
Case Management Standards of Practice 
Drive A Patient-Centric Approach

Case Managers:

– Collaborate, communicate, 
coordinate throughout the 
care continuum

– Use meaningful, goal-
directed communication and 
interaction with all key 
stakeholders

– Focus on promoting quality, 
cost-effective outcomes

– Work hard to promote 
effective communication 
across care settings

Available at www.cmsa.org/SOP

Presenter
Presentation Notes
Patient-centric focus and process guided by our Standards of Practice

Collaborate, communicate, coordinate throughout the care continuum!  Includes a long list of settings:
Hospitals and integrated care delivery systems, including acute care, subacute care, long-term acute care (LTAC) facilities, skilled nursing facilities (SNF), rehabilitation facilities.
Ambulatory care clinics and community based organizations, including student/ university counseling and health care centers.
Public health insurance programs, e.g., Medicare, Medicaid, state-funded programs.
Private health insurance programs, e.g., workers’ compensation, occupational health, disability, liability, casualty, automotive, accident and health, longterm care insurance, group health insurance, managed care organizations.
Independent and private case management companies.
Government-sponsored programs, e.g., correctional facilities, military health care/Veterans Administration, public health.
Provider agencies and community facilities, i.e., mental health facilities, home health services, ambulatory and day care facilities.
Geriatric services, including residential and assisted living facilities.
L ong-term care services, including home and community based services.
Hospice, palliative, and respite care programs.
Physician and medical group practices.

Use a patient-centered process of care coordinationination that includes meaningful, goal-directed communication and interaction with all key stakeholders—the patient, their family and support system, physicians, social workers, other members of the multidisciplinary care team—with the goals of promoting quality, cost-effective outcomes.

Work hard to promote effective communication across care settings to ensure smooth, coordinated delivery of care and services


http://www.cmsa.org/SOP


Advocacy Is Essential Piece Of The CM Process

Case managers believe in 
the power of advocacy, 
collaboration, shared-
decision-making and 
education to promote 
effective patient 
engagement and adherence 
with evidence-based care 
and treatment plans.
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Case managers:
Believe in the power of advocacy, collaboration, shared-decision-making and education to promote effective patient engagement and adherence with evidence-based care and treatment plans. 




Adherence Is Key Goal In              
Case Management

• Case managers have key role in promoting 
adherence!

• Adherence tools and resources have been 
developed to easily integrate into practice

Determining the barriers, using the many 
tools we have to address them, and 
developing a caring relationship with the 
patient usually results in better adherence.
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Case managers have key role in promoting adherence!
Collaborate, communicate, coordinate throughout the care continuum
Patient-centric focus and process guided by Standards of Practice
Have adherence tools and resources available 

Going forward w/health care reform—CM will have more visible role, 
New models of health care delivery & reimbursement
Growth of PCMH model
Focus on quality of outcomes




Improved Adherence Depends On 
Improved Partnerships!

• Adherence is "the extent to which a person's 
behavior—taking medication, following a diet, 
and/or executing lifestyle changes—corresponds 
with agreed recommendations from a health care 
provider" (WHO, 2003).

Adherence implies a collaborative decision 
between the patient and the healthcare provider.  
Good rapport, clear communication, and a 
mindset shift from “tell and instruct” to “explore 
and partner” will improve adherence.
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The difference between adherence and compliance is that adherence implies a collaborative decision between the patient and the healthcare provider. Adherence implies a relationship where the patient and healthcare provide come to a consensus on the  most appropriate treatment options for the patient. The following is the definition that the World Health Organization's working group on adherence to long-term therapies adopted as their definition of adherence: "the extent to which a person's behavior - taking medication, following a diet, and/or executing lifestyle changes, corresponds with agreed recommendations from a health care provider" (WHO, 2003).
Most individuals do not make a conscious decision to ignore a physician's orders or treatment plan.  

Important strategy to adherence is the assessment of present and potential barriers to adherence.  

Determining the barriers, using the many tools we have to address them, and developing a caring relationship with the patient usually results in better adherence. 

Communication skills drive patient engagement
Requires shift from “tell and instruct” to “explore and partner”!
Health care professionals can engage patients simply by changing the way they listen and talk to patients!




Recognize That Barriers To Adherence 
Exist On Many Levels

Patient Level Practitioner Level System Level

Lack of understanding
about illness itself or 
treatment plan
Financial concerns 
Access to care issues
Poor social support
Behavioral issues like 
depression or anxiety
Low perceived 
susceptibility to the 
disease/condition 
Low perceived 
benefits of therapy
Significant behavior 
change required 

Poor healthcare 
provider-patient 
relationship
Poor communication 
skills (contributing to 
lack of patient 
knowledge or 
understanding of 
treatment regimen)
Disparity between 
health beliefs of 
healthcare provider 
and those of patient
No positive 
reinforcement from 
healthcare provider

Lack of or 
inadequate 
healthcare 
insurance
High cost of 
medications
High co-payments 
for medications 
or office visits
Lack of 
reimbursement 
for time spent on 
adherence 
counseling

Presenter
Presentation Notes
Important strategy to adherence is the assessment of actual & potential barriers

Medication-related factors
● Increasing number of daily doses /   ● Increasing number of concurrent medications  / ● Perceived or actual unpleasant adverse effects
● Long-term therapy, especially preventive therapy or therapy for asymptomatic conditions

Patient-related factors
● Mental illness / ● Substance abuse / ● Lack of financial resources to purchase medication / ● Lack of social support
● Unstable living environment / ● Very busy schedule / ● Physical disability or lack of mobility / 
● Problems with literacy or fluency in the language of the healthcare provider / ● Denial of illness
● Low perceived susceptibility to the disease (absence of symptoms) or its complications
● Low perceived or actual severity of illness / ● No or few perceived benefits of therapy
● Belief that it is not important to follow the medication regimen
● Lack of confidence in ability to follow the medication regimen
● Negative expectations or attitudes toward treatment
● Significant behavior change required by treatment

Healthcare provider-related factors
● Poor healthcare provider-patient relationship
● Poor healthcare-provider communication skills (contributing to lack of patient knowledge or understanding of the treatment regimen)
● Disparity between the health beliefs of the healthcare provider and those of the patient
● No positive reinforcement from the healthcare provider

Healthcare system-related factors
● Lack of healthcare insurance / ● High cost of medications / ● High co-payments for medications or office visits



Case Management Adherence Guidelines 
(CMAG)

All available for free 
download at 
www.cmsa.org/CMAG
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CMAG provides a comprehensive approach to addressing issues relating to adherence to chronic therapies. 
The guidelines provide resources for healthcare providers to identify patients at risk for non-adherence and interventions to improve adherence.
These guidelines are designed to help case managers aid in the assessment, planning, facilitation, and advocacy of patient adherence. 

The foundation: a model for medication adherence that is based on patient information, motivation, and behavior skill needs. The guidelines focus on two key areas required for adherence, motivation and knowledge.

Also versions have been published to address specific needs of special populations:�Disease/specific condition addendums:  Diabetes, depression, DVT, cardio metabolic risk, COPD, 
Also translated to several languages English Spanish French Korean



http://www.cmsa.org/CMAG


CMAG Adherence Management Algorithm
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Presentation Notes
Two key drivers of adherence:  motivation & knowledge
Factor in assessment of health literacy, medication knowledge, willingness/readiness to change, and social support�
Health Literacy:  Rapid Estimate of Adult Literacy in Medicine (REALM-R) 
Knowledge:  Medication Knowledge Survey 
Willingness to Change:   Readiness Ruler 
Social Support:  Duke-UNC Functional Social Support Questionnaire (FSSQ) 

Adherence Assessment (existing therapies) Modified Morisky Scale (MMS) 

Guidelines provide an interaction and management algorithm to assess and improve the patient’s knowledge and his/her motivation to take medications as they are prescribed. 
Introduction to knowledge and motivational tools  to guide patients from low to high adherence intention. 
Use of standardized tools for assessment of medication adherence and readiness for change. 
Skills building on motivational interviewing and health behavior

They also provide great flexibility so that individual patient needs can be taken into account.






National Transitions of Care Coalition 
(NTOCC)

• The National Transitions of Care Coalition (NTOCC) was formed 
in 2006 bringing together thought leaders, patient advocates, 
and health care providers from various care settings dedicated 
to improving the quality of care coordination and communication 
when patients are transferred from one level of care to another

• NTOCC has over 30 participating associations and organizations
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The National Transitions of Care Coalition (NTOCC) was formed in 2006 bringing together thought leaders, patient advocates, and health care providers from various care settings dedicated to improving the quality of care coordination and communication when patients are transferred from one level of care to another. 

NTOCC has over 30 participating associations and organizations addressing the critical issues surrounding transitions of care. 
• Academy of Managed Care Pharmacy (AMCP)
• American Association of Homes and Services for the Aging (AAHSA)
• American College of Healthcare Executives (ACHE)
• American Geriatrics Society (AGS)
• American Medical Directors Association (AMDA)
• American Medical Group Association (AMGA)
• American Society for Healthcare Risk Management
• American Society on Aging (ASA)
• American Society of Consultant Pharmacists (ASCP)
• American Society of Health-System Pharmacists (ASHP)
• AXA Assistance USA Inc.
• Case Management Society of America (CMSA)
• Consumers Advancing Patient Safety (CAPS)
• Health Services Advisory Group (HSAG)
• Institute of Healthcare Improvement (IHI)
• Joint Commission International Center for Patient Safety (ICPS)
• Lipitz Center for Integrated Health Care
• Mid-America Coalition on Health Care (MACHC)
• National Association of Directors of Nursing Administration -Long Term Care (NADONA / LTC)
• National Association of Social Workers (NASW)
• National Business Coalition on Health (NBCH)
• National Case Management Network of Canada (NCMN)
• National Family Caregivers Association
• National Quality Forum (NQF)
• Predictive Health, LLC
• sanofi-aventis U.S.
• Society of Hospital Medicine (SHM)
• The Joint Commission - Disease-Specific Care Certification
• United Health Group (UHG)
• URAC

NTOCC views transitions of care as a major challenge to health care delivery and realizes it can only be solved by breaking down the silos and barriers between different health care settings and working collaboratively for the good of the patient. 



NTOCC Tools & Resources

• My Medicine List

• Taking Care of MY Health Care

• Transitions of Care Checklist

• How to Implement and Evaluate 
a Plan for Care Transitions

• Medication Reconciliation 
Essential Data Specification

• Cultural Competence and 
Transitions of Care

• Transitions of Care Measures

• NTOCC Policy Paper

All available for free 
download at 
www.ntocc.org
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WHY IS THE WORK NTOCC DOES IMPORTANT?
Care transition programs aim to ensure that care is well-coordinated, well-communicated, continuous, safe, and timely as patients move across care settings, or across levels of care within a setting.  
Case managers know that improving communication, coordination, and collaboration throughout the care transition process results in better identification and elimination of gaps in care, improved medication adherence, better self-care management and self-care efficacy, and more effective utilization of patient support systems and resources. 

NTOCC tools and resources developed for multiple audiences:
For Consumers/Patients
For Practitioners/Organizations
For Polciy Makers

TOOLS AND RESOURCES:
Policy Paper: Created by the NTOCC Advisory Task Force, this detailed concept paper outlines steps to be considered by the policy makers and media to improve transition performance.
My Medicine List: My Medicine List is designed to help patients improve their understanding of their current medicine regimens including why they need to take the medication and for how long.
Taking Care of MY Health Care: Developed as a guide for patients and caregivers, this tool helps them prepare for visits with health care professionals by providing information and questions they need to ask. A convenient format allows patients to keep updated lists of medications and the next steps in their care.
Transitions of Care Checklist: Provided here is a detailed description of effective patient transfer between practice settings.
How to Implement and Evaluate a Plan:  This outlines the concepts, process, and steps to implement and evaluate a plan to improve transitions.
Medication Reconciliation Essential Data Specification: These consensus elements will help health care professionals collect, transmit and receive critical medication information needed when patients move from one setting or level of care to another. 
Transitions of Care Measures: This Concept Paper by the NTOCC Measures Work Group contains a summary of an environmental scan of existing measures that are applicable to care transitions and highlights the Work Group’s recommendations.
Informational Slide Deck: Download this presentation at www.ntocc.org and learn or share more information about how transitions of

http://www.cmsa.org/CMAG


Adherence From The Case Management 
Perspective:  A Summary

• Case managers have key role in promoting adherence! 
– Patient-centric focus and process guided by CMSA Standards of 

Practice
– Case managers work in multiple settings, across care continuum,  

using a collaborative approach across disciplines

• Patient advocacy drives goal of improving adherence
– Critical to assess barriers and deliver interventions appropriate to 

each person’s unique situation
– Effective communication skills are key!

• No need to reinvent wheel—the tools are out there!
– CMAG provides comprehensive evidence-based toolkit to assess and 

intervene according to knowledge and motivation levels
– NTOCC resources can help improve adherence by coordinating care 

across settings during care transition process
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Case managers have key role in promoting adherence! 
Patient-centric focus and process guided by CMSA Standards of Practice
Case managers work in multiple settings, across care continuum,  using a collaborative approach across disciplines

Patient advocacy drives goal of improving adherence
Critical to assess barriers and deliver interventions appropriate to each person’s unique situation
Effective communication skills are key!

No need to reinvent wheel—the tools are out there!
CMAG provides comprehensive evidence-based toolkit to assess and intervene according to knowledge and motivation levels
NTOCC resources can help improve adherence by coordinating care across settings during care transition process
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