
 

 

Toolkit for Case Management Implementation 
within a Primary Health Care Setting 
DECEMBER 2020 

 

 

 

  

 

 

 

 

  
 

 

 

 

Authors:  

Holly Hughes, LCSW and 

Elizabeth Morrison, PhD, LCSW 
 

 

With contributions by Erica Palmer, LCSW and Rachel Stein 

 

 
This toolkit was developed for the Central California Alliance for Health’s  

Intensive Case Management Program, a three-year pilot program funded by 

the Alliance’s Medi-Cal Capacity Grant Program. 



Toolkit for Case Management Implementation within a Primary Health Care Setting |  2 

 

TABLE OF CONTENTS 
 

BACKGROUND ...................................................................................................................................................................... 4 

TOOLKIT DESCRIPTION ............................................................................................................................................................................... 4 

CARE COORDINATION MODEL OVERVIEW ................................................................................................................ 6 

GUIDING PRINCIPLES................................................................................................................................................................................... 6 

Define and Track Measurable Outcomes ................................................................................................................................. 6 

Attention to Patient and Provider Experience and Engagement .............................................................................. 10 

Maximize Resource Impact ............................................................................................................................................................. 12 

Equity ............................................................................................................................................................................................................ 15 

SERVICE DESCRIPTION ................................................................................................................................................... 17 

INTERVENTIONS .......................................................................................................................................................................................... 17 

Direct Service Interventions ............................................................................................................................................................. 17 

Advocacy Interventions ..................................................................................................................................................................... 18 

HOUSING NAVIGATION ............................................................................................................................................................................. 18 

POPULATION HEALTH MANAGEMENT ................................................................................................................................................ 21 

Registry Management ........................................................................................................................................................................ 21 

Systematic Care Review Structure .............................................................................................................................................. 22 

Service Delivery Workflow ............................................................................................................................................................... 22 

THE CARE COORDINATION TEAM .............................................................................................................................. 26 

STAFFING ...................................................................................................................................................................................................... 26 

TRAINING RECOMMENDATIONS ............................................................................................................................................................. 27 

IMPLEMENTATION GUIDE: WHERE TO START ................................................................................................................................... 28 

Select Frameworks................................................................................................................................................................................28 

Select Models .......................................................................................................................................................................................... 29 

Select Interventions .............................................................................................................................................................................. 29 

Select Evidence-Based-Practices ............................................................................................................................................... 29 

Select Validated Screening Tools ............................................................................................................................................... 30 



Toolkit for Case Management Implementation within a Primary Health Care Setting |  3 

 

Select Quality Metrics ......................................................................................................................................................................... 31 

Select and Design Workflows ........................................................................................................................................................ 31 

Select Care Coordination Team ................................................................................................................................................... 31 

SUSTAINABILITY ............................................................................................................................................................... 32 

PRACTICE SUSTAINABILITY ..................................................................................................................................................................... 32 

FINANCIAL SUSTAINABILITY ................................................................................................................................................................... 33 

CHANGE IS UNDERWAY ........................................................................................................................................................................... 33 

APPENDIX ............................................................................................................................................................................. 34 

KEY TERMS .................................................................................................................................................................................................. 34 

CASE MANAGEMENT FRAMEWORKS, INTERVENTIONS, SKILL-SET RECOMMENDATIONS ................................................. 35 

Motivational Interviewing .................................................................................................................................................................. 35 

Cognitive Behavioral Therapy ........................................................................................................................................................ 38 

Dialectical Behavioral Therapy ..................................................................................................................................................... 39 

Seeking Safety ........................................................................................................................................................................................ 41 

Problem Solving Therapy ................................................................................................................................................................. 42 

Behavioral Activation .......................................................................................................................................................................... 43 

Crisis Intervention .................................................................................................................................................................................. 44 

Chronic Disease Management ...................................................................................................................................................... 46 

Telehealth Tips and Considerations .......................................................................................................................................... 48 

POPULATION SPECIFIC RECOMMENDATIONS .................................................................................................................................... 52 

Frameworks for Children and Teens ......................................................................................................................................... 52 

Interventions Specific to Populations Experiencing Substance Use Disorder ................................................... 53 

SYSTEMATIC CARE REVIEW CASE PRESENTATION TEMPLATE ................................................................................................... 57 

CASE MANAGEMENT ASSESSMENT & ROADMAP ............................................................................................................................ 58 

HEALTH ACTION PLAN – ICM EXAMPLE ........................................................................................................................................... 65 

SUMMARY OF CARE – ICM EXAMPLE ................................................................................................................................................. 68 

REFERENCES ........................................................................................................................................................................ 69 

 



Toolkit for Case Management Implementation within a Primary Health Care Setting |  4 

 

BACKGROUND  

Today’s healthcare systems are undergoing radical shifts in care delivery and adopting new payment 
models that are transforming the very nature of the care continuum. The imperative to decrease 
health care costs, improve care quality, and measure and report on outcomes is prompting 
stakeholders to focus on value-based care through coordinated, person-centered, and data-driven 
service delivery.   

Foundationally, this shift has prompted enhanced recognition and understanding of the complex 
interactions between the varying physical, behavioral, emotional and social needs of people, and 
their contribution to overall health. Health care organizations are increasingly seeking to incorporate 
case management services, as well as existing community and social service entities, into the care 
continuum. However, decades of fragmentation between these different systems have made it 
difficult for organizations to collect, integrate, and use the wealth of information and data necessary 
to deliver high-quality, value-based, care.   

 

TOOLKIT DESCRIPTION   

Central California Alliance for Health (the Alliance) and EM Consulting collaborated in the last year of 
the three-year pilot Intensive Case Management (ICM) Program. EM Consulting provided clinical 
support to case managers working in the ICM Program and technical assistance around the 
sustainability of case management at five clinical sites in the Alliance service area.  

The Toolkit for Case Management Implementation within a Primary Health Care Setting is created to 
serve as a guide for implementing, enhancing, or sustaining a case management line of service at 
primary healthcare organizations. The intended audience for this manual is broad, including 
executive leadership at community health centers, County primary care and public health agencies, 
program managers, and care coordination direct service teams. The manual begins with broad 
recommendations, then pivots to specific interventions and workflows, closing with general 
strategies to achieve sustainability.   

There are various approaches to defining and naming the roles and responsibilities of case managers 
and care coordinators across the country. There is no “right” name or definition of the wide variety of 
services discussed in this toolkit. However, the language used in this toolkit has been purposefully 
chosen. Many of the terms we use are defined more explicitly in the appendix and, most importantly, 
the definitions used for care coordination and case manager are outlined here:  

Care coordination refers to the overarching term for all interventions executed by supervisors, case 
managers, care coordinators, peer navigators, community health workers, housing navigators, and 
any other member of the Care Coordination Team.  Care coordination is a collaborative process of 
assessment, planning, facilitation, care coordination, evaluation and advocacy for options and 
services to meet an individual’s and family’s comprehensive health needs through communication 
and available resources to promote patient safety, quality of care, and cost-effective outcomes. In 
order to offer clear definitions of role and scope, the title “case manager” is used in this toolkit to 
refer to the provider who is responsible for the outreach, relationship forming, interventions, and 
outcome tracking in partnership with the patient.    

Throughout this toolkit, we have provided links to various additional resources that can be of support 
to healthcare organizations providing case management services to their patients. Many are from EM 
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Consulting’s robust website of resources, www.Rsourced.com, where there are guiding documents 
and practical tools for everything from Multidisciplinary Medication Assisted Treatment and 
Motivational Interviewing to empathy and culture change. We invite the readers of this toolkit to visit 
Rsourced.com while reading through this manual and use it going forward when doing their work.    

https://www.rsourced.com/
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CARE COORDINATION MODEL OVERVIEW 

 
GUIDING PRINCIPLES  

An effective and comprehensive care coordination model will have the following components: 
defined and measurable outcomes that improve over time, attention to the patient’s experience and 
engagement, attention to the care provider’s experience and engagement, efforts that maximize 
resource impact over time, and foundational values that pursue equity.  

 

 

 

 

 

 

 

 

The Quadruple Aim model originated in 
connection with primary care settings 
delivering physical health care and it is now 
being applied to other service delivery models, 
including care coordination. The following 
sections outline details of each component of 
the Care Coordination Quadruple Aim: Define 
and Track Measurable Outcomes; Attention to 
Care Provider and Patient Engagement; 
Maximize Resource Impact; and Equity. 

 

DEFINE AND TRACK MEASURABLE OUTCOMES  

Tracking data and applying interventions accordingly in three health domains: physical health, 
behavioral health, and Social Determinants of Health (SDOH) will ultimately drive outcome 
improvement, frequency and type of intervention, and caseload capacity. 

 

 

 

The Quadruple Aim- Others have done it, turning 
the Institute for Healthcare Improvement (IHI)’s 
Triple Aim — improving the health of populations, 
enhancing the experience of care for individuals, 
and reducing the per capita cost of health care — 
into the “Quadruple Aim.” For many organizations, 
the fourth aim is attaining joy in work. For others, 
it’s pursuing health equity. Some organizations 
highlight other priorities. (Feeley, 2017). 

 

 

http://www.ihi.org/Topics/TripleAim/Pages/default.aspx
http://www.ihi.org/Topics/TripleAim/Pages/default.aspx
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“Treat to target” is a concept associated with medical settings; a well-known example being tracking 
blood pressure. The medical assistant collects data and treatment is determined by that data. As it 
changes, the treatment algorithm also changes. This approach is being adopted in various ways by 
contemporary mental health, substance use disorder, and case management care teams throughout 
the United States, especially as integrated care is implemented as a best practice. It is still a relatively 
new concept in behavioral health models and is even less common in traditional social service 
models. The idea is that “treatment to target” can also be defined as “adapting the service delivery 
approach according to data”.  The reason it is recommended here is because it is known to prove 
efficacy and efficiency when adopted by teams.  

 

 

Outcome-driven and data driven models elicit varied reactions from providers who are dedicated to 
patient-centered interventions. The University of Washington AIMS Center accurately points out, 
“Some people are concerned that the concept of measuring mental health with a validated rating 
instrument invalidates the patient’s feelings or experience or disregards the complexity of the 
patient’s story. These measures are an important piece of information about the patient but are not 
meant to represent the entire clinical picture of the patient, nor are they meant to replace the clinical 
judgment of the provider. They are an important tool to assist the clinician and the patient with 
identification of the specific symptoms causing difficulty for the patient and how well those 
symptoms respond to treatment over time” (University of Washington Psychiatry & Behavioral 
Sciences Division of Population Health AIMS Center, Measurement-Based Treatment to Target).  

Integrated Behavioral Health (IBH) is a critical component when treating to target. IBH 
defined as an approach to care where physical health, mental health, and/or substance 
use disorder (SUD) treatment is executed in a collaborative manner by a team whose 
members cross disciplines. The person at the center of the integrated team approach is 
the consumer or the patient and they receive the right care from the right provider at the 
right time. Ideally, strengths-based, equity-driven values underpin the care plan. This 
integrated care team approach currently exists in medical settings, mental health 
settings, and social service settings across the United States and beyond. For a 
comprehensive manual on IBH, see EM Consulting’s IBH Manual. 

https://aims.uw.edu/
https://www.rsourced.com/download/integrated-behavioral-health-manual-2nd-edition/
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The myth that an outcome-driven approach negates or replaces respectful, strengths-based, 
equitable, and individualized services serves as a barrier to organizations and communities collecting 
and using data to improve quality, guide resource allocation, and ultimately solve complex problems. 
Attention to the relationship between the case manager and the patient is essential and a data driven 
approach to care is not meant to replace or dilute the relational aspects. In fact, this approach can 
ultimately improve relationships due to the positive impact it has on time management, burn-out, 
and ultimately, care outcomes.  

 

One of the drivers of a positive 
connection between the case 
manager and the patient is the 
patient’s response to treatment. 
Frequent measurement allows the 
case manager to know if the 
patient is responding fully, 
partially, or not at all to the 
interventions being delivered. This 
concept is one of the foundations 
of Motivational Interviewing which 
is a common framework used by 
case managers and housing 
navigators across healthcare 
delivery settings. If the case 
manager does not know which 
stage of change the patient is experiencing, the approach cannot be adjusted accordingly. For 
example, when a case manager refers a patient to substance-use disorder (SUD) treatment services, 
despite the fact that the patient has not indicated sufficient readiness or desire for treatment, the 
time and cost spent on setting up that treatment pathway is misspent. Likewise, if a case manager 
assumes a patient needs more care or time than is needed, she may miss an opportunity for the 
patient to function independently. These two common clinical errors lead to harmful outcomes in 
direct service, and to inefficiencies in the larger system preventing a population health solution to be 
achieved.  

 

Measurement also provides data about whether symptoms are improving. When the case manager is 
providing an intervention in a medical, behavioral health, or Social Determinants of Health (SDOH) 
domain, knowing if the patient’s goals are being met is the only way the provider can track progress 
and more importantly, change the approach when there is little or no progress. For example, a case 
manager may continue a weekly check-in on the phone months after a patient’s depressive 
symptoms have resolved. In another scenario, a case manager may need to refer a patient to a 
higher level of care when the interventions they are delivering are not enough to improve the 
patient’s depressive symptoms. In either situation, the case manager can’t know to adjust their plan if 
they don't have the data to inform them. Research indicates it is common for case managers to use 
their perception of the problem to determine their level of intervention rather than data, the patient’s 
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perspective or facts about the problem, which results in a wide variety in productivity, quality, and 
caseload size between case managers. 

 

There are many validated assessments and screening tools available to improve knowledge and skill 
of case management teams. Examples of assessments leading to measurable outcomes for patients 
are:  

 

Assessment What it Measures  

Vulnerability Index - 
Service Prioritization 
Decision Assistance Tool  
(VI-SPDAT) 

Measures medical vulnerability and risk as it relates to housing 
acquisition 

Patient Stress 
Questionnaire 

Includes assessments on depression, anxiety, trauma, and suicide risk 

CAGE-AID for alcohol 
and other drugs (CAGE-
AID)  

Assesses excessive alcohol use and other drug use 

Protocol for Responding 
to and Assessing 
Patients’ Assets, Risks, 
and Experiences 
(PRAPARE)  

Assesses SDOH needs 

Patient-Reported 
Outcomes Measurement 
Information System 
(PROMIS)  

Assesses functional capacity (also a proxy measure for engagement) 

Utilization and 
engagement (tracking 
how many appointments 
a patient participated in) 

Can be used as a proxy measure for positive health outcomes as well. 
Some examples of utilization tracking indicating improvement are: a 
patient decreases avoidable hospital emergency department visits and 
increases primary care visits to address chronic conditions; a patient 
who has mental health needs and calls her primary care provider daily 
in distress who transfers her needs to a behavioral health provider and 
then the medical visits and calls decrease; a patient who has a history 
of avoiding care who chooses a medical home and keeps 
appointments. A list of (and links to) additional commonly used clinical 
outcome measures can be found here. 

 

http://pehgc.org/wp-content/uploads/2016/09/VI-SPDAT-v2.01-Single-US-Fillable.pdf
http://www.ibhpartners.org/wp-content/uploads/2015/12/Mental-Health-Screener-by-UMass.pdf
http://www.ibhpartners.org/wp-content/uploads/2015/12/Mental-Health-Screener-by-UMass.pdf
https://www.pedagogyeducation.com/PedagogyEducation/media/Resources/Posters/CAGE-AID-Questionnaire.pdf
https://www.pedagogyeducation.com/PedagogyEducation/media/Resources/Posters/CAGE-AID-Questionnaire.pdf
https://www.nachc.org/wp-content/uploads/2018/05/PRAPARE_One_Pager_Sept_2016.pdf
https://www.healthmeasures.net/explore-measurement-systems/promis
http://www.ibhpartners.org/get-started/procedures/screening/
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The Care Coordination team ideally has data collection and response as a core element to its make-
up with the assessments embedded in an electronic health record (EHR) where structured data can 
be easily reviewed.   

 

ATTENTION TO PATIENT AND PROVIDER EXPERIENCE AND ENGAGEMENT  

  

Patient Experience is a Proxy Measure for Patient Engagement 

 

Measuring patient experience in a structured way informs the team whether engagement targets are 
being achieved. Case Managers and their supervisors often use anecdotal and relational data rather 
than using structured ways to collect this vital information. A common issue with anecdotal and 
relational data is that it can be used exceptionally and it can also be used poorly. As mentioned 
earlier, when it comes to assessing patient engagement, care provider perception alone is not 
adequate to inform intervention and is often inaccurate. On one end of the spectrum, case managers 
can assume patients need too much contact and support when they actually have capacity to 
function independently and autonomously (both are indicators of positive health). On the other end of 
the spectrum, case managers might assume a patient is highly engaged when  

they are truly avoiding care that will address 
the underlying, unidentified, needs. A 
comprehensive measurement-based-care 
approach includes tracking utilization, 
functional capacity, and feedback. An example 
of feedback is any patient experience survey 
such as the Net Promoter. With the 
information gathered, changes to program 
process and interventions can be made.   

 

For example, it is not uncommon that a patient is referred to a case manager because they have 
been experiencing homelessness for the last 3 years and have frequently visited the Emergency 
Department seeking care for untreated, unmanaged Serious Mental Illness (SMI) and alcohol use.  

  

Case Manager Experience is Associated with Retention 

 

Another vital data set is related to how the case manager is experiencing their day to day work. 
When results are reviewed side by side, case manager experience and patient experience survey 
data correlates very closely in most healthcare settings. Organizational and team culture that 
supports autonomy and embodies tenets of equity correlates with high provider satisfaction and 
high retention. Autonomy in the case management field is not an easy value to navigate for 
supervisors and teams. Because there is a lack of clear case management standards across settings, 

Patient Engagement Screen- The Net 
Promoter tool measures customer experience. 
In healthcare, the customer experience being 
evaluated may be that of the client or the 
provider. This metric provides the core 
measurement for customer experience 
management programs throughout various 
industries around the world (NICE Satmetrix, 
What is Net Promoter?). 

 

https://www.healthoutinsights.com/wp-content/uploads/2019/04/THe-NPS-in-healthcare-1.pdf
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some teams make the mistake of having too much flexibility of the role. It is helpful to remember that 
autonomy does not mean a lack of structure. In fact, applying structure to what can be a very chaotic 
environment improves case manager autonomy. The idea is that when there are no guardrails, the 
amount of energy wasted on tasks and contacts that don’t need to be done is high. Case managers 
with good intentions find themselves doing too much and not knowing when they should step back 
and assess or encourage patients to do more for themselves. Low levels of direction can feel like 
autonomy, but is not in actuality. When guardrails are clear and defined, the team’s energy can be 
targeted to execute a high-quality outcome.  

 

Establishing a connection and then a care plan in this type of case might be overwhelming for a case 
manager, but with clear protocols and structured support on how to handle these concerns, case 
managers are able to understand the parameters, priorities, and resources which guide their 
decisions. This can alleviate the feelings of initial wariness or hopelessness about being able to meet 
the patient's needs. It also mitigates the tendency for some case managers to jump into action before 
assessing and stratifying the needs and goals of treatment. 

 

Supervision and Team Meetings Support Case Manager’s Day to Day Work  

 

There are important operational standards that result in highly engaged case managers on teams. 
Offering structure and training on measurement-based-care, ensuring access to a user-friendly 
electronic health record, and facilitating standardized pathways to services are all minimum 
standards to encourage case manager satisfaction and retention. Additionally, engaged and 
knowledgeable supervisors are vital to case management services being successful. In many health 
care settings, case managers are supervised by leaders from various disciplines who may or may not 
have direct experience providing case management services. The case managers are often providing 
care to patients with the most complex and acute mental health, substance use disorder and social 
determinants of health needs, therefore adequate, quality supervision is an underpinning of 
successful outcomes. Another best practice that supports retention is implementation of regular 
team meetings where case managers confer with one another as well as other care team members. 
When considering the fiscal cost of prioritizing these operational investments, one common error is 
to analyze the cost in a one-dimensional manner rather than comparing that cost side by side with 
the cost of staff becoming burned-out and underperforming, taking medical leave due to stress, or 
ultimately leaving the organization all together. Investment in infrastructure up front sets the 
foundation for highly functioning care coordination teams who serve as a strong support system to 
the most vulnerable patients.  

 

 

 

 

 

Retention Barriers- Complex care case managers are at higher risk of vicarious 
trauma, secondary trauma, compassion fatigue, and burn-out. High turn-over 
rates are common on local case management teams resulting in over burdening 
staff who stay and inefficiencies in the staffing budget. Some of the drivers of this 
phenomenon are the lack of structure, insufficient business tools, and a parallel 
process of feeling helpless and hopeless when access to services are blocked 
(Perlo et al., 2017). 
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MAXIMIZE RESOURCE IMPACT  

  

One of the barriers to maximizing funding and other resources is a strong and pervasive myth that 
there is a case management workforce shortage. This myth that a workforce gap exists perpetuates 
system failure in providing proper infrastructure to effectively meet the needs of the patient 
populations because it assumes the answer to the problem, which then halts exploration of solutions. 
Imagine if a surgical center assumed there were no qualified surgeons while advertising below-
market salaries, subpar equipment, and poorly designed job descriptions. In that case, its likely 
surgeons are applying elsewhere for work. To attract candidates for case management, 
organizational leadership needs to invest in competitive salaries, ensure roles are clearly defined, 
and offer professional development pathways that align with the Behavioral Health field. 

 

Another related factor that can act as a barrier 
to resource maximization is the myth that case 
managers are serving “large caseloads”. 
Industry standard is a caseload of between 50-
200 for one full time case manager. This 
utilization metric can be achieved only when the 
components of the case management model 
are adopted fully. Accurate staffing ratios, 
quality clinical  

supervision, and time management strategies 
are the biggest drivers in increasing caseloads. 
A helpful tool for estimating the appropriate 
amount of case managers needed to serve the 
clinic population, called the Capacity Planning 
Tool, by Dale Jarvis, can be found here .  

 

The most obvious and direct way resources can be maximized is to track return on investment when 
case management teams are hired and deployed. While cost savings with the population served by 
case managers is a difficult metric to define and concretely track, several studies and community 
projects have shown that access to preventive care and attention on social determinants of health 
reduce the overall cost on the healthcare system and on the community at large.  Researchers found 
a team of community health workers saved Medicaid $1.4 million — a return of investment of $2.47 
for every dollar invested in social determinants of health (Penn's Community Health Worker Program 
Yields $2.47 for Every $1 Invested Annually by Medicaid – PR News 2020). Housing First models also 
show cost savings over time. “In Denver, PSH saved $15,733 per year, per person in public costs for 
shelter, criminal justice, health care, emergency room, and behavioral health costs. The savings were 
enough to completely offset the cost of housing ($13,400) and still save taxpayers $2,373” (Snyder, 
2015).   

  

Due to the nature of the complex and individualized needs of the patients served, the cost savings 
outcome takes time to achieve. Common errors made in tracking return on investment are that the 

Workforce Potential- In the regions where 
Alliance members reside, between San Jose 
State University, California State University 
Monterey Bay, and Cabrillo College alone, there 
are over 200 qualified graduates per year who 
meet the skill-set of a case manager, care 
coordinator, and community health worker. 
Compared to San Jose, San Francisco, San Diego, 
and Los Angeles, local system infrastructure 
lacks a consistent definition of case management 
roles, training, knowledge of best practices, 
competitive salaries, and teams that are 
operating with model fidelity. Due to these 
regionally-wide gaps, workforce candidates may 
be looking elsewhere to apply for and accept 
positions.  

 

http://www.djconsult.net/resources-1/caseload-planning-tools
https://www.pennmedicine.org/news/news-releases/2020/february/penns-community-health-worker-program-yields-247-for-every-1-invested-annually-by-medicaid
https://www.pennmedicine.org/news/news-releases/2020/february/penns-community-health-worker-program-yields-247-for-every-1-invested-annually-by-medicaid
https://www.pennmedicine.org/news/news-releases/2020/february/penns-community-health-worker-program-yields-247-for-every-1-invested-annually-by-medicaid
http://endhomelessness.org/wp-content/uploads/2016/04/housing-first-fact-sheet.pdf
http://denversroadhome.org/files/FinalDHFCCostStudy_1.pdf
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pilots are too short, and the wrong metrics are tracked. A baseline needs to be defined and 
established, and the right metrics have to be tracked over one to two years which usually require 
partnership and collaboration between the health plans, hospitals, health centers, and county 
entities.   

  

Specific strategies that positively impact resource management are: case management teams using 
acuity scores to stratify risk/need and offering a set and frequency of interventions accordingly; 
supervisors paying close attention to time management of the case managers and offering training 
and support to address inefficiencies; organizations providing structure and clarity on role, scope, 
hiring ratios, and competitive salaries; and community-wide tracking of utilization and service cost. In 
order to maximize resource impact, all of these areas need to be understood and addressed. 
Following this recommended model in its entirety will make the biggest impact using the resources 
at hand. 

 

Acuity Score 

 

Using data collected from assessments in the three Health Domains, medical, behavioral health, and 
SDOH, a numerical acuity score is determined. This acuity score, when used meaningfully, helps 
organizations maximize staff time and resources accordingly. There are standardized tools such as 
the Medical Case Management Acuity Screening Tool that allow objective, structured  

data to drive the stratification of care. It can also be effective to design an acuity screen that is 
specific to the patient population being served. The common acuity domains to rate are chronic 
medical or physical, mental health, substance use disorder, and social determinants of health. The 
total score is determined by applying a method that takes into account all the needs, includes 
functional assessment data as well as engagement data, and summarizes the total acuity (See 
Health Action Plan and Summary of Care in the Appendix). For example, a patient experiencing 
unmanaged diabetes, severe depression (with no current treatment), daily alcohol use, and 
homelessness who has low functional assessment and low engagement will have the highest acuity 
score. A patient experiencing managed diabetes, mild- moderate depression, post-traumatic stress 
disorder, history of alcohol use in recent recovery, and newly housed after being homeless with 
moderate functional impairment and high engagement will have a mid-range acuity score. A patient 
experiencing recent homelessness with very few other issues who has high functioning and 
moderate engagement will have a low acuity score.   

  

The acuity score can be used to stratify patients in tiers. Each tier will have a standard frequency and 
type of intervention associated with it. For example, the patients in the highest acuity tier may have 
weekly face to face visits in addition to weekly phone contact1. Patients in the middle tier may have 

                                                                  

1 In today’s environment with the COVID-19 pandemic, face-to-face interactions are defined to include telehealth 

interactions.    

https://aidsetc.org/sites/default/files/resources_files/acuitytool.pdf
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monthly face to face contact and weekly phone check-ins. Patients in the lower acuity tier may have 
quarterly face to face visits and monthly phone check-ins.   

 

When acuity scores are used by a team, they not only drive frequency and type of intervention, they 
also positively influence time management tracking and caseload planning. For example, one case 
manager may have a caseload of 50 with several high tier patients and fewer lower tier patients while 
another case manager may have a caseload of 115 with mostly low tier patients and a few high tier 
patients. Another way to understand how acuity scores impact caseloads is there may be a case 
manager with a caseload of 50 may have 100 contacts per month and another case manager with a 
caseload of 100 would also have 100 contacts per month. Rather than expect all case managers on 
the team to have a set number of patients, the caseload weight would be determined by number of 
touches. Applying these methods allows the team to maximize staffing and other resources.   

 

Time Management 

 

In traditional case management models, it is common to base time management on the immediate 
need. For example, the case manager may have a distressed patient who is calling and texting 
several times a day, and if the case manager responds in real time to that patient, she may not have 
time to address the pressing needs of her other patients. The qualities that are important to maintain 
in any effective model are flexibility, responsiveness, and a “yes” culture, however, without the right 
amount of structure, these qualities can be detrimental to the time management of the provider, 
breed burnout, and simultaneously be harmful to the patients they are serving. When case managers 
intervene too often, it can also impede the patient’s ability to differentiate between what is truly a 
crisis and what is not, discouraging them from using independent functioning skills like practical 
distress tolerance, solution-focused problem solving, and other mindfulness-based methods. 
Moreover, on the other end of the spectrum, when a case manager is constantly prioritizing the 
“crises of the day”, they may not be reaching out to connect with patients who are more avoidant, but 
have just as highly acute needs. This error also results in poor care outcomes and missed 
opportunities to improve all patients’ overall wellbeing.   

 

Another important aspect of time management is 
ensuring case managers are not duplicating 
services that patients are already receiving 
elsewhere in the community. For example, maybe 
a patient comes to a case manager with an 
expressed housing need, but they are already 
connected to a housing navigator that is 
specifically supporting them with this. Or, maybe a 
patient with serious mental illness comes and tells 
their case manager they have run out of their 
medication and doesn’t know who their 
psychiatrist is, but is already connected to an 
Assertive Community Treatment team that 

Reduce Duplication of Services- When 
patients are already receiving services 
elsewhere in the community, it is important to 
coordinate care. Case managers should obtain 
any additional Releases of Information 
necessary to be able to call the co-treating 
providers or programs to get clarity on the 
services that patients are already receiving and 
how they can support the patient without 
duplicating the efforts of the other people and 
programs already involved in the patients care. 
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provides psychiatry and medication management services. If we don’t include intentional questions 
during our intake process about what resources in the community patients are already connected to, 
we could spend weeks trying to help patients get connected to programs and services that they are 
already receiving.   

 

Structured time tracking is imperative to sustaining the care coordination line of service. Ideally, time 
is tracked with the ease of a business tool or electronic health record and is categorized by number 
of units or minutes, mode, and service delivery code. If a business tool is not available, temporary 
time studies can be used to track typical productivity patterns.  

 

The Care Coordination team will ideally pull all these elements together and use concrete data, 
acuity scores, and stratifying accordingly which will provide structure to the case manager’s time. 
This will also allow supervisors to monitor caseloads and address access needs more effectively.   

 

EQUITY 

 

To be effective, all health care must be social justice informed. Case management services that exist 
within the context of other health systems, must be particularly purposeful in mitigating white 
supremacist and patriarchal practices that are likely embedded in the larger care organization. It is 
not uncommon for case management departments to be drivers within their organization towards 
more diversity, equity and inclusion for both employees and patients, due to the radical principles 
case management embodies- equal care and wellness for all, and a commitment to providing the 
necessary services and supports for all members of society to thrive, with a particular focus on those 
populations that have been historically marginalized, stigmatized and persecuted, such as people of 
color, Black people, LGBTQ+, disabled people, etc.   

 

Effective Care Coordination models serve as a means for achieving patient wellness and autonomy 
through advocacy, communication, education, identification of service resources, and service 
facilitation.  

  

The underlying premise of care coordination and case management is based on the fact that when 
an individual reaches the optimum level of wellness and functional capability, everyone benefits: the 
individuals being served, their support systems, the health care delivery systems, the various 
reimbursement sources, and communities at large. This, along with system change, encourages 
communities to thrive.  

 

Over the past decade, a mainstream, shared understanding that “wellness” includes medical care 
and social care has developed. The recognition by the medical community that the social 
determinants of health impact health outcomes, often in more significant ways than traditional 
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medical interventions, points to the importance of a health equity focus.  As medicine moves 
upstream, merging of public health and medical care, addressing health equity has become central 
to the work.  This focus is also shifting the conversation from the equity of treatment to the equity of 
outcomes and true equal opportunities for health. 

 

Housing has also become a central focus of healthcare entities incentivizing them to pursue more 
formal collaboration with case management teams and social services organizations. Simultaneously, 
social service organizations have been incentivized toward formal collaboration with medical entities 
in order to address the complex needs of the patients they serve. An overview of the literature 
illustrates four pathways connecting housing and health, with one pathway described as the “stability 
pathway”. Unsurprisingly, the research shows that there are long lasting adverse impacts to 
psychological and physical well-being related to housing instability (Taylor, 2018).  Research 
indicates states that spend more on social services, including housing, have better health outcomes 
(Bradley et al., 2016). This evidence provides a clear course for communities to use their limited 
resources in the most impactful way. Investment in comprehensive care coordination models can 
achieve equitable health outcomes and lower costs related to acute care service utilization.  

 

By addressing social determinants of health needs in 
comprehensive, evidence-based ways, the equity needle 
is moved both for individuals and communities. Access to 
nutritional, affordable food; access to clean air and spaces 
to exercise; access to employment; access to meaningful 
friendships and community connection are not equally 
distributed in communities; instead access to these 
foundational wellness resources have been historically 
appropriated to those who are white and well off.  
Addressing SDOH is social justice work, which improves 
health and well-being for both individuals and 
communities.  

 

 

 

 

 

 

 

 

 

 

“Effective case management is 
potentially one of the best 
interventions for a sustained end to 
homelessness. Research shows 
that case management works. It 
has been documented to reduce 
homelessness between 97% and 
100% when done is a holistic and 
comprehensive way” (The 
Homeless Hub).  

https://pdfs.semanticscholar.org/7ff1/e2d91a371692b297aa321a7488c106fe0aaf.pdf
https://pdfs.semanticscholar.org/7ff1/e2d91a371692b297aa321a7488c106fe0aaf.pdf
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/tools/pdf/sdoh-workbook.pdf
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/tools/pdf/sdoh-workbook.pdf
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/tools/pdf/sdoh-workbook.pdf
https://www.homelesshub.ca/
https://www.homelesshub.ca/
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SERVICE DESCRIPTION 

 
INTERVENTIONS 

 

Interventions are the core of any care coordination model. They are what the case managers do with 
patients and where positive impacts occur. There are two categories of interventions which are 
described below: direct service and advocacy. Within those categories, there are several evidence-
based practices and frameworks recommended.  

  

DIRECT SERVICE INTERVENTIONS   

  

The definition of direct service intervention is 
using evidence-based-practices to respond to a 
need in real time in order to facilitate 
improvement. Intervening with patients can 
typically be broken down in three ways, or into 
three subsets, which overlap and intersect: 
Direct Service Frameworks; Direct Service 
Interventions; and Direct Service Skill Sets.  

 

Examples of evidence-based direct service frameworks are: Clinical Case Management; Intensive 
Case Management; Crisis Intervention; Critical Time Intervention; Trauma Informed Care; Assertive 
Community Treatment; and Strengths & Rehabilitation Models.   

  

Examples of evidence-based direct service case 
management interventions are: Assessment and 
Specific, Measurable, Achievable, Relevant, and 
Time-bound (SMART) goal setting; collaboration with 
clients and other service providers to achieve goals; 
cognitive behavioral interventions that encourage 
mood management and behavior change; empathic 
care practices such as reflective listening; aligning 
with, respecting, and honoring cultural and racial 
experiences; advocating when systemic oppression is 
present; identifying fit/match for resources and 
services; encouraging and facilitating social and 
family relationships.   

  

The use of the direct service interventions 
recommended in this toolkit cross the 
disciplines of social work, nursing, and 
community health workers, however, many 
require specific training.    

 

An example of a set of common 
interventions is an Assertive 
Community Treatment Team 
(framework) using motivational 
interviewing (skill-set) to enhance a 
patient's motivation to take their 
psychiatric medication to increase 
their stability in the community and 
reduce hospitalizations (case 
management goal). 
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Examples of evidence-based direct service skill sets embedded in each of the frameworks and 
intervention approaches are: Managed Referrals and Linkage; Mindfulness-Based Relapse 
Prevention; Motivational Interviewing; and Cognitive Behavioral Therapy, which includes several sub-
skill sets such as Seeking Safety, Mindfulness-Based Interventions, and Acceptance and 
Commitment Therapy. See the appendix for more detailed descriptions of various frameworks, 
interventions and skill-sets.  

 

Ideally, the case managers use an electronic health record to track the types of interventions used so 
they know which are effective and when to change their approach.   

 

ADVOCACY INTERVENTIONS   

 

Advocacy interventions are any action taken to increase 
access to resources or services that meet a need. 
Examples of advocacy interventions are: warm hand-
off/managed referrals; communication with service 
providers to improve outcomes; communication with 
landlords, neighbors, other community members to 
improve relations and outcomes; and assessing fit/match 
with resources and ensuring a meaningful link is made.   

 

Ideally, the case managers use a referral and directory system for example, Unite Us to track 
referrals so they are able to use sophisticated methods to identify fit/match, and they know when 
patients are linked to services in real time rather than having to obtain that information from various 
sources or patient report.  

 

HOUSING NAVIGATION 

 

Housing navigation often occurs alongside other case 
management interventions. In many communities, there are 
housing navigators or “housing specialists” embedded within 
social service programs. In others, there are entirely distinct 
“housing navigation centers” that patients can be referred to for 
their specific housing needs. Within either model, the housing 
specialists will not only meet with the patient to develop a 
housing plan and provide them with resources, but also see 
them through the entire process of getting placed in housing. 
They will support with obtaining all the documents and forms 
necessary to apply for various types of housing (for example, 
copies of IDs or SSI Award Letters and recent pay stubs), 

Warm-Hand-Off- A warm-hand-
off/managed referral is not checking a 
box or handing a client a flyer - it is 
making contact, ensuring 
engagement, following up to see if 
need is met, re-referring if not, closing 
the loop only after the need is met. 

Lack of sustainability impacts 
all levels of care: when a 
patient does not keep the 
housing, when the landlords 
experience high turnover, and 
when the case managers meet 
more barriers than pathways, 
the implications stack up and 
become forces against positive 
outcomes.  

 

 

https://uniteus.com/platform/
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communicate with the owners or landlords to schedule appointments to view apartments, submit 
housing applications, and, in many cases, they will also support with ensuring a successful move-in, 
coordinating any inspections necessary or connecting the patient with organizations that can help 
with obtaining initial furniture needed for move-in.  

 

There are various approaches to how the roles on the team might intersect. Sometimes case 
managers incorporate housing navigation into their care plan and other times they coordinate and 
collaborate with a housing navigator. While there are several “right” ways to establish a high 
functioning team, it is vital to have clearly defined roles. Below is an example of the breakdown of 
tasks influenced by the framework used by Life Moves, a successful model in operation in San Mateo 
County.  

 

Case Managers job tasks might include:  

 To work with clients in a holistic, culturally competent and respectful manner through a 
strengths-based approach  

 To meet with their client regularly to establish goals and tasks that lead to self-sufficiency 
and address the behavioral health, substance use disorder and social determinants of health 
needs of the client  

 To assist each client in planning their housing and job search strategy and to prioritize any 
underlying barriers to housing acquisition   

 To be responsible for thorough documentation by maintaining case notes and all necessary 
data-tracking/HMIS documentation  

 

Housing Navigator job tasks might include:  

 Support Client with housing search, building renter’s portfolio, credit analysis, budgeting and 
more…  

 Cold calling/Landlord Outreach  
 Send out housing leads to all case managers  
 Schedule viewings with landlords and clients  
 Rapport building with clients and future landlords/property managers  
 Open Communication with Client’s primary case manager, secondary case manager, and 

client  
 Update cm’s with clients progress weekly  

 

Peer Navigator or Community Health Worker job tasks might include:  

 Telephone calls several times a week to provide encouragement  
 Assistance with grocery shopping  
 Assistance with light household duties  
 Assistance with day to day organization like bill paying, and general communication with 

neighbors and landlords  

https://www.lifemoves.org/
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 Scheduling and attending medical visits   
 Assisting with acquiring long-term transportation solutions such as bus passes or Lift Line  

 

While the Housing First framework emphasizes the effective strategy of not withholding housing 
referrals due to housing readiness, it also highlights the importance of various types and levels of 
supportive services and interventions. When acuity, engagement, and goal achievement are tracked 
and tiered, the care coordination team is able to better identify what is needed in order to sustain a 
housing plan. For example, when a case manager facilitates a housing plan with someone who has 
high acuity with substance use disorders and mental health and they do not include interventions to 
target these, along with the housing, the plan may fail. The ideal approach will allow flexibility in the 
roles so the case managers and housing navigators are able to coordinate and collaborate to meet 
the goals of the care plan.   

 

In most communities, there is a system gap in that there is a shortage of supportive housing where 
access to medical, behavioral health, and substance interventions are readily available in real time on 
a daily basis. This gap needs to be factored in while operating the Housing First Framework because 
sustainability is an important aspect to the success of the model. Currently, it is common for patients 
to acquire housing and lose it within a year when they are not supported according to their needs. 
There is a population of patients for whom supportive housing is not needed, but having a case 
manager remain involved is needed. In many communities, there is also a gap in pairing case 
managers with patients who need ongoing support after they are housed. The data driven approach 
outlined in this toolkit serves as a roadmap that will inform ways to scale the model so a true 
community coordinated entry solution can continue to be explored and improved upon.    

 

Ideally, the care coordination team will strike a balance in 
applying Housing First principles while identifying interventions 
that support housing readiness. The workflow graphic below 
illustrates the high-level steps involved in housing acquisition. 
Within those steps, there are more detailed interventions that 
occur. For example, the case manager or the housing navigator 
will partner with the patient using Motivational Interviewing 
interventions to prioritize patient autonomy and independent 
functioning in communicating with landlords. The housing 
navigator will also use advocacy interventions to facilitate time 
sensitive steps that must occur in order for housing to be 
obtained.   

 

Housing Network- Relationship 
building and trust between 
landlords, property managers 
and case managers are key 
factors in housing acquisition 
and sustainability. When the 
model is implemented with 
fidelity, these are strengthened 
over time.   

 

https://endhomelessness.org/resource/housing-first/
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POPULATION HEALTH MANAGEMENT 

 

Population health is “the health outcomes of a group of individuals, including the distribution of such 
outcomes within the group” (Kindig & Stoddart, 2003). A population’s health is determined by multiple 
determinants of health including genetics, environmental factors such as pollution or food safety, 
policies, behaviors such as smoking or diet, clinical care, social factors such as poverty or education, 
and disparities among the population. Addressing population health directly supports the goals of 
this model and the quadruple aim: defined and measurable outcomes that improve over time, 
attention to the patient’s experience and engagement, attention to the provider’s experience and 
engagement and maximizing resource impact over time (Association of State and Territorial Health 
Officials, Medicaid and Public Health Partnership Learning Series: Public Health and Population Health 
101).  

 

For example, one health system in Washington State found that more adolescents had a greater 
improvement in depressive symptoms after one year of collaborative care interventions (in-person 
engagement session, regular clinician follow-up, depression screening, and access to mental health 
services) versus adolescents receiving usual care (Richardson et al., 2014). Similarly, medication-
assisted treatment (MAT) has been shown to decrease healthcare expenditures and utilization for 
Medicaid beneficiaries with opioid use disorder (Mohlman, Tanzman, Finison, Pinette, & Jones, 2016). 
Practical resources on Multidisciplinary Medication Assisted Treatment (M-MAT), including a “MMAT 
101” PowerPoint presentation, can be found on Rsourced.com.    

  

M-MMAT is also associated with high quality health outcomes for patients and providers as it is a 
population health approach that prioritized collaborative care practices. 

 

REGISTRY MANAGEMENT  

 
The concept of registry management is common in case management and care coordination models 
and it serves as a helpful population health tool. When the team is able to see a list of patients, side 
by side, they are able to identify resource themes, gaps, and highest acuity.   

https://www.rsourced.com/resources/multidisciplinary-medication-assisted-treatment/
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Utilizing registries helps to prevent patients from “falling through the cracks” by showing all patients 
being treated and what exactly is happening for each individual. Registries also highlight patients 
who may need additional attention from the care team if they haven’t been responsive to contacts or 
are not having improved outcomes. Lastly, using a patient registry aids in communication with other 
members of the care team (Ratzliff, 2013).  

 

SYSTEMATIC CARE REVIEW STRUCTURE 

 

A Systematic Care Review (SCR) is the best practice modality for case 
managers to review the patients on their caseloads and their registries 
and receive the feedback necessary to best serve their patients. Prior to 
each systematic care review meeting, the case managers prepare to 
discuss specific successes and challenges in order to receive supervision 
and support in improving outcomes. Many times, this involves developing 
a case-presentation document to organize their thoughts and most 
effectively present the patient, their needs, strengths, and also where the 
case manager may have questions or require further assistance.   

 

Over time, the team is able to see what approaches may be working better than others for various 
patients. They are also able to engage in cross-learning and see concrete examples of strengths and 
success, which boosts morale and mitigates burn-out.   

 

The team might consist of several case managers and a clinical supervisor, or it may be 
interdisciplinary, consisting of the case manager, a RN, a medical assistant, a medical provider, a 
psychiatrist. Whatever the make-up of the team is, the systematic care review structure can remain 
the same. It is valuable to ensure there is a culture where all parties engage and someone facilitates 
to avoid members of the team dominating the group process.   

 

Secondary and vicarious trauma are commonly experienced by case managers who are serving 
patients who have complex trauma histories. Systematic care review meetings reduce the negative 
effects of these conditions because the case managers are able to share their challenges and 
receive supervision and support.   

 

SERVICE DELIVERY WORKFLOW 

 

The following workflow illustrates the steps the case managers will take from patient engagement to 
closing the services. Each step will be customized, implemented, tested, and adapted over time.  A 

Ideally, the team 
reviews live data 
using dashboards 
from the electronic 
health record 
during systematic 
care reviews. 
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Plan-Do-Study-Act (PDSA) approach can be applied so there is success in process improvement. 
Each step requires additional detail that is ideally established by the case managers and their 
supervisors according to the populations they serve.   

 

 

 

Outreach calls and visits - 1-3 months; after 3 attempts with no response, close out  

• Description - warm, inviting trust-building approach is 
most effective  

• Rationale - outreach, when applied to the most 
vulnerable populations, can take several attempts over 
a period of months; applying structure on how this is 
done allows the case manager to spend her time on 
patients who will engage in services  

 

Informed consent - completed in first visit  

• Description - an engagement tool- warm and concise; no jargon  
• Rationale - this tool is helpful in establishing the partnership between the case manager and 

the patient; it serves as a foundational agreement fostering mutual respect and trust   

 

Health information exchange and chart review (or use 
contemporary intake form)  

• Description - Electronic health record, health summary, 
or other data review  

• Rationale - access to existing problem list and treatment 
plans are essential in effective and efficient care; 
repeating questions rather than collecting existing data 
can result in traumatic experiences for patients  

• If intake is used, minimize data collection due to the next step   

When the model is scaled, 
ideally, staffing ratios and 
caseloads are structured so 
there is a revolving door for 
entering rather than a “waitlist”. 

Traditional intakes are not 
recommended and will be 
replaced by the data 
collection approach outlined in 
this toolkit- review existing 
data and collect assessments.  
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Assessments or Screening Tools - completed within the first 3 visits  

 

• Description - validated screening tools to establish baseline data and inform goal priorities; 
limit assessments to 1 or 2 in each health domain; train all team members on meaning and 
use; all case managers should take the assessments themselves and practice on one another  

• Rationale - see measurement-based care section of manual  

 

 

Goal setting - completed within the first 3 visits  

• Description - in partnership with one another, the patient and the case manager determine 
specific, measurable goals (for example: Increase visits with behavioral health provider; 
decrease depressive symptoms (tracked by Patient Health Questionnaire [PHQ]); Decrease 
substance use disorder risk to housing acquisition using Motivational Interviewing 
interventions (tracked by CAGE-AID and treatment referrals/utilization); Increase access to 
fruit and vegetables to positively impact hemoglobin A1C (tracked by food access referrals 
and A1C reading)  

• The case manager coordinates with other service providers as well as peer navigators or 
community health workers to drive the care plan goals forward  

• Rationale - goal focus supports progress  

  

Housing Acquisition Goals   

• Description- in partnership with one another, the patient and the case manager explore 
options and determine timeline for housing acquisition  

• The case manager coordinates care with the Housing Navigator if that role is distinct on the 
team or in the community  

• Rationale- Housing is a primary driver of health outcomes  

  

Interventions  

• Description - MODE: visits, meetings with collateral individuals; phone calls FREQUENCY: this 
will be determined by acuity TYPE: this will also be determined by data and acuity and will 
include motivational interviewing; cognitive behavioral therapy; Crisis Intervention; referrals 

For more in depth information on how to conduct common screenings, especially during this 
time of telehealth, see this guidebook available on Rsourced. Embedded within the guidebook 
are various video examples, which can also be found here. These resources were developed 
for medical assistants, and the concepts transfer over well to any case manager who is 
conducting screenings over the phone. Especially in the time of COVID-19, more services are 
occurring via telehealth. 

 

 

https://www.rsourced.com/download/conducting-sensitive-screenings-over-telehealth-guidebook/
https://www.youtube.com/playlist?list=PLdG4B1VoxeyiwOXPuX25mSQJNXsg45MQm
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and linkage; collateral advocacy with other service providers, landlords, family (see 
interventions section of manual)  

• Review progress with patients every 3 months, update assessments and goals according to 
progress; show higher level of care is being acquired if acuity is not reduced; show reduction 
in visits and calls when acuity is reduced  

  

Close  

• Description- effective termination of services when goals are completed   

• Rationale- Some social service approaches can unintentionally foster dependence; if all 
providers and patients are aware of the ultimate plan to close services, this can be avoided  

 

Re-open as needed   

• Description and rationale - we know chronic medical, behavioral health, and social 
determinants of health problems impact our lives in ways that require various levels of care 
that are more cyclical in nature than linear; the services should align with the need in this way 
by having a revolving open door  

o Some patients need a bit more time spent in relationship building before they 
express their true needs to the case manager. They may have denied any issues with 
behavioral health at intake, but a month in, tell a case manager about how they have 
been struggling with depression.  

o Sometimes case managers are not aware that other agencies and providers are 
already supporting the patient with the needs and goals identified at intake. When 
case managers find out that there is already another organization providing housing 
support to the patient, for example, we can set a new goal with the patient.  

o Sometimes patients meet their goals early on in services. Maybe the case manager 
set a goal to get a patient connected to dental care and housing navigation but within 
2-3 weeks that goals are already accomplished. The case manager should return to 
re-assessing the patient’s needs and possible new goals to be set.   

o Sometimes, patients don't make progress along the goals initially set because they 
aren't at a stage of change to truly work towards those goals. For example, a patient 
may say they want to get connected to substance use disorder treatment, but not 
actually show readiness to follow through with the referrals provided. In these cases, 
it can also be necessary to go back to assessing for what new goals the patient may 
want the case managers’ support with. 
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THE CARE COORDINATION TEAM 

 
STAFFING 

 

An accurate staffing ratio is essential in providing effective and efficient care. There are many right 
ways to approach staffing; it is important to have a ratio that meets the utilization needs and lends 
itself to supportive supervision, monitoring, and ongoing training.  

 

A robust care coordination team might hold systematic care reviews monthly with members of the 
team present who need to be there, attend regular huddles, review patient registries, and track 
outcomes. 

 

 

 

 

This graphic is one example of how a care coordination team might be set up. Based on a 
population health approach to care, a number of patients in need would determine a staffing ratio 
like the one above. This staffing ratio can be scaled up or down according to the number of patients 
being served. Industry standard is a caseload of between 50-200 for one full time case manager. 

 

The Care Coordination teams who use the following guidelines in recruiting and hiring the team have 
successful outcomes. An effective case manager is persistent, flexible, organized, enjoys working 
collaboratively and is a strong patient advocate. As an essential member of a collaborative team, it is 
crucial that case managers be skilled in effective communication and collaboration. Not only is this 
skill in communication a necessity to be part of a successful care team, it is also a vital skill in order to 
build a functional therapeutic relationship with patients. In addition to communication, a case 
manager needs to be skilled at screening and assessment, communicating in-person and by phone, 
understanding and utilizing evidence-based practices to successfully care for patients with varying 
needs.  
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Minimum qualifications for case managers include a 
bachelor's level social work degree with 2 years field 
experience, graduate level social worker, associate 
level social worker, addiction counselor, and/or 
community health worker status.  

  

Minimum qualifications for clinical supervisors 
include Licensed Mental Health 
Counselor/Professional Counselor, Licensed 
Marriage and Family Therapist, Licensed Social 
Worker, Registered Nurse (BSN recommended), 
Nurse Practitioner, Licensed Psychologist, or 
Masters-level licensure candidate/trainee (CoCM 
Behavioral Health Care Manager: Sample Job 
Description, Typical Workload & Resource 
Requirements 2017). 

 

Additional team members may include behavioral health providers, nurses, medical providers, 
medical assistants, and peer navigators.  

 

TRAINING RECOMMENDATIONS  

 

Case managers and the care coordination teams will benefit from training on and monitoring of the 
following frameworks and best practices:  

Teams that select one or two frameworks and evidence-based practices (EBPs) to adopt avoid a 
common pitfall of too much variation. Many of EBPs have overlapping concepts and principles and 
by selecting 2-3, fidelity and tracking are more achievable. 

 

• Motivational Interviewing  
o Video examples of key MI skills  
o Core Motivational Interviewing Printable 

Handouts  
o Motivational Interviewing Digital Resources  

• Empathic Care Practices - include equity principles, 
explicit and implicit bias awareness, stigma reduction  

o Affirming Strengths & Possibilities for 
Resilience  

o The Empathy Effect: Countering Bias to 
Improve Health Outcomes, discussion  

Role of a Case Manager- “…to support 
and coordinate the healthcare and 
social needs of assigned patients. This 
includes identifying and engaging 
patients with services, initiating and 
providing treatment, tracking 
outcomes, and evaluating said 
outcomes and altering treatments 
accordingly. Other tasks under the 
scope of a case manager include 
caseload management, referrals to 
other services, treatment completion, 
relapse prevention, and participating in 
quality improvement efforts.” (Ratzliff, 
2013).  

 

Keep it Simple- Teams that 
select one or two frameworks 
and evidence-based practices 
(EBPs) to adopt avoid a common 
pitfall of too much variation. 
Many of EBPs have overlapping 
concepts and principles and by 
selecting 2-3, fidelity and 
tracking are more achievable. 

https://www.youtube.com/playlist?list=PLdG4B1VoxeyiTmp37GWyTfzAkQVne9iPW
https://www.rsourced.com/download/core-motivational-interviewing-printable-handouts/
https://www.rsourced.com/download/core-motivational-interviewing-printable-handouts/
https://www.rsourced.com/download/motivational-interviewing-digital-resources/
https://www.rsourced.com/download/affirming-strengths-possibilities-for-resilience/
https://www.rsourced.com/download/affirming-strengths-possibilities-for-resilience/
https://www.rsourced.com/resources/stigma/
https://www.rsourced.com/resources/stigma/
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o Empathic Communication in Healthcare Workbook   
o Empathy 101  
o Stigma 101 

• Healing Centered Engagement (also known as Trauma Informed Care)  
• Cognitive Behavioral Strategies, and other supportive counseling approaches, such as 

Dialectical Behavioral Therapy.  
• Serious Mental Illness, Assertive Community Treatment or Illness Management and Recovery 

(IMR)  
• Crisis Intervention   
• Social Determinants of Health  
• Common Conditions and Best Practices: Chronic Conditions, Co-occurring Diagnoses, 

Substance Use Disorders  
o Addictive Disorders 101 
o Addiction Stigma Resources  
o 12-step groups 101  
o MMAT curated resources  
o MMAT 101  

• Systematic Care Review Practices and Philosophy  
• High Performing team practices  
• Team Communications  
• Leading a Care Team  

o  IBH Leadership 101 
• Telehealth principles and practices   

o Empathetic Communication on the Phone  
o BH Telephone and Video Services – The Basics  

 

IMPLEMENTATION GUIDE: WHERE TO START 

 

This toolkit contains both broad and specific recommendations that serve as a guide for 
implementing a care coordination line of service with case management as a core service. Many of 
the frameworks, models, and best practice interventions mentioned above have overlapping 
qualities and therefore it’s less important to carefully select the “right” approaches and more 
important to select any one of specific evidence-based approaches and adhere to them. Below is a 
step-by-step guide of what needs to be in place in order to implement a program: 

 

SELECT FRAMEWORKS  

• Housing First 

o ensures alignment with community values 

o when implemented alongside the other recommendations, the issue of clients being 
housed without any assessment of sustainability is accounted for 

 

https://www.rsourced.com/download/empathic-communication-in-healthcare-work-book/
https://www.rsourced.com/download/empathy-101/
https://www.rsourced.com/download/stigma-101/
https://store.samhsa.gov/product/Assertive-Community-Treatment-ACT-Evidence-Based-Practices-EBP-KIT/SMA08-4344
https://store.samhsa.gov/product/Illness-Management-and-Recovery-Evidence-Based-Practices-EBP-KIT/SMA09-4462
https://store.samhsa.gov/product/Illness-Management-and-Recovery-Evidence-Based-Practices-EBP-KIT/SMA09-4462
https://www.rsourced.com/download/addictive-disorders-101/
https://www.rsourced.com/download/addiction-stigma-resources-2/
https://www.rsourced.com/download/12-step-groups-101/
https://www.rsourced.com/download/mmat-curated-resources-with-links/
https://www.rsourced.com/download/mmat-101-2/
http://www.dynamic-governance.org/
http://www.dynamic-governance.org/
https://www.rsourced.com/download/ibh-leadership-101/
https://www.rsourced.com/download/empathetic-communication-on-the-phone/
https://www.rsourced.com/download/bh-telephone-and-video-services-the-basics/
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• Quadruple Aim 

o allows high-level attention on the four domains that ensure high quality care delivery 

 

SELECT MODELS 

• Trauma Informed Care 

• Motivational Interviewing 

o this is a common model that aligns with other community initiatives, is one that many 
care providers are familiar with and are practicing, and there are ample training 
resources available  

 

SELECT INTERVENTIONS 

• Outreach 

o when adhering to the above frameworks and models, outreach interventions are 
associated with high levels of engagement 

• Assessment 

o depending on the quality metrics, a selection of validated screening tools and acuity 
scoring will support accurate assessment data 

• Goal Setting 

o when adhering to the above frameworks and models, goal setting in partnership with 
clients is associated with positive health outcomes 

• Evidence-Based-Practices (EBPs) 

o see section below for recommended EBPs 

• Assess progress until close of services 

o ensuring a mechanism for closing services allows for client self-determination and 
agency as well as ensures access sustainability for new clients to enter the program 

 

SELECT EVIDENCE-BASED-PRACTICES 

• SMART goal setting  

o associated with measurable and achievable goals which increase experience of self-
efficacy  

• Motivational Interviewing 
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o MI is both a model and a practice and is associated with sustained behavior change 
across populations including clients experiencing substance use disorder (SUD) 

• Cognitive Behavioral Therapy (CBT) 

o there are many sub-practices rooted in CBT which are associated with improvement 
in mood and functioning 

• All of these EBPs are included in approved billing practices which will become relevant as 
the state of California revises its policies on enhanced care management  

 

SELECT VALIDATED SCREENING TOOLS 

• PRAPARE 

o widely used screening tool for social determinant of health domains 

• VI SPDAT 

o aligns with community infrastructure and supports standardized method of housing 
prioritization and fit 

o includes medical vulnerability  

• PROMIS 

o functional assessment is a proxy measure for all other improvement and is often not 
included or undervalued as a data point 

o this tool is brief and the data is self-administered  

▪ research indicates that a person’s own assessment of their health correlates 
with health outcomes 

• Patient Stress Questionnaire (PSQ), including CAGE-AID 

o includes collection of mood data in the following clinical areas 

▪ depressive disorder including suicide risk 

▪ anxiety disorder 

▪ trauma indicators impacting mood and functioning 

▪ SUD risk 

• Zero Suicide 

o if suicide risk is indicated in the PSQ, standardized screening and intervention will 
follow 

• Add population-specific screening tools as indicated, i.e. Brief Addiction Monitor (BAM) for 
clients engaged in opioid use medical treatment 
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o during the assessment phase, the case manager will identify where other screening 
and intervention is occurring and will not duplicate services that are already being 
provided 

• Net Promoter 

o this screening tool is extremely brief and is a validated measure of client satisfaction 
and by proxy, engagement  

• PROQOL 

o measures care provider satisfaction and retention domains that are particularly 
associated with case management roles  

 

SELECT QUALITY METRICS 

• Social Determinants of Health - track PRAPARE score 

• Medical vulnerability- track utilization of Emergency Department, inpatient hospital, specialty, 
and primary care 

• Behavioral Health - track Patient Stress Questionnaire for both mental health and SUD risk 
and improvement 

o Combine these domains to track acuity, or track these using IT support to identify 
acuity 

• Care Coordination Team frequency and mode of touches 

• Engagement and satisfaction- track both care provider and client engagement and 
satisfaction using Net Promoter and PROQOL 

 

SELECT AND DESIGN WORKFLOWS 

• See service delivery section for high-level workflow guidance 

• Additional workflows will be designed and implemented by the care coordination pilot team 

 

SELECT CARE COORDINATION TEAM  

• Recruit, hire, and train staff according to fit/match with the elements of the model 

o see staffing section for details on scope and role 
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SUSTAINABILITY 

 
PRACTICE SUSTAINABILITY  

 

This toolkit’s recommendations are designed to work 
as a comprehensive model of care, with interventions 
at the intersections of health and standardized 
processes designed to measure outcomes, adjust care 
plans, and continuously engage patients in achieving 
their health and housing goals.  

 

Model fidelity describes the extent to which the model is used as designed in order to match what 
the research has shown to be effective.  All of the frameworks and best practices outlined in this 
document require ongoing monitoring and training to ensure they remain valid. Commitment to 
fidelity supports objective and thorough evaluation of the efficacy of the model which will allow for 
targeted adjustments to be made as needed. Process monitoring using best practices like systematic 
care reviews, plan-do-study-act (PDSA) cycles, and regular review of outcomes will reveal gaps in 
the program as it is operationalized and provide targeted areas to apply process improvement 
practices (Lean Six Sigma/Model for Improvement). Embedding this practice improvement approach 
from the beginning will support a culture of learning and flexibility in team members. These 
monitoring approaches can be applied to the larger frameworks like the Quadruple Aim as well as 
more granular practices such as Cognitive Behavioral Therapy interventions.    

 

The case management line of service will serve as a sustainable model to scale if it is aligned with 
other community health center strategic plan initiatives.  The sustainability of the program is 
dependent on engaged leadership who will recognize and respond to gaps, adhere to model fidelity, 
and invest in design and implementation planning with future scalability in mind. When it comes to 
Behavioral Health services, research indicates that integration as opposed to co-location is the most 
effective outcome when new lines of service are added to a primary care setting. The same principle 
applies to Care Coordination and case management. The treatment domain is expanding from 
medical alone to Behavioral Health needs and social determinants of health needs, and the more 
integrated the model of care, the more the patient experiences ease of access to services.     

 

 

“Lack of implementation fidelity can 
weaken outcomes, leading to faulty 
conclusions about intervention 
effectiveness” (Breitenstein et al., 
2010). 
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FINANCIAL SUSTAINABILITY  

 

Perhaps the greatest hindrance to broader adoption and widespread scaling of case management 
services within primary care settings is the lack of a comprehensive, direct reimbursement for the 
service.  Health care continues to be largely financed through fee-for -service payment systems, 
driving organizations to develop clinical models around payment structures. This means that 
although social determinants of health, health behaviors, and behavioral health like mental health 
conditions or substance use conditions account for over 60% of health care outcomes, our health 
care systems are still heavily lopsided with medical provider interventions. While case management 
departments are designed to address these factors that most impact health outcomes, without 
sustainable financing models, they will continue to be vulnerable to the availability of grants, 
stopping short of true integration into the continuum and variety of core services within an integrated 
system.  

 

CHANGE IS UNDERWAY 

 

Value-based payment systems such as criteria-based case rates, where providers are paid for 
performance rather than straight service delivery, are most certainly here to stay, and will likely 
continue to grow to be a part of stable financing for care coordination in the long term. Population 
specific funding streams, such as those for complex care, medication assisted treatment or trauma 
informed care can all be maximized by building in case management services, specific to the 
population served. This has the added benefit of developing a workforce trained as generalist case 
managers, and also developing specialized areas of expertise.  As the State of California’s 
Department of Health Care Services further explores the implementation of value-based payment 
models, and continues to contemplate the Centers for Medicare & Medicaid Services’ waiver 
programs, there may be opportunities for reimbursable case management service delivery in the 
community settings. In the meantime, we hope clinics can integrate these vital services into their care 
models. 

 

Lastly, and most importantly, there must be a shift in how we think of case management: from an 
extra, auxiliary service, to a core service for a specific population of patients. We do not question the 
necessity or cost of medical assistants as a part of primary care; instead we accept they are a 
necessary (and unbillable) expense in order to extend a physician’s ability to care for more patients 
than they could alone. Case managers too can be thought of in this way, in that they can expand the 
ability of physicians, hospitals, behavioral health clinicians or skilled nursing facilities’ ability to care 
for a higher number of complex patients. We will need concurrent advancement of both tracks, 
sustainable reimbursement as well as changes in traditional thinking about health care teams, that 
will support the sustainable scaling of case managers across the health care landscape.  
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APPENDIX 

 
KEY TERMS 

 
Patients - people who participate as consumers of the service   

Care Coordination - the overarching term for all interventions executed by supervisors, case 
managers, care coordinators, peer navigators, community health workers, housing navigators, and 
any other member of the Care Coordination Team. Care coordination is a collaborative process of 
assessment, planning, facilitation, care coordination, evaluation and advocacy for options and 
services to meet an individual’s and family’s comprehensive health needs through communication 
and available resources to promote patient safety, quality of care, and cost-effective outcomes.  

Case Manager- the provider who is responsible for the outreach, relationship forming, interventions, 
and outcome tracking in partnership with the patient   

Behavioral Health - encompasses mental health and substance use disorder (SUD) needs, as well as 
health behaviors  

Social Determinants of Health (SDOH) - social and environmental needs that fall outside physical 
and behavioral health that impact overall health and housing  

Providers - depending on context, can refer to organizations; can also refer to direct service 
providers such as case managers and other members of the team   

Recovery - mental health and substance use disorder ...gaining and retaining hope, understanding of 
one’s abilities and challenges, engagement in day to day activities that lend to health and wellbeing, 
maintaining personal autonomy & social identity, having a sense of purpose in life, and embracing a 
positive sense of self  

Interventions - synonymous with supports and services; includes data collection, assessment, 
advocacy, and evidence-based practices   

Care Plan - the tool created by the patient and the case manager in partnership that captures the 
individual needs, goals and acuity (the level to which the needs are negatively impacting health and 
functioning)   
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CASE MANAGEMENT FRAMEWORKS, INTERVENTIONS, SKILL-SET RECOMMENDATIONS  
 

What follows is a brief overview of several best practices, both models and interventions, that the 
Care Coordination Team might adopt. Many of the concepts and features overlap so it is 
recommended that the team choose a small number to which they adhere. Some of the best 
practices require specific roles and scopes and that information is found upon a deeper dive into 
each topic. One reason these particular examples were chosen to highlight is that they have large 
bodies of research as well as resources and materials that are easily accessible online or through 
professional training institutions.   

 

Some of the language in these examples refers to other Behavioral Health roles such as therapists. 
These approaches may be used if the case manager is trained in a Behavioral Health field and/or 
may be applied if the team is integrated with the Behavioral Health line of service.  

 

MOTIVATIONAL INTERVIEWING 

 

Motivational Interviewing (MI) refers to the therapeutic approach developed by psychologists William 
Miller and Stephen Rollnick in 1983. They defined Motivational Interviewing as “a collaborative, 
person-centered form of guiding to elicit and strengthen motivation for change”. It is based on the 
trans-theoretical conceptual model of the stages of change and affirms that change is not a straight 
line, but instead a circular progression.   

  

Motivational Interviewing was originally created for use in treatment of those with addictive 
disorders, but is now used in a wide variety of settings. Since its main goal is to elicit behavior change 
it has proven to be successful for weight management, medication adherence, exercise, smoking 
cessation, mental health conditions, and chronic diseases. Motivational Interviewing has also been 
heavily researched, making it an evidenced-based practice for many years. A large Meta-analysis 
from 2005 (MARMITE) has also demonstrated strong evidence for its effectiveness in treatment, 
retention, and adherence.   

  

In specifically considering the application of Motivational Interviewing as a therapeutic intervention, it 
is important to note that it is highly collaborative and person centered. It is characterized by the 
clinician’s skilled empathy conveyance, lack of judgment, and related acceptance of the patient’s 
decisions. The therapist elicits, respects, and prioritizes the patient’s beliefs, perceptions, 
preferences, and reinforces the patient’s autonomy and choice.   

 

https://motivationalinterviewing.org/meta-analysis-research-motivational-interviewing-treatment-effectiveness-marmite
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Fundamental Skills and Techniques of Motivational Interviewing  

  

Ask open-ended questions. Open-ended questions elicit what is important to the patient, what their 
beliefs are, what they think would be helpful to them, and what they have tried before in regards to 
changing their behavior. In contrast with close-ended questions, which tend to force a patient into a 
particular answer, open ended questions call the patient to explore and reflect on their cognitions 
and behavior. In considering Motivational Interviewing specifically, open-ended questions serve three 
main purposes. They increase the amount of accurate and meaningful information shared in sessions, 
increase a patient’s engagement in therapy, and increase a patient’s activation to change their 
behavior.   

  

Affirm the patient’s strengths, values, aspirations, and positive qualities. Clinicians should actively look 
and listen for the patient’s strengths, values, aspirations, and positive qualities and reflect them back 
to the patient in an affirming manner. For example, if a patient states that they are afraid because 
they are “always angry and yelling at their children” and they worry that this may hurt their 
relationship with them, the therapist might tell the patient that this actually indicates that they really 
value their relationship with their children, which is a great quality to have, instead of just focusing on 
fixing the anger and yelling.   

  

Reflectively listen. Instead of relying solely on asking questions, in Motivational Interviewing the 
therapist typically responds to patients with reflective statements that encourage or guide the 
patient to continue talking. For example, a therapist might reflect, “it was so frustrating for you to 
relapse again”. This encourages the patient to continue talking about the relapse. Reflective listening 
should use exact words. Research indicates that patients feel more listened to when their therapist 
uses a few of their exact words, along with other simple non-judgmental statements or more 
complex reflections about the underlying meaning or feelings that a patient expressed. By doing this, 
the therapist is in a sense” checking” to make sure they are following the patient, hearing them, and 
understanding them correctly. Reflective listening allows the patient to turn their focus internally on 
themselves and to reflect on their own strengths and resources, as opposed to listening to the 
therapist’s expertise or reactions.   

  

Elicit “change talk”. This refers to the therapist eliciting self-motivational statements from the patient, 
instead of just giving motivational statements to the patient. For example, the clinician may ask, 
“What are your hopes for your pregnancy?” as opposed to “Now that you're pregnant, it is important 
to quit smoking”. Eliciting “change talk” frequently happens in response to a patient’s statement. For 
example, if a patient says “I am not interested in quitting. I only smoke 6 cigarettes a day anyways”, 
the therapist might respond by saying “Tell me more about the decision to only smoke 6”. This elicits 
change talk by implying the patient’s motivation is to keep their nicotine use low. Moreover, as 
Rollnick and Miller said, patients talk themselves into and out of change!   

  

Resolve ambivalence. Ambivalence is normal - all people have mixed feelings about changing their 
behavior. Working to resolve ambivalence helps the patient move forward into actively changing 
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their behavior. To do this, a clinician may help the patient identify the pros and cons of their behavior 
change and reflect both sides of ambivalence back to them in order to help them obtain clarity on 
their own internal conflict about change.   

  

Skillfully convey empathy. Practitioners should always make a genuine effort to understand the 
patient’s perspective and convey that understanding to the patient. As Carl Rogers said in 1962 
“When the patient’s world is clear to the counselor... [the counselor] can also voice meanings in the 
patient’s experience of which the patient is scarcely aware...” He referred to this “highly sensitive” 
empathy on the part of the therapist as instrumental to getting a patient closer to him or herself. It 
allows them to learn, change, and develop. A plethora of research demonstrates that behavior 
change only happens in the context of a patient feeling empathy from the helper and that insufficient 
empathy can cause patients to engage in more problematic behavior patterns.   

  

Develop discrepancy. This is the act of listening for or employing strategies that facilitate the patient’s 
identification of discrepancies between a particular behavior or situation, and their goals and/or 
values. For example, reflecting back to the patient that they really value the  

relationship with their children (affirming) and that they disclosed that they spend little time with 
them in part due to their alcohol use (reflective listening) and then helping them to examine the 
discrepancies between their values and current behavior.   

 

Roll with resistance. Avoid argumentation, in any form and at all costs, but try to elicit “resistance talk”. 
Argumentation involves disagreeing with a patient’s appraisal or responding to a statement with 
conflicting information in order to “prove” them wrong. However, “rolling with resistance” refers to the 
therapist’s ability to recognize resistance and instead, use techniques such as empathy conveyance, 
affirmation, and reflective listening to elicit change. Still, a clinician may try more direct ways of 
eliciting “resistance talk” or “sustaining talk” (such as talking about the benefits of continuing their 
current behavior, reasons why it isn’t possible or desirable to change, etc.) by explicitly asking 
patients to identify benefits of their continued substance use, or other behavior and/or how their 
problematic behavior is helpful to them.  

  

For some great demonstrations of each of these skills, check out EM Consulting’s Youtube channel 
here. You can also find additional motivational interviewing resources, such as print outs of the core 
skills, and additional digital resources, on Rsourced.   

 

 

 

 

 

https://www.youtube.com/playlist?list=PLdG4B1VoxeyiTmp37GWyTfzAkQVne9iPW
https://www.rsourced.com/resources/motivational-interviewing/
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COGNITIVE BEHAVIORAL THERAPY   

  

Cognitive Behavior Therapy (CBT) is a type of psychotherapeutic treatment that rests on the principle 
that although we may not be able to change events, people, the past, the future, or even ourselves 
sometimes, we can change our appraisal or thinking about these things, and thus, impact our feelings 
and subsequent behavior. CBT first began to develop in the 1950s, with the work and writing of Albert 
Ellis. His early version of CBT was called Rational Emotive Therapy (RET) and was borne out of Ellis’ 
frustration with traditional psychoanalytic techniques, which he saw as largely indirect and 
ineffective. In the last decade, CBT has become increasingly popular and research has shown that it 
is equally, if not more, effective than medication in treating everything from depression to chronic 
pain. In fact, it has been used to treat a wide range of disorders including phobias, addictions, 
depression, and anxiety as well as general low self-esteem, stress, resentments, complicated grief or 
other conditions involving faulty cognitive patterns.   

  

It should be noted that while CBT is incredibly well researched and demonstrates very good 
effectiveness, this might be due to the ease of studying CBT, as it is usually focused on specific 
behavioral outcomes.  

  

Fundamental Skills and Techniques of CBT   

 

Collaboration, genuineness, and the relationship foundation between the case manager and the patient.  

  

Elicit information from the patient about their beliefs and what they think will be helpful to them. In CBT 
one of the first steps is assessing whether the patient actually thinks their thinking patterns are 
problematic. For example, many patients who have General Anxiety Disorder (GAD), or subthreshold 
diagnosis, worry so much that it impairs their social, emotional, functioning and their overall health 
but do not believe that the worrying itself is causing the problems. They might believe that their 
worrying is actually a protective factor or that it helps them “prepare” for something else that is 
coming. Because of this, they think that they “need” to worry. While CBT would likely be helpful for 
this patent, it would be unless the patient had a sense that their worrying, or their thinking patterns, 
was problematic. Many times, clinicians will need to use motivational interviewing or a similar 
technique to help patients come to a better understanding of their cognitions and elicit motivation to 
change them, before employing CBT.   

  

Assess cognitive distortions. This is sometimes known as the” functional analysis” and helps the patient 
learn how their thoughts, feelings, and situations contribute to maladaptive behaviors. It is important 
for the clinician to elicit insights from patients about their own thoughts and thought patterns. This is 
highly collaborative and involves the therapist guiding the patient to examine their thinking and 
identify their most common thinking errors.   
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Elicit “cognitive correctives”. This involves the therapist asking the patient what might have been a 
better or more helpful thought to replace their faulty thought. As with all interventions, it is best for 
the patient to come up with their “cognitive correctives” on their own. However, if the therapist finds 
that the patient is struggling to do this, they may provide some CBT text or handout that gives some 
examples.   

  

Set goals for new thoughts and behaviors. The therapist should work to elicit information from patients 
about what they would like to practice outside of the therapy. It is important to remember that the 
therapist should be careful not to give advice or suggestions about this, as patients who set their own 
goals are much more likely to succeed at them. However, the therapist can “whittle down” goals to 
make them appropriately achievable, as patients will often set goals that are too high. Breaking them 
into steps can be a good way to improve the likelihood of successful outcomes and give the patient 
something that they feel highly confident they can achieve.   

 

DIALECTICAL BEHAVIORAL THERAPY  

  

Dialectical Behavioral Therapy (DBT) is a modified form of Cognitive Behavioral Therapy (CBT) that 
was developed by Dr. Marsha Linehan at the University of Washington in the late 1980’s for treating 
those with Borderline Personality Disorder (BPD) and chronically suicidal or other self-harm 
behaviors. Although there is limited research about its effectiveness for treating other conditions, 
DBT has also been used to treat mood disorders, substance abuse disorders, and even those with 
traumatic brain injuries. DBT was founded on the principles of increasing mindfulness, interpersonal 
effectiveness and emotional regulation and tolerance, through a combination of individual and group 
therapy sessions. Because patients are expected to attend weekly individual sessions and weekly 
group therapy sessions, DBT is considered to be somewhat time intensive, taking about a year of 
commitment from the patient in order to show substantial progress.   

 

Fundamental Skills and Techniques for DBT   

  

Develop and maintain a successful therapeutic alliance. While a strong therapeutic alliance is the 
foundation of any effective therapeutic interventions, it is specifically important in DBT. Patients with 
BPD and/or chronically suicidal behaviors are thought to have histories of poor attachment to their 
primary caregivers, which results in maladaptive relational patterns that disrupt therapy’s 
effectiveness. Because of this, the therapeutic alliance in DBT needs to be consistently attended to. 
The patients must see their therapist as an “ally” who provides a climate of unconditional acceptance. 
This can be particularly complex as the therapist must concurrently establish and maintain clear 
boundaries in order to prevent the patient from repeating self-defeating interpersonal patterns in 
their therapeutic relationship. Therapists should consider inviting discussions about this early on in 
the therapeutic relationship. They should discuss what the patient might do if the therapist is not 
available when the patient feels an urgent need to see/talk to the therapist, how phone calls will be 
handled, and other situations where the patient’s perceived need is more than what the 
organization’s or therapist’s capacity allows. Maintaining the therapeutic relationship while identifying 
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limits and boundaries takes specific skills, but typically, therapists grow in their abilities to do this over 
time and with experience. New therapists, and even experienced ones, often utilize colleagues and 
supervisors for consultation and support when establishing and maintaining boundaries during 
treatment with patients who have personality disorder characteristics.   

  

Teach and model mindfulness. Teaching mindfulness is considered to be the foundational skill of DBT. 
Mindfulness is defined as “the practice of cultivating awareness and paying attention to the present 
moment without judgment or fear”. It is based on the idea that strong emotions only exist fleetingly in 
the present. By cultivating the ability to stay in the present and focus on these emotions, the patient 
is able to build effective tolerance and develop the ability to tolerate uncomfortable emotions 
without self-harm (or harm to others). Perhaps more than any other skill, the therapist should also be 
personally well versed in mindfulness. This better prepares the clinician to teach the skill effectively 
and elicit motivation in their patients to learn the skill as a way of facilitating growth and development 
in the future.   

  

Teach and model interpersonal effectiveness. Therapists should work to elicit motivation from their 
patients to increase their interpersonal skills and encourage them to model the newly learned skills 
in sessions. The content of interpersonal skill training is focused on building effective communication 
techniques that increase one’s level of assertiveness and neutralizing interpersonal conflict. 
Enhancing a patient’s level of assertiveness helps them learn to ask for what they need or want 
without damaging their relationships. Teach distress tolerance. This refers to eliciting motivation from 
the patient to increase their distress tolerance. Distress tolerance training helps patients to accept, 
tolerate, and deal with stressful situations without reacting in maladaptive ways, such as harming 
relationships or themselves. Distress tolerance  

training often involves mindfulness, breathing, centering, and other physically oriented techniques.  

  

Teach and model emotional regulation. Emotional regulation training is related to, but also distinct 
from, distress tolerance training. Emotional regulation training is rooted in cognitive techniques, such 
as reflection, analysis, and future planning. It helps the patient to deal with negative emotions, 
increases their awareness of their present state of mind, and thereby gives them the skills to better 
tolerate unpleasant or scary emotions while increasing positive emotions. With this, the therapist 
works to elicit motivation from the patient to increase their emotional regulation and model these 
skills in sessions. By modeling the skills in session, the patient becomes more comfortable with using 
them and develops the ability to take them into relationships outside of therapy.  
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SEEKING SAFETY  

  

Seeking Safety is an evidenced-based counseling model used to help patients who have Post-
Traumatic Stress Disorder (PTSD) and/or a substance abuse condition. It was developed in 1992 by 
Lisa M. Najavits, PhD, at Harvard Medical School in response to research indicating that nearly 60% of 
those who had an addictive disorder also had PTSD.   

  

Although Seeking Safety was originally developed to treat 
patients who concurrently experienced PTSD and a 
substance abuse disorder, today, it is considered to be a 
highly flexible therapeutic model. Patients do not necessarily 
have to meet formal criteria for PTSD or substance abuse to 
partake in the therapy and it is used with both individuals and 
groups. Moreover, it has proven to be successfully 
implemented across many different patient populations, 
including adolescents, homeless individuals, those involved in 
the criminal justice system, those affected by domestic 
violence, those with severe mentally illness, veterans and 
military personnel, as well as people of many different 
ethnicities. More generally, Seeking Safety is used as a model 
to teach coping skills and is considered to be very “safe”, as it 
can even be used by clinicians who lack formal training.   

  

Seeking Safety is present-focused and does not ask the patient to specifically share about their past 
trauma. It focuses on coping skills and psycho-education to empower patients by giving them 
practical tools to use in their daily lives. Seeking Safety uses five key principles:   

  

1. Safety is the overarching goal (helping patients attain safety in their relationships, thinking, 
behavior, and emotions)   

2. Integrated treatment (working on both PTSD and substance abuse issues at the same time)   

3. A focus on ideals to counteracting the loss of ideals in both PTSD and substance abuse  

4. Work in four content areas: cognitive, behavioral, interpersonal, and case management   

5. Attention to the clinician’s processes (helping clinicians work on counter-transference, self-
care, and other issues)   

 

Seeking Safety offers 25 topics that can be addressed: Introduction/Case Management, Safety, 
PTSD: Taking Back Your Power, When Substances Control You, Honesty, Asking for Help, Setting 
Boundaries in Relationships, Getting Others to Support Your Recovery, Healthy Relationships, 
Community Resources, Compassion, Creating Meaning, Discovery, Integrating the Split Self, 
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Recovery Thinking, Taking Good Care of Yourself, Commitment, Respecting Your Time, Coping with 
Triggers, Self-Nurturing, Red and Green Flags, Detaching from Emotional Pain (Grounding). Life 
Choices, and Termination. These can be addressed in any order and include as few or many as time 
allows and are outlined extensively in the Seeking Safety manual (purchased here). The manual also 
includes materials, handouts, and other tools for the therapist.   

  

Fundamental Skills and Techniques of Seeking Safety   

  

The therapeutic alliance. As in previous sections of this manual, the therapeutic alliance is the 
foundation for a clinician using the Seeking Safety model (Establishing an Effective Therapeutic 
Alliance).   

 

Provide psycho-educational information. Providing psycho-educational information during therapy is 
necessary for the patient to begin considering their thoughts, behaviors, and environment. However, 
there is an important difference between providing information and giving advice. Giving advice 
should always be diligently avoided. Instead, use the “Ask, Ask, Tell, Ask” (AATA) technique - Ask 
what the patient already knows about the subject, ask for permission to give them any missing or 
corrective information, tell them the information using third person pronouns, and ask the patient 
what their thoughts are on that information. As a general rule of thumb, patients should always talk 
more than the therapist, both in psycho-educational groups and individual sessions.   

 

Self-reflection and insight. The ability to identify counter-transference and more generally, to self-
reflect, without judgment, on one’s own history and discern how it impacts one’s therapeutic work, is 
imperative for any therapist. It is also a key principle of the Seeking Safety model. More broadly, self-
care and wellness are largely dependent on a therapist’s ability to self-assess.   

 

PROBLEM SOLVING THERAPY  

  

Problem Solving Therapy (PST) is a brief focused therapeutic treatment used to intervene on those 
who have engaged in self-harm and presented in the emergency room. It was initially developed in 
New Zealand by Thomas D’Zurilla and Marvin Godfried in 1971 in response to observations of patients 
who had depressive symptoms and were at higher risk of suicide. They found that these patients had 
patterns of negative cognitions about the problems in their lives  

and their ability to solve them. The patients saw their problems as a threat to their wellbeing, blamed 
themselves for what they were experiencing, and lacked the self-confidence to attempt to solve 
them effectively. Patients with these thinking patterns tended to see their problems as unsolvable 
and either avoided them completely or put the responsibility on others to solve the problems for 
them.   

  

http://www.treatment-innovations.org/about-us.html
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Problem Solving Therapy is a collaborative approach to assist patients with effectively solving the life 
problems they are experiencing. It aims to address the patient’s negative cognitive patterns, much 
like CBT, and build their problem-solving skills. The behavioral health clinician may focus the 
intervention on one particular problem, but the problem-solving skills learned through PST can be 
applied to other problems the patient may have currently or in the future. Specific interventions 
include psycho-education, interactive problem-solving exercises, and motivational homework 
assignments.   

  

There are 7 steps in PST as shown in the graphic below. 

Beyond its use for treating depressive disorders and suicidal ideation, PST has been shown to be 
effective for a wide range of behavioral health issues, including anxiety, relationship difficulties, 
certain personality disorders, and emotional distress related to medical difficulties.  

  

BEHAVIORAL ACTIVATION  

  

Behavioral Activation (BA) is considered to be a component of Cognitive Behavioral Therapy (CBT) 
but can also be used as a stand-alone intervention. The theory holds that insufficient environmental 
reinforcement or too much environmental punishment contributes to depression and other 
behavioral health conditions. The goal of Behavioral Activation, therefore, is to increase one’s 
environmental reinforcement. While most cognitive therapies focus on changing thinking patterns as 
the way to change behaviors and affective states, BA focuses on changing behaviors as the way to 
change thinking and affective states. BA has been shown to be effective with those experiencing 
both depressive and anxiety states and symptoms.   

 

The BA model proposes that life events, such as trauma or loss, biological predispositions to 
depression, or the daily hassles of life, lead to an individual’s experience of low levels of positive 
reinforcement. When patients feel sad and no longer find pleasure in things they used to, they tend 
to decrease their activity levels, avoiding social and occupational activity, as well as other pleasure 
producing actions. They “shut down” and may choose to cope by oversleeping, overeating, using 
nicotine, alcohol or drugs, which reduce the severity of the difficult feelings in the short-term but 
actually increase depressive symptoms and compound their problems in the long-term.   
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Therefore, BA seeks to intervene in this cycle through behavior changes that work from the “outside 
in”. Therapists help patients to set behavior goals and schedule activities in order to facilitate positive 
reinforcement. BA specifically addresses avoidance and inertia through structured sessions that 
include assignments and outside of session tasks. An example of this type of assignment might be a 
worksheet where patients list 3 activities they used to enjoy and 3 responsibilities they need to take 
care of. The patient sets a small, manageable, goal of engaging in one of each of the activities before 
the next therapy session and then scales or rates their depression, pleasant feelings, and sense of 
achievement before and after doing each of the activities. BA typically takes place over several 
sessions and progressively ranks activities according to their level of difficulty. Therapists assist 
patients in moving up the ladder as they experience success with the easier, lower ranked, behaviors 
and eventually build the confidence to achieve success with the higher ranked, more difficult, 
activities.   

  

CRISIS INTERVENTION  

  

Crisis intervention can be defined as the emergency psychological care provided to an individual 
who is in a crisis situation with the goal of restoring their emotional equilibrium as quickly as possible. 
Crisis intervention, by definition, is a temporary and immediate intervention, solely for the purpose of 
bringing an individual back to their normal level of functioning.   

  

Crisis situations can range from encountering someone who is acutely suicidal or homicidal (or 
otherwise poses an immediate grave danger to themselves or others) to a patient who is disclosing 
some sort of child abuse (especially when the danger of immediate harm is high). A crisis situation 
could involve domestic violence (particularly when the perpetrator is in the building and the patient 
wants immediate assistance with leaving) or a situation where a patient is experiencing acute trauma 
symptoms, such as flooding, or a mental health crisis, such as disassociation.   

 

How someone evaluates a crisis situation is the product of a complex combination of his or her 
external and internal circumstances. It involves their current environment, their state of mind, their 
individual history, skills, confidence, experience, training, beliefs, affective tolerance, and personality, 
and their appraisal of their environment given all of these factors. For example, a primary care 
provider may report a “crisis situation” after a patient reports “wanting to die”, regardless of the actual 
clinical acuity. Likewise, a receptionist may call the behavioral health clinician after witnessing a 
patient talking to themselves in the waiting room, even if there are no apparent signs of danger.   

  

Whatever the circumstance may be, because behavioral health providers are usually among the 
most skilled communicators in an organization or clinic, they are often called upon to intervene in 
crisis situations, apart from their normal patient care duties. While different organizations have 
different policies and protocols about a provider’s involvement in these matters, behavioral health 
clinicians usually assume the role of the resident “expert” in de-escalation, mandated reporting, 
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assessments of suicidality, and the like. For this reason, it is important for behavioral health clinicians 
to be well versed in the skills and techniques of crisis intervention.   

 

Fundamental Skills and Techniques for Crisis Intervention  

  

Self-managing your emotions, countertransference, and other reactions. The first task for a behavioral 
health clinician who is being called into a crisis situation is to manage their own feelings. Outcomes of 
intervention are dependent on the clinician’s ability to successfully identify and manage their own 
feelings of fear, anger, anxiety or sometimes shame from childhood. It is important for the clinician to 
be well aware of their emotional triggers, or the situations and circumstances that bring up strong 
feelings in themselves. For example, a male patient who is yelling could trigger strong feelings of 
anger or fear, or a child first disclosing sexual abuse could trigger grief, anger, or shame. When 
clinicians are aware of their own personal histories and how they impact their reactions in different 
situations they can be more effective at managing their breathing, body language, and feelings 
during a crisis.   

  

Rapidly assess the crisis situation for immediate safety concerns. Regardless of the type of crisis, a 
rapid assessment should be completed to evaluate everyone’s immediate safety. In cases of 
mandated reporting, when the perpetrator has access to the victims, the assessment is both one of 
the dangers of the perpetrator as well as the protective factors of the victim. For example, the access 
the perpetrator has to the victim, as well as how able the parent or guardian (or child, depending on 
age) is to provide protection. As with all assessments, accuracy is dependent on the information that 
is elicited, meaning, the information that is gathered from the individual, their family, and any other 
staff involved - not judgments based on reactions to the situation.   

  

Validate and affirm how the person is feeling. Validating and affirming the feelings of the person 
involved demonstrates empathy and provides a relational sense of stability that can help restore 
someone to their normal level of functioning and aid in the development of a strong therapeutic 
alliance, even in the midst of a crisis. Without proper validation and affirmation, many crises worsen, 
as the parties involved develop a greater sense of urgency to have their concerns heard. With this, 
validation and affirmation can take on many forms. For example, validating the concern of a primary 
care provider who is urgently paging a clinician to come assess a suicidal patient might involve 
saying something like, “This can seem pretty scary sometimes. It’s actually great that the patient felt 
they could tell you”. This will not only model the skills that you would hope the primary care provider 
would be using with their patients, but it will calm the provider down and prompt them to share more 
meaningful information about the situation. For example, the primary care provider might respond by 
saying “yeah, it is scary because she had just told me her brother killed himself and then she said she 
wants to die too”. Still, it is important to note that affirming and validating are not the same as 
agreeing or fulfilling requests and demands. For  

example, if a parent is demanding that the clinic drug test their teenager, the provider can validate 
and affirm their concern in an empathetic way, but still follow the clinic’s protocol concerning this 
issue. In the end, validating and affirming are simply about purposefully and skillfully acknowledging 
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how people feel and making sure they feel “seen” and “heard”.   

  

Communicate with team members, including the patient’s family. Crisis intervention is a team sport. 
Whether the intervention is happening in an exam room or a waiting room, effective team 
communication is necessary in order to achieve successful outcomes. As soon as a clinician realizes 
that a crisis is at hand, they should take a moment to assess what sort of intervention is needed and 
communicate it to the team. This may involve stepping outside to let a receptionist know that they 
need to call the mobile crisis team or huddling with the primary care giver and nurse to make a quick 
decision about how to intervene on the first disclosure of sexual abuse by a patient. Clinicians should 
remember that the patient and their family members are part of the team, as well. It is important to 
make every effort to communicate with them as clearly and transparently as possible. This helps to 
increase trust and a sense of safety. For example, in the case of a first disclosure of sexual abuse, 
clinicians can, in addition to attending to the parent’s feelings, walk them through the next steps in 
reporting and answering any questions.  

 

CHRONIC DISEASE MANAGEMENT   

  

A chronic disease is a long-lasting condition that can be controlled but not cured. About half of all 
adults— 117 million people—have one or more chronic health conditions. However, this number is 
probably conservative, as it does not specifically include mental illness and addiction as stand-alone 
chronic diseases or consider that 7 out of 10 primary care population visits are related to chronic 
disease. The Center for Disease Control states:  

  

“Chronic disease is the leading cause of death and disability in the United States. It accounts for 70% 
of all deaths in the U.S., which is 1.7 million each year. Data from the World Health Organization show 
that chronic disease is also the major cause of premature death around the world even in places 
where infectious disease is rampant.”   

  

In addition to what are typically thought of as chronic diseases, mental health conditions and 
addictive disorders also commonly meet the definition of chronic disease. Many are long lasting and 
can be controlled, but not cured. The American Society of Addictive Medicine even defines addictive 
disorders as a chronic disease. Moreover, the interaction between mental health conditions (such as 
depressive and anxious disorders) and addictive disorders (such as substance abuse, food addiction, 
process addictions) is profound and complex, with research demonstrating that any one of these 
diseases seemingly worsens the other.   

  

Therefore, seeing patients with who have chronic disease is nothing new for mental health clinicians 
in any setting. However, for clinicians working in integrated settings, where the focus is on the whole-
health of patients, a more active role is placed in addressing chronic conditions.   



Toolkit for Case Management Implementation within a Primary Health Care Setting |  47 

 

 

Fundamental Skills and Techniques for Chronic Disease Intervention   

  

Assess and intervene based on the patient’s acceptance level. When a patient has chronic depression, 
PTSD, diabetes, chronic pain, or another chronic condition, it is important for clinicians to understand 
how high their acceptance level is, or how aware they are of their disease and the attention it 
requires. Acceptance in this sense does not correspond with agreeing or liking their condition, but 
rather with how they feel about it and relate to it. For example, whether a patient is resentful (low 
acceptance), does not believe they have a chronic condition (very low acceptance), or believes it can 
be “cured” and that they won’t have to manage it anymore (also low acceptance). Alternatively, those 
with higher acceptance are less angry, sad, and resentful. They generally believe that they have a 
condition that needs attention, but that it is manageable. Understanding a patient’s acceptance level 
is important, as those with low acceptance levels are rarely motivated to care for their condition. 
Assessing a patient’s acceptance level can be done skillfully with open-ended questions or a scale of 
1-10 - with 1 being “you have no peace with your chronic pain, you frequently feel very angry about it, 
or forget to do the things that help it” and 10 being “you feel at peace with your condition and feel 
very good about the daily or weekly activities you engage in to manage it”. When a patient’s 
acceptance level is very low, various strategies can be employed in order to increase it, from 
motivational interviewing, to CBT, PST and others intervention strategies found in this manual.   

  

Work as a member of a team, not just a solo practitioner. Electronic health records allow team 
members to see how their patients are managing their chronic diseases. Primary care providers can 
see a behavioral health clinician’s notes about whether a patient with schizophrenia is taking 
medications regularly, keeping appointments, continuing high levels of support with NAMI and 
family, and if their symptoms have stabilized. Likewise, behavioral health clinicians can see a primary 
care provider’s notes about whether a patient who is diabetic is coming in regularly, losing weight, 
and managing to keep their blood sugar under 7. Whether clinicians are using the Electronic Health 
Record or communicating verbally, working as a team ensures that each provider has a fuller picture 
of how their patient is doing in different areas, and therefore can tailor their interventions 
appropriately.   

  

Elicit the patient’s goals, beliefs, preferences, and strengths. Deciding on patient goals is fairly easy 
when it comes to chronic diseases, as there are often distinct markers for what is healthy and what is 
not. However, patient empowerment, activation, and motivation only truly come from the patients 
setting their own goals, in the context of their beliefs and preferences, and in accordance with their 
strengths. Asking open-ended questions, reflective listening, and affirming strengths are core 
techniques that can be used to elicit these goals in practice.   

 

Shape understandings and beliefs about the meaning of “chronic”. Assisting patients in gaining an 
understanding of, and increasing motivation for, lifelong self-management is critical to intervention 
around chronic disease. Many patients with chronic conditions have misunderstandings, or 
sometimes complete misconceptions, about their condition. They may not know they have a chronic 
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condition or they may believe that it can be cured and pursue extreme or unlivable treatments 
instead of developing sustainable, healthy, self-care habits. All of this leads to frequent relapses in 
self-care and a recurrence of symptoms. The goal is therefore to re-shape the patient’s perception of 
their disease and help them understand that it can be managed.   

 

Assist patients with health maintenance and relapse prevention. Research indicates that with most 
chronic diseases, the more relapses a person has, the more severe the relapses are, and the more 
apt they are to have relapses again in the future. Preventing relapse, then, becomes a primary goal of 
intervention with chronic disease patients. It involves practicing maintenance, identifying relapse 
warning signs, and developing relapse prevention plans. For example, it is not uncommon for a 
patient to believe that once they reach their goal weight or their blood sugar is controlled, they can 
stop their maintenance activities (taking insulin, exercising daily, etc.). However, clinicians should 
work to help the patient identify the signs that they are moving away from their self-management 
activities and heading towards relapse. They can then assist them with developing an action plan to 
intervene on themselves, before a relapse occurs.   

  

Help patients make healthy behavior changes to support the management of their condition. The 
behavior changes needed to live a full, healthy, life are different for every patient and based on their 
specific values, goals, and strengths. They might range from weight loss or yelling at their kids less 
often to smoking cessation or increased church attendance. All of these behavior changes have 
impacts on their health and each small, sustainable, change contributes to larger ongoing changes. 
Intervening to facilitate these changes with techniques such as Motivational Interviewing and CBT is 
one of the most common responsibilities of behavioral health clinicians who are working with 
patients who have chronic diseases.  

 

TELEHEALTH TIPS AND CONSIDERATIONS  

  

Professional Appearance   

 

How we appear while on telehealth platforms is crucial to setting the tone for our session. While it 
can be argued that dress codes, name tags, white coats and titles all enforce a patriarchal, 
hierarchical structure, they also are proxy indicators for competence, which inspires confidence in 
those we serve. It influences whether patients take recommendations to heart and can be partially 
responsible for initial improvements in symptoms after just one session. Additionally, the effort we 
put into how we appear is often interpreted as showing respect to our patients. It indicates that we 
think the person we are seeing and the service we are providing are important and valuable. To this 
end, when using a video telehealth platform:  

 

• Dress in accordance with your organization’s dress code. Present with the normal dress for 
the clinic setting.   
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• Test the camera to see how the background looks and adjust accordingly to convey a 
professional image. Consider lighting, a plain and tidy background (no stacked boxes, old 
movie posters, or untidy counters if you are at home), avoid showing things that would be 
distracting or call unneeded attention. Consider using a virtual background and plugging in a 
photo of your actual office or another therapeutically neutral image.   

• Use a headset and close doors to preserve confidentiality and minimize interruptions during 
the session.   

• Find a comfortable place to sit and work to avoid poor posture or straining to see the camera. 
Ergonomics are important for sustainably being able to work from home.   

 

Empathic Connection   

  

We are unable to listen and communicate skillfully when we are doing something else. While 
engaged in video sessions, avoid anything that could potentially distract attention away from the 
patient. In the clinic setting, we would leave our purse and our personal phone in the other room. We 
would look away from computer screens and never quickly check an email when listening to 
patients. We would not try to multitask by organizing papers or fumbling around with items on the 
table. Of course, this is easier said than done when working from home. To this end, consider the 
following:  

 

• Try hiding the view of yourself on the camera. Most video platforms have the option of hiding 
yourself from the display. Many people find this incredibly helpful for focusing on the patient 
during video sessions (and work meetings!). In the office, providers never have an option to 
see themselves during an in-person session. This facilitates the “forgetting of oneself” and 
allows one to enter deeply into listening and engaging with the patient. However, when we 
can see ourselves, our eyes are drawn to our own image, in some ways to “monitor” how we 
appear. Even intermittent looking at our own image can take us away mentally from our 
patients, makes it more likely that we will miss important facial cues, and generally leads us 
to substandard listening. If the platform being used doesn’t allow for removing the self-view 
(e.g., doxy.me), try replacing it with another picture of yourself.   

• Sit in a different place for sessions than for administrative work. Most of us have to look at our 
computers to do administrative work, so just sitting down at the computer and looking at the 
screen becomes a behavioral trigger for our minds to start running about all the work we 
need to do. This can spill over into our sessions with patients, even when we know it is time to 
be fully present with them, as our minds may keep trying to return to other work tasks. For 
this reason, it can be helpful to physically change places when it is time to start seeing 
patients. You don’t have to have a ton of space or rooms at home to make this work. Even just 
turning your chair to a different side of the table can help tremendously.   

• Develop new prompts and/or new rituals: Most of us have habitual behaviors we engage in 
when preparing ourselves for sessions with patients. Whether it is engaging in some positive 
self-talk, grabbing our favorite notebook, or drinking a glass of water, we engage in behaviors 
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to get us ready for our session. When we make a habitual behavior purposeful, with the intent 
of connecting to something larger or deeper than our normal “tasking” brain, this is a ritual. 
Many of our rituals are highly tied to our work environment, so now that our typical work 
environment has been removed while we are working from home, many of us have also lost 
our rituals. Taking the intentional time to develop new rituals that can be used in times of 
telehealth can be a helpful tool for grounding us before entering sessions with patients.  

 

Address the Challenges of Video Sessions   

  

Video sessions are, at least in most settings and in this capacity, new for all of us. There are many 
adjustments and barriers to troubleshoot, whether it is internet connections and hotspots, not having 
the appropriate technology, or difficulty with finding a private space. Often providers and patient’s 
alike feel as though they don’t have the tech-skills necessary to seamlessly log on and get through a 
video session while maintaining their composure. This adds to anxiety and feelings of inadequacy at 
both ends. Here are some helpful ideas on how to address the added difficulties brought about by 
video sessions:  

 

• Acknowledge and validate the “newness” of the method of service for patients. Initiate a 
conversation about the experience of using video sessions, eliciting any feelings around 
possible concerns, frustrations, or discomfort. A good way to start is by asking if the patient 
has previous experience with using video chat technologies, such as FaceTime or Skype. 
Then, elicit their opinions about their previous experiences, both the positive and the 
negative. It can also be helpful to name the seemingly abrupt change in the way services are 
provided by saying something like: “I know it is different for us to engage in 
therapy/counseling this way. It can feel pretty odd or unconventional. What are your 
thoughts, questions, or concerns about us using video chat to have our sessions?” It is also a 
good idea to check in at the end of the first few sessions to ask about how the experience 
has been for them, what can be done differently for the session to run smoother and how the 
experience can be improved.   

• Attend to privacy issues. Privacy is different from confidentiality. Privacy is modulated by how 
someone feels in regard to their own boundaries and comfort levels. Confidentiality is 
typically a legal definition of how information is shared and maintained. Although we may not 
be able to fix someone’s feelings of discomfort or lack of sufficient privacy, we can ask how 
they feel about it, acknowledge the challenges and try to problem solve to meet the patients’ 
privacy preferences when possible. For example, by asking them what they do feel 
comfortable talking about and when, or if there are any themes or issues they wouldn’t want 
someone to potentially overhear.   

• Vary your eye contact. In in-person conversations, eye contact is broken frequently. Even in 
conversations when we are deeply connected, our eye gaze shifts, but it happens naturally 
and unconsciously so we usually don’t realize it. For example, in sessions with patients, we 
look at them, they look at us, we look to the side in thought, they look down when they cry. It 
doesn’t interfere with our ability to listen empathically and it is one of the norms of in-person 
conversations. When we move to video, we tend to stop doing this. It is part of what 
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sometimes makes our Skype or FaceTime sessions feel odd – like a protracted staring 
contest! It is also one of the reasons why some people feel more nervous on video than in 
person – we feel like we can’t look away! However, in video sessions with patients this 
dynamic can be overcome by purposefully breaking eye contact to make the conversation 
feel more natural. We can still look up in thought, down in concentrations and to the side 
while we are looking for words. The patient will likewise mirror these behaviors 
unconsciously, helping the conversation feel more familiar and natural.   

• Lean into the patient’s home environment. Being able to see our patients in their homes is an 
amazing opportunity that most clinicians do not have on a daily basis in the clinic setting. If 
we pretend that it is “treatment as usual”, we miss an opportunity to enrich our understanding 
of our patients’ strengths, challenges and how their social/emotional environment impacts 
them. To this end, don’t miss opportunities to offer observations or to ask patients about their 
home environments while doing telehealth.   

• Acknowledge your own home environment when it makes sense. As clinicians, we never 
want to draw focus to ourselves. We want to present ourselves with a sense of neutrality and 
an appearance that inspires trust and confidence. However, in current work-from-home 
settings, if we don’t acknowledge our own home environment, it can feel a bit ingenuine. 
While a dog barking is much more innocuous than a parent’s alcoholism, for example, not 
acknowledging both can send the message that we are not going to talk about what is really 
happening. If our home life intrudes into our session in the form of a crying baby or if a patient 
notices a quilt on the wall behind us, we can just acknowledge, as a fellow human, the reality 
of where we are. For those of us who were trained to veer strictly away from self-disclosures, 
this can feel uncomfortable at first. But, when addressed tactfully, it can help us develop 
deeper, human to human, helping relationships with those we serve.   

• Avoid charting simultaneously during the session. Many of us who work in the clinic setting 
are used to doing some quick, simultaneous, charting during sessions, but this is more 
complicated when doing video-telehealth. Patients can’t see everything we are doing on the 
other side of the screen to know that we are simply jotting down some notes about the 
session. They may think we are answering someone else’s email, working on a personal 
project, or otherwise distracted from their session. It goes without saying that this can be 
incredibly damaging to the therapeutic relationship and intervention process. For these 
reasons, sparingly engage in simultaneous charting during video sessions. It is also not for 
beginners. Being able to type and actively listen is a skill that must be developed over time 
and even more challenging while navigating the new reality of video visits. With all that, it is 
important to mention to the patient if we are hoping to chart a bit during the beginning of the 
session and ask permission. We can say something like, “Would it be okay with you if I take 
some notes down about what you are saying during the first few minutes of our session? This 
is so I can make sure I remember the important things you say”. Remember, it is best practice 
to only chart down some initial information, not during the entire session, and to actively turn 
away from typing once the information has been noted – and certainly when patients are 
sharing strong emotional content.   

 

Psychoeducational Material  

When initially transitioning to telehealth, many clinicians felt paralyzed - as if they could not do the 
same quality of work or have access to the same resources as when they were in the office. 
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However, quite quickly, clinicians figured out ways around this and even found that telehealth 
offered some significant benefits when it came to sharing psychoeducational material, in particular. 
Here are some ideas to try out in session:   

 

• Screen-share with patients to show them psychoeducational material. That way, clinicians 
and patients can look and read through material together and explore content during the 
session as they go.  

• Use a whiteboard to write out material and direct the camera to show the contents. This can 
be particularly helpful for clinicians who are still in their office environment, but seeing 
patients virtually. They may still have access to white boards or large easels of note paper to 
write out in real-time certain notes or dynamics that they want to illustrate to patients.  

• Email patients follow up information. As long as we have explained the risks of electronic 
communication and the patient consents, we can ethically and legally email materials to 
patients. This can be super helpful because, although screen-sharing allows patients to view 
material in real-time and discuss in session, email gives them something they can refer back 
to in between sessions. Even better – when we email patients electronic copies of 
documents, they are less likely to get lost or promptly discarded on the way out of a session. 

 

POPULATION SPECIFIC RECOMMENDATIONS  

  

Population Health approaches are helpful in categorizing need as well as prioritizing resources. For 
example, patients who are engaged in addition treatment with the medical providers may have a 
specific set of needs that differ from patients who are struggling with family conflict and 
homelessness. The following section offers brief overviews of some resources on establishing 
population health strategies.  

 

FRAMEWORKS FOR CHILDREN AND TEENS  

  

It is important to adapt screening tools and the subsequent bundle of interventions for targeted 
populations, like children and teens. Organizations should include age appropriate intervention tools 
such as playroom space, toys, and therapeutic games. Healthy Steps is a framework adopted nation-
wide that offers infrastructure for case management services directed toward families in need.   

  

With Healthy Steps and most models of care coordination and case management with youth, a great 
deal of emphasis is placed on working with the parents and entire family. This could involve 
interventions to improve parenting skills, providing parents with psychoeducation on their child’s 
health or behavioral health concerns, connecting them to quality child care and education, or 
supporting them in alleviating the financial stressors by linking them to benefits such as CalFresh or 

https://www.healthysteps.org/
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affordable housing. Even treating and providing referrals for parents’ own health and behavioral 
health concerns can have direct, positive, effects on the children and teens that come to us for care. 
In sum, when working with youth, it is imperative to consider the entire family’s needs and resources 
to have the most impactful outcomes.  

  

The Greater Good Science Center has a number of parent and family focused articles and resources 
focused on intervening in the best way possible to support youth.   

 

INTERVENTIONS SPECIFIC TO POPULATIONS EXPERIENCING SUBSTANCE USE 
DISORDER  

  

Addictive disorders encompass everything from substance use, including Nicotine, to eating 
disorders, compulsive disorder conditions, and process addictions, such as gambling and sex. About 
10% of the general population and between 20%-50% of those who end up coming into a health clinic 
setting suffer from an addictive disorder. When working with those who have addictive disorders, it is 
important to have a working knowledge of substances and their effects, how addictions are formed 
and maintained, and the different levels of support and care in the community.  

  

Working knowledge of substances and their effects: The most important reason to have this type of 
knowledge is to be able to assess for safety and risk of overdose. For example, if a patient tells you 
they are addicted to benzodiazepines and often mix them with alcohol, you would be able to provide 
psychoeducation on how these substances have particularly adverse and potentially dangerous 
effects when taken together. Likewise, if this same patient were to tell you they were planning on 
quitting “cold turkey” you could talk with them about how withdrawals from these substances are 
particularly complicated and encourage them to speak with their provider or enter into treatment to 
detox from them safely.   

 

How addictions are formed and maintained: Having a working understanding of how addictions are 
formed and maintained can help debunk myths, stereotypes and stigma about those who use 
substances and also helps case managers make informed decisions around what interventions or 
treatment programs to provide to patients. For more reading on how stigma impacts addictive 
disorders and treatment, click here. Use, sobriety, and relapse are also often cyclical. Periods of crisis 
can be especially significant to individuals in recovery, so ongoing assessment and support are ideal. 
See below: The Relapse Cognitive Behavioral Model (Larimer 1999) as an example of this.  

 

https://greatergood.berkeley.edu/parenting_family
https://www.rsourced.com/download/addiction-stigma-resources-2/
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Different levels of care and support in the community: Having a breadth of knowledge about the 
different substance use disorder treatment resources in the community is important so as to match 
the appropriate intervention to the patient’s stage of change and treatment preferences. Here are 
some examples of levels of care and treatment, though most Counties in California have an “access” 
line that case managers can call to talk to a specialist who can help assist with determining the level 
of care that the patient needs and the specific programs to connect them to:  

• Harm Reduction: The term “harm reduction" generally refers to a public health philosophy 
and set of practices that seek to minimize individual and societal harm from a variety of 
behaviors, such as drug use or sexual activity. Needle exchange programs that lower the risk 
of HIV transmission, designated driver campaigns that lower the likelihood of auto related 
casualties due to drunk driving, and non-abstinence-based interventions such as Methadone 
or buprenorphine maintenance treatments, are all examples of well-known harm reduction 
strategies. More broadly, harm reduction has also been used to describe a goal of having 
someone “cut down” on the amount of cigarettes they smoke per day or lessen the amount 
of alcohol they drink to reduce the negative impacts that substance has on their life and 
community. There are even community support groups that are congruent with this “harm 
reduction” approach, such as Rational Recovery.  

• 12-Step groups: The breadth and depth of these peer support groups is truly stunning. There 
are 12-step groups such as Alcoholics Anonymous, church-based groups such as Celebrate 
Recovery, secular groups such as Life-Ring, and non-abstinence-based groups such as the 
one mentioned above, Rational Recovery. Alcoholic Anonymous alone has about 2 million 
members and 100,000 regular meetings worldwide. Its model has also been adopted to 
create other 12-step groups for those with drug addictions, food addictions, gambling 
addictions, sex and love addictions, and even those who are affected by people with 
addictions, such as Al-anon and Adult Children of Alcoholics. Celebrate Recovery is a church-
based peer support group for those with multiple addictive disorders and is in 20,000 
churches across the US. Life-Ring and Rational Recovery have active groups in most cities as 
well. Some programs, like 12-step groups, are explicitly spiritual (though not specifically 
Christian), some, like Celebrate Recovery are church related, while others are not affiliated 
with any faith at all. When referring patients to any of the wide variety of groups, it is 
important to remind the patient that each group is different. There are some that are best for 
women, LBGT, those with dual diagnosis, and the like. Because each group is autonomous 
from the larger program, each group develops its own unique “culture” and because groups 
are within the larger context of differing communities, the groups reflect the communities 
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they are in, as well. All of these groups are nonprofessional and free. For more information on 
the ins-and-outs of 12 step groups, see Rsourced.   

• Sober living homes: Sober livings are group living environments where people who have 
struggled with addiction can live to continue to work on their recovery. Sober livings can be a 
good option for those stepping down from residential treatment and still want to live in a 
semi-structured environment with those aiming to maintain sobriety. People may also live in 
sober lives while they continue to receive different forms of outpatient treatment. They 
typically don’t provide any formal treatment, but instead, focus on peer support and mutual 
accountability to maintain sobriety.   

• Detox: Detox settings (either in hospitals, Inpatient treatment facilities, or otherwise 
appropriate SUD treatment locations) support people in ensuring that they can safely 
withdraw from the substances they have been using and manage withdrawal symptoms. 
They are typically supervised by substance abuse treatment staff and sometimes by medical 
providers such as nurses and doctors depending on the setting.   

• Medication Assisted Treatment (MAT): MAT involves using medications to help someone 
sustain recovery, most notably in the treatment of opioid use disorder. It involves providing 
the patient with a therapeutic level of medication necessary to avoid withdrawal symptoms 
that lead to continued use or relapse. MAT also often includes meeting with a collaborative 
team of providers who monitor dosages of medication and behavioral health clinicians who 
provide ongoing counseling. This specific model is often called Multidisciplinary Medication 
Assisted Treatment (MMAT). For more information on MMAT, see the MMAT section on 
Rsourced.   

• Early Intervention: Early Intervention programs typically focus on providing psychoeducation 
about substances, substance use and how to prevent a substance use disorder. They can be 
particularly helpful for youth, who may be just beginning to use substances, but do not meet 
criteria for a substance use disorder.    

• Outpatient treatment: Outpatient care may consist of individual or group counseling that 
focuses on addressing the symptoms of a substance use disorder. Outpatient treatment is 
typically a good fit for someone who has a stable and supportive home environment, mild-
moderate substance use disorder symptoms, or is stepping down from a higher level of care.  

• Intensive Outpatient treatment: Like Outpatient treatment, Intensive Outpatient services are 
non-residential and involve individual and group counseling, however, they typically consist 
of more treatment hours per week. Someone participating in an intensive outpatient program 
may be a good fit for those with co-occurring mental health diagnoses, more serious 
substance use disorder symptoms, or those stepping down from residential treatment.   

• Partial Hospitalization treatment: Partial Hospitalization programs can include up to 6 hours 
per day of treatment, but are for those who do not require 24-hour residential care.   

• Residential/Inpatient treatment & Medically Managed Inpatient treatment: Inpatient 
programs are those in which the client lives at the treatment facility. They typically involve 
staying for at least 30 days, though some programs can span 90 days. While at Inpatient 
treatment, patients receive care most of the day, with minimal free time. Inpatient care is 
often a good fit for those who are transitioning from detox and need a contained environment 
to establish sobriety and develop the skills to maintain sobriety, before returning to the 

https://www.rsourced.com/download/12-step-groups-101/
https://www.rsourced.com/resources/multidisciplinary-medication-assisted-treatment/
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community. It can also be a good fit for those who haven’t been able to achieve their 
treatment goals in lower levels of care.  Medically Managed Inpatient treatment is specifically 
for those who have complicated physical health needs or need to be medically stabilized 
before transitioning to another level of care.  
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SYSTEMATIC CARE REVIEW CASE PRESENTATION TEMPLATE 
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CASE MANAGEMENT ASSESSMENT & ROADMAP 

 

This assessment is designed to support organizations in assessing the different levels and depth of their care 

management program development efforts currently.  One of the most potentially valuable uses of the tool is to 

prompt and guide a leadership team in discussing the current state of care management at their organization, 

including their strengths and challenges in various areas, and spark the development of a vision for their care 

management goals, including their transition to Enhanced Care Management in 2021. Another potential use of this 

assessment is to identify areas of strength, and those areas that will be the focus of intervention for your team and 

the technical assistance team. This assessment is designed to be generative of further exploration and is not meant 

to be thoroughly evaluative in spirit.     

 

I. Community Alignment and Engagement (Select one NUMBER for each characteristic) 

1. Cross sector communication to benefit patient: MOAs or BAAs with other community 

organizations to facilitate easy exchanges of information, referrals and regular meetings with other 

organizations to troubleshoot barriers for patients in moving between them. 

            1 2        3           4 5                6                7 8                9          10 

. . . does not 

exist; patients go 

to separate 

organizations 

and there is no 

way to track 

progress or share 

information. 

. . . is minimal; there are 

no formal systems in 

place, but workarounds 

like providers asking 

patients whether they 

followed up on the 

referral, or individual 

relationships between 

workers at different 

organizations provides 

information, however 

not formalized. 

. . . is partially implemented; 

case managers or navigators 

track down information and 

enter it into EHR for team to 

review. Documented referral 

protocols exist, agreed on by all 

parties involved.  Some formal 

communication about patients 

exists. 

. . .fully exists; shared care 

plans are reviewed by all care 

providers in real time or in a 

timely manner and outcomes 

are tracked.  Formal and 

informal communication 

between care providers is 

common and effective. 

2. Cross-sector partnerships: organization participates in cross-sector partnerships focused on 

alignment of care management practices. 

            1 2        3           4 5                6                7 8                9          10 
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. . . does not 

exist; 

organization is 

not engaged with 

local 

partnerships. 

. . . is minimal; 

organization 

representatives attend 

community meetings but 

there is no formal 

involvement in 

partnerships. 

. . . is occurring; partnerships are 

established and alignment is in 

progress, discussions about 

definitions, roles, and sharing 

care are in progress, but not 

fully functioning. 

. . . is fully implemented; 

partnerships are established 

and alignment is reflected in: 

shared definition of care 

management, shared 

language and understanding 

of the problem, tools for data 

tracking and sharing are 

being used. 

3. Financial sustainability:  Organization has a financial dashboard for CM services, is maximizing 

billing, grant and other opportunities, and sustainability plans for the next 3-5 years 

            1 2        3           4 5                6                7 8                9           10 

. . . Organization 

does not have a 

clear financial 

modeling for CM, 

and does not 

track 

cost/revenue 

. . . organization is aware 

of, and may have some 

grant funding for CM, 

may but has not taken 

steps to integrate CM 

into billing practices, 

develop financial 

modeling or and other 

infrastructure. 

. . . .organization has financial 

modeling, and simple dashboard 

to identify 

costs/revenue/funding for 

sustainability, but no growth 

projections or plans.  Some CM 

may be billed. 

. . . organization has CM 

financial plan for 

sustainability and growth, 

maximizes billing and grant 

opportunities, uses cost 

modeling consistent with 

other departments or sites in 

the organization. 

 

II. Practice/Organization (Circle one NUMBER for each characteristic) 

1. Team communication: Systematic care reviews, huddles, and opportunities for informal 

communication 

            1 2        3           4 5                6                7 8              9           10 



Toolkit for Case Management Implementation within a Primary Health Care Setting |  60 

 

. . . does not exist; staff 

operate in siloed 

departments or 

separate offices, with 

no opportunity for 

informal 

communication. 

. . . is limited; ad-hoc or 

“hallway” conversations 

occur by chance, but no 

consistent opportunities 

for informal 

communication and 

notes are not in shared, 

or not read, in EHR.  

. . . is somewhat in place; 

notes are shared in EHR, 

huddles occur regularly, or 

as needed, when 

staff/team members 

coordinate and are 

available. 

. . .is fully implemented; 

systematic care reviews 

occur monthly with 

members of the team 

present who need to be 

there, regular huddles, 

patient registries are 

reviewed by care team 

members, outcomes are 

tracked by the team. 

2. Population health informatics support: Registries, EHR templates, integration of CC information 

into the main chart, timely alerts of ED use 

            1 2        3           4 5                6                7 8             9           10 

. . . does not exist; 

patient registries are 

not used, no formal 

tracking of patients who 

are receiving CM 

services, all CM notes 

are not in EHR. 

. . .somewhat exists; 

there is a CM registry or 

registries, however they 

are not regularly 

updated or the data is 

not ‘clean’ or 

trustworthy; all CM 

notes are in EHR, 

however may not have a 

customized CM 

template, and are 

typically not read by the 

rest of the team; no info 

in the CM note does not 

transfer to the medical 

chart. No timely ED 

alerts. 

. . .is significant; 

registry/ies are used 

regularly; they are 

considered reliable, and 

are updated 

regularly.  Registries are 

functional, with historical 

tracking of both process 

and outcomes measures, 

including patient goals and 

strengths. ED usage lists 

do come from the health 

plan and are shared, 

however may not be 

communicated or followed 

up on in a timely manner. 

. . .. is fully implemented; 

multiple registries are used 

for different populations; 

registries are highly 

functional, including in 

integration to and from the 

EHR. CM and CC has 

dedicated templates in the 

EHR, and important 

information transfers 

automatically into the 

shared care plan in the 

chart.   The IS department at 

the organization is deeply 

involved in providing data 

for CM dashboards. 

 

3. High functioning integrated team practices: complex care team sits together physically, if 

possible, there is a lack of hierarchy between team members, and roles are clearly defined. 

            1 2        3           4 5                6                7 8                9              10 
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. . . does not exist; Care 

Management staff and 

medical teams work in 

separate siloes and 

different physical 

spaces. 

  

. . . exists informally; 

some members of some 

teams have strong 

relationships and 

communicate somewhat 

frequently, but 

communication is not 

common in all teams, 

and few formal 

communication 

pathways 

exist.  Hierarchy is in 

place, with titles being 

used and support staff 

limited in input. 

. . .exists formally; there is 

thorough communication 

and cohesiveness among 

members; the team sits 

together; some formal 

communication pathways 

exist; hierarchy is 

somewhat flat, with all 

team members able to 

offer opinions and insights 

freely, including with MDs. 

. . . is fully in place; high 

frequency of informal 

communication between 

Care Management staff and 

medical teams, for example 

‘hallway consults’ and 

texting, as well as 

formalized communication 

such as integrated huddles 

and case reviews.  Hierarchy 

is flat; interactions of team 

members on integrated 

teams are characterized by 

high levels of trust and 

respect, with few 

exceptions. 

4. Whole person care: organizations assess and addresses strengths and all needs of patients, such 

as social determinants of health (SDOH), relevant social justice issues, housing, violence, substance 

use disorders (SUD), and behavioral health needs; as well as strengths, goals and preferences of 

patients. 

            1 2        3           4 5                6                7 8             9           10 

. . . no formal 

assessment; varies 

individually from 

provider to provider 

. . . somewhat exists; 

some Care Managers 

track and respond to 

areas outside of medical 

need, but operate in 

siloes from the rest of 

the staff 

. . . is significant; there is 

formal assessment and 

addressing of at least 3 of 

the following:  SDOH, SUD, 

MH, patient strengths and 

preferences, but no 

standardized pathways 

exist and large variation 

between different CMs 

exist. 

. . . standardized 

intervention pathways are 

in place for each area of 

need; patients’ needs are 

assessed on an ongoing 

basis, in all areas.  Patient 

strengths, preferences, 

beliefs and goals are 

primary drivers of the 

intervention. 

 

5. Relationship based philosophy and practices: developing a genuine, empathic and non-

judgmental relationship the primary goal, even over a formal assessment in the first visit.  Point 

person on team is who patient best connects with, patient input drives the care plan. 

            1 2        3           4 5                6                7 8              9           10 
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. . . does not exist; CM is 

seen as “knowing best” 

and dictating the care 

plan. 

. . . somewhat exists; is 

included in some 

interactions or on some 

teams, but not as a part 

of a formal organization 

philosophy.  Patients are 

described at times as 

‘difficult’ or ‘not 

motivated’ or ‘non-

compliant’. Gathering 

formal assessments is 

considered a primary 

goal. 

. . . is significant and 

encouraged as a best-

practice; empathic 

practices for connecting 

with patients and 

countering bias, stigma 

and judgement are freely 

discussed. Patient input is 

valued, however not 

normally as a primary 

driver of CM 

interventions.   

. . . is fully integrated into 

the care management 

practices and the care 

teams; bias and stigma are 

discussed in formal team 

meetings, as well as 

countering strategies, there 

is formal acknowledgement 

of who the patient best 

connects with, as the point 

person on the treatment 

team.  Patient strengths and 

values are formally included 

in all treatment planning 

materials and meetings. 

6. Strength based philosophy and practices: Use of techniques such as Motivational Interviewing are 

utilized to elicit patient strengths, successes, values, preferences, and goals; these are used as the 

north star of care provided. 

            1 2        3           4 5                6                7 8              9           10 

. . . is not present; 

Organization has more 

provider-centric 

practices in place; no 

formal learning of MI or 

similar strategies exists 

. . . informally exists; 

there is no formal 

commitment to 

strengths-based 

philosophy and 

practices, but individual 

providers champion 

patient engagement and 

highlighting strengths in 

care planning 

process.  No formal 

learning or development 

in strength-based 

practices and techniques 

such as MI. 

. . . is significant; 

Organization has instilled 

expectation of strengths-

based philosophy in 

treatment/care process 

through training and/or 

written policies and 

procedures.  Treatment 

materials formally include 

strengths.  Learning and 

development of strength-

based practices such as MI 

are frequent, and staff 

demonstrates competency 

in these practices. 

. . . is a top priority; 

strengths-based philosophy 

is integrated from 

leadership and throughout 

the 

organization.  Employees 

are treated, and treat each 

other, in the same strength-

based way as they treat 

patients. There is robust 

learning, development, 

evaluation, support and 

coaching for MI and other 

strength-based 

communication skills, for all 

positions within the 

organization.  

7. Leadership support: Leadership sees CM as fundamental to organization’s services 

and population health. 
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            1 2        3           4 5                6                7 8              9           10 

. . . does not exist; 

Leadership does not 

appear to support CM 

formally or informally 

. . . somewhat exists; 

with leadership 

periodically emphasizing 

importance of CM 

however there is little 

recognition of the deep 

importance of CM for 

population 

health.  There is no CM 

plan for the next 3-5 

years, and CM is not 

integrated into the 

organizations strategic 

plan, or QI plans.   

. . . is significant; with CM 

discussed at all staff and 

provider meetings; CMs 

often present during 

meetings; there is a CM 

plan, at least in the short 

term for staffing and 

development.  There may 

be a few QI goals that CM 

is integral in, or CM may 

be mentioned in the orgs 

strategic plan 

. . . leadership is fully 

supportive CM and 

frequently articulates this to 

the organization.  CM has a 

written plan for staffing and 

development of services for 

the coming years, and is 

integrated into QI goals and 

orgs strategic plan.  CMs are 

frequent presenters in 

meetings, and CM is 

articulated as one of the 

orgs score services.   

8. Staff competencies: Core staff have training and tools to support competency and facilitation of 

CM. 

            1 2        3           4 5                6                7 8              9           10 

. . . are not tracked; no 

professional 

development 

opportunities are made 

available to CMs, no 

formal evaluation of 

necessary competencies 

exists 

. . . external training 

opportunities are made 

available to staff 

periodically, but are not 

required and 

organization does not 

provide tools to facilitate 

CM.   There is no existing 

document outlining core 

competencies of CM, 

although CMs may 

be evaluated regularly. 

There are no 

productivity, process or 

CM outcome standards 

for CM. 

. . .all staff is trained in the 

philosophy and practices 

of CM and organization 

provides tools to facilitate 

CM, such as dedicated 

phone lines, business 

cards, educational 

material for patients, and 

regular, in-house learning 

and development activities 

for core competencies 

such as outreach and 

engagement, SUD, MH, 

SDOH, TIC and MI. 

. . .all CM are recruited, 

selected and trained in 

philosophy and practices of 

CM regularly to ensure staff 

has most relevant and 

timely information 

necessary on CM; 

organization provides and 

regularly updates tools to 

facilitate CM; core 

competencies have been 

identified, and are regularly 

evaluated and addressed if 

deficient. 

9. Quality Improvement: Integration of quality improvement practices into CM services; inclusion of 

CM services into QI goals, measures and initiatives    
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            1 2        3           4 5                6                7 8              9           10 

. . . CM services and 

other activities are a 

separate program, with 

no intersection with Q! 

. . . clinical measures 

collected through CM 

services are aggregated 

and reviewed by case 

managers and leaders 

with a quality 

improvement 

lens.   There are no 

process or other quality 

measures collected or 

reviewed. 

. . . Clinical and process 

measures are collected 

and reviewed regularly by 

the clinical quality 

committee, or the QI 

department in conjunction 

with CM.  There are some 

quality improvement goals 

documented and progress 

is measured.   There are 

no specific CM goals 

integrated into the 

organizations QI plan, or 

the organization does not 

have a documented QI 

plan 

. . . Clinical and process 

measures are collected and 

reviewed; all direct staff, 

managers and QI leaders 

are involved in regular 

review of data, and of 

considering changes to 

measures or data gathering 

processes; the organization 

has a robust QI plan, and 

some CM measures are 

included, especially 

percentage of patients who 

need CM, and the number 

who receive services, as 

well as clinical and process 

measures. 

10. Outreach and engagement activities: Organization has structured outreach and engagement 

activities to identify and find those needing CM activities and works to engage them in services. 

            1 2        3           4 5                6              7 8              9           10 

. . . does not occur; 

there is no effort to 

actively find or engage 

patients who would be 

in need of CM activities 

. . . occurs sometimes; 

when individual 

providers identify 

patients on their panels 

who would benefit from 

CM and facilitate team 

approach to engaging 

patients in services 

. . . is significant; 

organization has systems 

in place to actively identify 

groups of patients that 

would benefit from CM 

and CMs work to engage 

patients in services 

accordingly. 

. . . is fully implemented; 

organization has systems in 

place to actively identify 

groups of patients that 

would benefit from ECM; 

CMs have designated time 

and job tasks associated 

with outreach and 

engagement for patients 

who would benefit from 

CM. 

 

*Assessment from Elizabeth Morrison Consulting, Inc. 
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HEALTH ACTION PLAN – ICM EXAMPLE 
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SUMMARY OF CARE – ICM EXAMPLE 
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