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The Need for Interprofessional Care

Higher
mortality

Poor
communhnication
among health care

Longer
hospital stay
lengths

professionals

More
hospital
readmissions

M Interprofessional care
prioritizes:
» Communication

» Collaboration & mutual
respect

» Education: Interactive
learning outside of
individual professions

» Patient- and family-
centered care



How Interprofessional Care Works

Interprofessional
education

If trained in siloes, learn
best practices

Similar to sports team:
» Communicate clearly
» Set aside ego
» Foster respect

» Focus on goal —
better client care
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Building Team Skills for

Collaborative Practice




AR A little about
S me....



Session Objectives

After this presentation, the successful participant will be able to:
1. Define interprofessional collaboration;

2. ldentify the role of case managers and disability management specialists
in interprofessional collaboration;

3. Describe how interprofessional collaboration is important for assuring
client safety; and

4. Explain how interprofessional collaboration occurs when communication
occurs using technology.



Interprofessional education: “When students from two or
more professions® learn about, from and with each other to
enable effective collaboration and improve health outcomes.”
(WHO 2010)

Interprofessional collaborative practice: “When multiple
health workers from different professional backgrounds work
together with patients, families, [careers], and communities to
deliver the highest quality of care.” (WHO 2010)



Case Management is Interprofessional!

Your role calls you to interact and engage with other team members
| am sure you have some success stories and some miserable failures

Every team | have been a part of realizes the importance of your role!



EXHIBIT 1. OPPORTUNITY FOR IMPACT: CURRENT US HEALTHCARE EXPENDITURE (IN $BN)

2017 EXPENDITURE=$3.5T

1,184 706 582 133 366 89168
Investment

@ Government public health
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[ Net cost of health insurance
B Government administration

Durable medical
equipment/Non-durable
medical equipment products

Prescription drugs
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nursing care

Il Other health, residential,
and personal care

Dental services
[l Other professional services

B Physician and clinical
services

B Hospital care

Private insurance Medicare Medicaid Other J Out of

Other third party

Government public
health activities

Investment

Source: National Healthcare Expenditure Data for 2017 from CMS

By dissecting today’s $3.5 trillion healthcare economy and magRina potential opportunities
to specific areas of spend and consumer hassles, as muc @ 'rcent total cost
improvement opportunity can be credibly identified.




EXHIBIT 2. THE IMPACT YARDSTICK: 30 TO 35 PERCENT HEALTHCARE SPEND SAVINGS

0%

20%

25%

35%

30-35% savings

CORE SYSTEM
TRANSFORMATION

BIG ADJACENCIES

REDEFINING HEALTHCARE
BOUNDARIES

o Holistic, proactive C@

fcare

@ Reimagi

A new care utilization outlook

@) Reiningin overhead costs

9 Shedding light on price normalization

() Reinventing pharmacy services

Taking on “peripheral” cottage industries

Rethinking the framework of deman

) Achieving personalization and interaction

@ Extending into the consumer’s daily life

Source: National Healthcare Expenditure Data for 2017 from CMS | Oliver Wyman analysis



A Redesigned Model to Engage Populations, Align Provider Incentives, and Spark Profitability and Innovation

Needs-based primary care models that allow the care team - physicians, Continued benefit innovation, including supplemental benefits (such as
advanced practice providers, nurses, and assistants — to have deeply meals, transportation, and over-the-counter prescriptions) and value-based
engaging interactions, in-person or virtually insurance design (like differential co-pays for select network participants)

Developing purpose-built Medicare Advantage networks that motivate and
reward providers for managing Medicare Advantage members’ care

Implementation of a “team-based care model” where the team constantly
(re)aligns itself based on patient and staff need

Continuous focus on key measures - like engagement, experience, clinical Engagement programs that complement provider efforts to identify and
outcomes, coding, and financial results - to support risk adjustment, Stars close gapsincare
performance, and patient value

Focus on helping patients achieve their health goals through ongoing Embracing the notion that innovation is a team sport, which can come from
engagement, monitoring, and compliance anywhere, at anytime

Source: Oliver Wyman Health | #0WHealth

According to some, teamwork is SURVIVAL!




What our
patients

want....

2.3%

Medical Care

36.9%
1 0-60/0 Psychosocial Support
Health System
Navigation

14.5%

Resources for
daily life

eg. housng food)

35.6

Health Behavior Change

FIGURE 5-1 What patients believe will help them improve their health.
SOURCE: Presented by Shreya Kangovi, April 26, 2019, at the Workshop on Invest-
ing in Interventions That Address Non-Medical, Health-Related Social Needs.



Is there a
solution?

Patient 9 y

Experience
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Collaborative Care as
a Solution

Top 5 in patient engagement in
health system

Patient
Experience

01

Quadruple
Aim

Top in employee engagement T

Well-Being

INNOVATIONS IN PRIMARY CARE

Improved Outcomes Associated With Interprofessional
Collaborative Practice

Themas P Guck, PhLY Joy Doll, T, OTR/L

i . - at the ACC! We used a 3-pronged approach to building the
M;*:;;: R. Pottboff, PbD, Michacl A. Greene, MD" maodel, including staff and clinician training, patient care
A Todd DeFreece, 1D, MHA, preparation, and care conference planning. Implementation
Ryan W, Walters, PhI> MBA* of the IPCP model intentionally established a culture that

encouraged collaborative care, We provided 3 grant-supported
training sessions centering arcund conflict engagement before
and after the opening of the ACC, Daily huddles occurred

Ao Fam Med 2009175682, httpsoidolong 10,1370/s(m, 2428,

Significant reductions in
Emergency Department visits,
hospitalizations, hemoglobin
Al1C

Cost avoidance of over S4
million in 1 year on ~275 high
utilizers



Trust in
Teamwork

Supports
Clinicians

The Power of Trust

As noted, the share of employees who are fully engaged
more than doubles if they are on a team. It more than doubles again
if they strongly trust the team leader.

Employees who are .~ Employees who are ~ On ateam, and have deep
not on a team ~ onateam - trust in their team leader

8% are fully engaged 7% are fully engaged . 45% are fully engaged

Source: ADP Research Institute, 2019 THBR



If collaboration is
the answer, why is
not the norm?







Thailand: Portugal:

K -
Db Canada: -90% capitation -salaried NHS-
Israel: -fixed fee schedule = =

Japan: : : Tievivad cartiition -hospital -10% FFS employed doctors United Kingdom: Cuba:

-hospital cost- ’h°5P't"f'5 Dif & per-diem P global budgets -hospital DRG -PCPs salary + capitation = _salaried NHS-

based FFS & DRGs :?::Zi::;:ness i -physician FFS Turkey: Spain: -hospital DRG-like employed doctors
India: “Ten schadules -gov't monitors quality, but L sissiond -experiments -capitation w/ P4P -salaried NHS- -new P4p / P4Q -gov't-owned
-unmonitored EFS 7l pap 3 -hospital DRG w/ P4P, salary, -hospital global employed doctors hospitals

NOIRPOTAING o -physician RBRVS capitation budgets w/ P4P -hospital DRG -direct
-some PPO models i SR e
-some P4P -DRG & bundled pymts -FFS private doctors
Fee-For-Service Evolved Fee-For-Service Capitation Mixed & NHS Models Owned / Salaried
Mexico: France: Germany: China: Czech Republic: Brazil:
-FFS, with some PPOs -physician FFS -hospitals on DRG -historically cost- ;5 tated PCPs PP sl
-salaried gov't -hospital global budgets -hospital physicians salaried =~ based FFS -FFS w/ home -hospital DZ!GS
healthcare workers -fee schedules -outpatient FFS -move to DRG iali 20
eknementng: Wi care, specialists -FFS private doctors
-no DRG system Republic of Korea: -fee schedules p e g -fee schedules ek cihachila
-physician FFS -some managed care P4P, capitation, -hospital DRGs or
hospital DRGS -adding transparency salaries, & hospital global budgets

-fee schedules global budgeting

USA: diverse mix of models: capitation, FFS, DRGs, RBRVS, managed care, gov't or privately-employed doctors, increasing P4P based on transparency, processes & outcomes

FIGURE 1 | Healthcare Payment Models in 20 Countries. Adapted from Fried and Gaydos (2). FFS, Fee for Service; DRG, Diagnosis-Related Groups; PPO, Preferred
Provider Organization; RBRVS, Resource-Based Relative Value Scale; P4P, Pay for Performance; P4Q, Pay for Quality; NHS, National Health Service; PCP, Primary
Care Provider.

Counte MA, Howard SW, Chang L and Aaronson W (2019) Global Advances in Value-Based Payment and Their Implications for
Global Health Management Education, Development, and Practice. Front. Public Health 6:379. doi: 0.3389/fpubh.2018.00379



Seven Dirty Words That Undermine
Interprofessional Collaboration and
Team-Based Care and Possible Cleaner

Alternatives

Allied

Clinical
Doctor
Ihfe'rﬂiéifl_pl inary

Medical

iy
Patient

- Phymmaﬂa

R H@aIthc
Our
Pammpa nt

Health professionals

_ Expenennal plécement

Interprofessmnalt

*When referring to a medical doctor as an abstract
role. For other doctorally prepared members of the
care team, use the name of their profession (e.q.,

nurse).

Bjust where "interdisciplinary” is serving as a synonym

for “interprofessional.”

“Where it is appropriate to do so (i.e., where the
medical model is not the only appmach involved).




Interprofessional
Communication

Teams/Teamwork

Roles/Responsibilities

Values/Ethics







If we change our
perspective, can we
change the world?
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Set the stage:
YOU be the changel
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But there is an “
in interprofessional




HOW IS A TEAM DIFFERENT THAN A
GROUP?

Team - people who
have to come together
with a common goal but

Group - people who

come together with like
interests

are not necessarily
possessing similar
interests







Set the Tone




Set the Tone

Team motto Reflection

Gratitude




Know thyself, know thy team!

- Bolman and Deal Four Framework of Leadership

. DISC

. Strengths

. Conflict styles
. Implicit bias



Interprofessional

Communication




Does it ever
feel like this

on a health
care team?

https://www.youtube.com/watch?v=B7UmUX68KtE



https://www.youtube.com/watch?v=B7UmUX68KtE

It’s even in the literature...

Table 1
Physicians’ and nurses’ expressed frustrations related to communication.
Physicians frustrations with nurse communications Nurses frustrations with physician communications
Nurses’ disorganization with information Physicians seemed inattentive
Nurses’ illogical flow of content Physicians seemed unwilling to discuss goals of care
Nurses' lack of preparation to answer questions Nurses felt they could only discuss a list of signs and symptoms instead of stating the problem
Nurses’ inclusion of extraneous or irrelevant information Nurses wanted to give a recommendation but lacked authority
Nurses' delay in getting to the point Nurses felt a hierarchy or difference in power
Physicians wanted know the nurse’s overall impression Nurses were unsure how much or how little detail to provide
Nurses had different communication styles Nurses lacked confidence and experience
Nurses did not see new orders Nurses lacked a structure and standardization
Physicians wanted to hear relevant data Nurses feared being incorrect or humiliated

Foronda, C., MacWilliams, B., & McArthur, E. (2016). Interprofessional communication in healthcare:
An integrative review. Nurse education in practice, 19, 36-40.




What happens if health care teams play
telephone?

.- Errors

- Missed opportunities

- Mistakes

- Re-admissions

- Emergency department visits

Interprofessionalism supports safety and quality of care.



How do we bridge
interprofessional
communication?



o V24
Yes, and “We” and “our”

Ianguage language

What we call
ourselves




EHR Example

SmartPhrase Editor

Name IPINTIALPATIENTREVIEWFORM

Content | Oyners & Users  Synonyms
& Do not include PHI or patient-specic data in SmartPhrases

B 7 UA-~-|o% ~i=d

¥ Rich text (bold, italics. etc )

- @TODAYDATE@ @NOW@
PCP: @PCP@

Patient History: ***
Medications: @CMEDP@
Last 3 Hemoglobin A1Cs: @LASTLAB(hgbalc 3)@

Barriers to Care/Health: ***

Patient Encounters:
-#ER Visits in Last Year "1
- # Admissions in Last Year @ADMITOT(1Y)@
- # Clinic Vists: *™*

Follow Ups: ***

Current Care Plan/Action/Compliance: ***

T Plan Considerati aee

Summary: My ultimate goal for this patient is ***. | believe that *** is the issue that
keeps me from reaching the above goal, bringng this patient to the ER, is leading to
multiple admissions, o is complicating this patient's med;cal status. **, in my opinion,

would make a positive impact on this patient's **isthe p b that
Vbt e A e froun propriaet |
Open Accept & Stay Accept Cancal

7 Close X
D 1000318395 Type User
Insert Smanj ist:
»
ogic in th ar &
-
& Add to SmanPhrase
Short Description
(250 characters max )

. Phe; 8
Collaborative Care (IP) Initial Patient Review Form - Updated 7/5/17

e p—————

..3.--,.‘,‘¢~o4'¢-'v~-0'
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S ety 08 10w g

explain:

The lines with @ symb

ols w -
_are Team Members) ould pullin that data



What does it take
for a team to
become high
performing?




Um....being a good human

b @ il
2y GE 4 3

Trust people — show Care for one another Appreciate diverse Be okay with asking
them and tell them perspectives guestions

o

Vulnerability — both
for yourself and others



Don’t
dismiss the
Debbie
Downers...




GET OVER
YOURSELF — EGO
DOWN or EGO UP

“You are never

just a just”

|
i eiv] 4



Teams need to... Innovate and then course correct

(source: Dr. Amy Edmondson)



DEFINE THE CULTURE

“Assume positive intent”

KEEP

CALM

and

ASSUME POSITIVE
INTENT

“Everyone teaches, everyone learns”

“Personal mantra (what’s yours?): Work hard, play hard, learn hard, love hard”



Embrace the challenge and ambiguity!

Health care teams should avoid conflict. Conflict helps teams grow and become high
performing.

Being an effective team member is an inherent Skill development is required especially in

skill complex, health care teams

Conflict should be resolved Conflict should be embraced

Interprofessional = collaboration Interprofessional = presents many challenges

to collaboration
Major differences lead to conflict Minor concerns lead to conflict
Power hierarchies are a norm Democracy helps aid in effective teamwork



Current State of Case Management

Value-based

I
E payment
\

Social care




YOU' VE ALWAYS HAD THE POWER
MY DEAR. YOU JUSTHADTO
LEARN T FOR YOURSEL
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Thank you!

* Please fill out the survey after today’s session

* Those who signed up for continuing education will
receive an evaluation from the Commission.

Commission for Case Manager Certification
1120 Route 73, Suite 200, Mount Laurel, NJ 08054
1-856-380-6836 ¢ Email: ccmchg@ccmcertification.org
www.ccmcertification.org
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