb/Cr (<30) 24 Urine Albumin (<30)

No Data - 06/01/2001 Negative No Data No Data
12/18/2000 Positive
11/06/2000 Negative

Serum Cr Serum K Lipid Profile  LDL (<100) Trig (<200) HDL (>35)  CHOL (<200)

04/26/2003 ; 04/26/2003 4.2  04/26/2003 107 93 50 176
10/25/2002 X 02/05/2003 ) Vs TINA] YK 85 a1 212
02/27/2002 ! 10/25/2002 4. L322 803 248 151 41 220
10/03/2001 : 01/29/2002 6.1 02/06/2003 168 189 33 239

TC/HDL Ratio HCT hsCRP Homocysteine Fasting Glucose

04/26/2003 5 02/05/22003 359% 04/06/2003 0.6mgl  04/06/2003 6mcmold  02/25/2003
04/06/2003 ; 10/02/2002  37.7 % 02/24/2003 1.2 mgA 12/19/2002
02/24/2003 4 08/23/2002 450% 01/02/2002
02/06/2003 2 07/19/2002 29.9% 12/20/2001

Clinic Data

Date Weight BMI(<25) Weight Class Blood Pressure (<130/80) Heart Rate

No Data - - = 01/25/2001 145/74 mmHg 01/25/2001

Last foot exam: No Data
Last dilated retinal exam: No Data
Reminders

Preventive

* Predicted 2% Risk over 10 years of a cardiovascular event (MI, revascularization, CVA, death).

** Relative Risk over 10 years of a cardiovascular event compared to lowest risk category.

Pap and pelvic suggested every 3 years after three normal yearly Pap tests.

For Patients with known Cardiovascular Disease, target LDL < 100.

Blood Pressure measurement is suggested for adults every two years.

Suggested follow-up for missing data: - Pap Smear

Pasumovax suggested forall patients age ts al B LoV el ol \F7/aMS el a2t al e Ya) o« «OnicdiSease:

| Diabetes

Suggest repeat Urine Albumin Testmore tha v (>, (1@ r S ne s’z
Last ALT = 28 on 4/26/2003 & AST = 66 on 4/za/2003
Suggested follow-up for missing data: - HgbA1c - Dialated Retinal Exam - Foot Exam - Weight

Hypertension

ACE Inhibitors (ACEI) or if ACEI intolerant, Angiotensin || Receptor Blockers (ARBs) or the combination of ACEI or ARBS and Diuretics are the
recommended initial drug therapy for patients who are diagnosed with hypertension in conjunction with Diabetes.
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CM+ Role In Measuring Quality

A Knowledge of Best Practice Guidelines

A Population Management

I Diabetes
A Standards of Care (Call patients--Self Management)
A HbA1C (every 3-6 months)
A Urine Microalbumin <30 (yearly)
A Lipid LDL <100 (yearly)
A BP in control < 130/80
A Target High Risk A1C > 8 (Board Goal)

I Asthma
A ER admit

A On controller
A High beta agonist use



Summary

A Focus on:
Independence/Prevention/Wellness

A Empower to Self-Manage

A Reduce Fragmentation of Care

A Promote Teamwork!!

A Promote Quality & Optimal Use of
Resources

A Opportunity for Innovation
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History of Care Management

Plus

A 1995 Intermountain A initially focused on
Healthcare began to Improving diabetes
expand their hospital management
care management A expanded roles to
program to several of address:
their Medical Group i multiple chronic
primary care clinics conditions

I behavioral health
I social issues



A OHSU
i David Dorr, Pl
i K. John McConnell
i Kelli Radican
I Susan Butterworth

A Intermountain

I Cherie Brunker, Co-
=

I Liza Widmier
I Ann Larsen
I Mary Carpenter

A Columbia University
I Adam Wilcox

Advisory Board

A Tom Bodenheimer
A Larry Casalino

A Eric Coleman

A Cheryl Schraeder
A Heather Young

A Steven Counsell



Need for Population Appropriate

Care
A 70 million Americans A Cost of care for
aged 65 and older by Increasingly complex
the year 2030 chronic conditions is
rising

A Multiple chronic
disease states of the
elderly precipitate the
need for skilled and
comprehensive care



History of Care Management
Plus Cont.

A In 2001, the John A. A A needs assessment of
Hartford Foundation primary care clinic teams
awarded a Geriatric led to a case-based
Interdisciplinary Teams geriatrics rich care
In Practice grant to manager training

Intermountain
Healthcare to develop
and study the impact of
nurse care managers
and special computer
tools in primary care
offices



History of Care Management

Plus Cont.
A In 2006 evaluation A We have since
studies led to completed 5 National
program trainings and trained

dissemination 75 clinical teams



Dissemination: to 75 clinical teams

Nanaima @@ 00 o
Victoria

rett

alth (11)

=] Helena
@

ingion
Montana
-]

o

EnnEwick i

[+]
]
o ’
a s = o Ohi Akron
Colorado Access (1 inois-/ 1o SROLARR & itobua
5 Pepringteld Inaia Columbus

3l Rosa
] Colorado

San
Francisco

8., | california

SanJose Y

Q@Sacramento
@ Stockton

o
a5 Fresno

Bakersfield S

o -|.%s...|r
a Manad @ Albugquerque
New

Mexico

Arizona

Los Angel
- g o5 @ Roswel

uma Phoenix
o

Mexicali [+]
Tucson o

@aguaFrieta JUSrez

©Cceanside

Tijuana
Ensenada

Cabarca
@

Chihuahua
. -]
Cuauhigmoc®
Ciudad
Obregdn

@ Delcias

Dickinsong

Dakota

ealthCare Partners

Amarila
=}

Lubback
=]

Santa Rosalia Monclova
g Q

arck Jarmesiown

MNebraska

San Antonio
[

Minnesota

Abardeen
L+]

L]
Cedar

] r
Des Maines Rapids

Kansas City
2 oC
e

Kansas Missouri

o
Wichita ~ Jopin _g
nafield

Fayetislle

@Tulsa; o

Oklahoma

Fort Srmith

e Arkansas
Marman o

Lawtan
@

Little Roc
eRock g

Fire BILfY,

Dentan
=]

o
Dallas. & o,
Tyler =

Clogquetd @ DUkt

umbia % Cincinnati
St Louis

Thunder Bay
Q

Chicaiitirn

Sudbury o
L Québsc

Treis-Riidres
o Sherbraake
Ottawa JMentreal

Walissu

[+)
Wisconsin Vermont
@oshl

@ HKingst
Toronto)_goerawa e/ L
i ] Kitchener @ Rochester New
M =" Hampshire
Hamilton o MNew York .-‘-ug,..,u

Buftalo: biqy samian ett

Connecticut
MNew . York
(=]

Madson
=]

BKenacha

d
REL apids @ Detroit

—
Cleveland A8

SHRg @Chicage &
enport Fort Wayne ~ Tglada e Youngstown
o o :

Pennsylvania

MNew Jerse)

ncasler @ s

Maryland
blirg @

-1
Philadelphia

West
o -
Virginia | Washington Delaware

Evansville
Richmond =< | District of

Columbia

Louisvile @ | exington-Fayette
Kentucky, Raanskea Virginia

o hlewnan

i = Q -
: gimia
e e - T¢ ters of Charity (5) @&
k. Jacks!
! o A uCharotte @

} Jacksonvile
= South
o) Birmingham o s
Mississippi [ o Carolina
Auglista
Alabama

Dowensbara

Wilrngtan

Cha
Georgia
Monigarmery

Hattizskiing Coths
o Dothan

1 @Mobie
mart . | ouis o

Houston &
Fiedras
Megras

Nuevo 2%
Lareda

T2MPa 9 Forida
Lag
@209 Goopgle - Map data @2009 Tele Atlas, INEG -

Care Management Plus : a proven medical home model for high
need, high cost beneficiaries, caremanagementplus.org
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Care Management Plus Training: In-

Person

Conference- 2 days

" Model & Outcomes of Care Management Plus

!
I Role of Care Manager
.

!

Motivational Interviewing

' Diabetes, Depression, Dementia, Geriatric

Assessment/Tools

I Patient/Family Assessment and Caregiver Support

| Case Discussion

I Quality Improvement for the office & Population View
I Work Groups: Projects

I Use of Care Manager Tracking Database

!

" Introduction to On-line learning

Care Manager, Clinic Manager, Physician Attend
CEU: 12 hours credit



Motivational Interviewing Skills
for Training

A Evoking change talk

A Rolling with resistance

A Assessing importance/confidence
A Elicit-provide-elicit

A Menu of options

A Explore ambivalence



Motivational Interviewing Skills
Cont.

A Work through barriers

A Identify solutions

A Formulate an action plan

A Resist the righting reflex

A Understand and explore patient motivation
A Listen with empathy

A Empower the patient



MI Participant Comments

Aidil feel that | am abl
[open] ended conversation and
approach with patilent

Al used the Milstaffec hni
members that had expressed conflict with
t he actions of each ¢
technigues, we were able to identify each
staff member 0s key ar
devel op an 1 niti al a (



Ml Comments Cont.

AAWi th the tool swokingd |
smarter not harder. My cases are better
organi zed. o

Al am wor king with ttF
patient interventions that lead toward
patients setting their own self
management goals. The RNOS hae
positive experiences and in many
Instances patients are reaching their
goal seo






