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Everyone has a “health-resource 
community” -- those individuals, 

organizations, entities and 
environments (including the 

patient and their family) that have 
any involvement or influence --

actual, virtual or potential -- on the 
variables that influence their 

health and well-being. 
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In our current systems of practice, the 
responsibility for the elements of any 

patient’s care is apportioned 
independently among different 

professional disciplines (primary care 
and specialist physicians, nurses, case 
managers, therapists, social workers, 

etc.) who, based on the mental model of 
their discipline, contributes insights and 

any related orders or action items. 
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Unfortunately, when decisions 
are made in isolation of other 

members of the patient’s 
health resource-community. 
this can result in conflicting 
priorities, limited on sharing 
knowledge, redundancies, 
mis-communications and 

even clashes.
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Just because 
everyone is at the 

table, does not 
mean they are 
connected or 
coordinated.



6

Interdisciplinary is not 
synonymous with 
integrated.
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This is 
especially true 
for individuals 

with IDD
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Integration is the 
critical success 

factor for optimal 
outcomes
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Example:  Polypharmacy

• Of a cohort of 700+ individuals with intellectual or developmental 
disability (IDD), 20% of them had significant polypharmacy, defined 
as being on 10 or more prescription medications

• Individuals with IDD are 2.5 times more likely to be admitted to the 
hospital for an adverse drug event than the nondisabled population

• In an analysis of the 20% group, 57% were found to have moderate 
or high risk for known adverse drug-drug or drug-disease 
interactions

• That group also had an average of X.Y prescribers
• Over 50% of the members of their resource community were otherwise 

unaffiliated, other than their relationship to the patient
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• Individuals with intellectual and developmental disabilities (IDD) 
face a number of social and systemic challenges to their health, well-
being, and quality of life.

• The National Council on Disability has called on HHS and the NIH to 
recognize people with IDD’s as a distinct health disparity group
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• In addition to shorter life 
expectancy and prevalence of 
chronic conditions, they face 
stigma, exclusion, and inadequate 
access to disability-competent 
services that accommodate 
common challenges

• Communication/Cognitive 
• Sensory
• Adaptive Functioning
• Capacity for Self-Care
• Mobility

Medical
Complexity

Family Service 
Needs

Functional 
Limitations

Healthcare 
Resource 

Requirements

Chronic 
Conditions

Individuals with IDD are, 
by definition, medically complex.
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While the IDD community champions a 
“person-centered” approach to life and 
care planning, the fact is that there are 
some common patterns and challenges 

facing individuals with IDD and their circles 
of support that could be addressed at the 
systems level with “disability-competent” 
care and services tailored to their needs
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The data is quite clear:  we can increase the scope and 
power of care…and ensure better outcomes….by 
orchestrating the actions of an individual’s health 

resource-community (irrespective of any formal affiliations 
or lack thereof) and actively manage the system-level 

context in which they work. 
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Care Management is….
• A team-based, approach designed to assist patients and their support systems 

in managing their conditions more effectively
• Condition is generally refined as a gap, shaped by one or more etiological determinants, 

between the current state of their health, well-being or quality of life and  some 
aspirational future state 

• These conditions care relate to lifestyle, prevention, risk reduction, condition 
management, or palliation

• It encompasses those activities needed to assess,, plan, access and orchestrate the 
resources necessary for condition-related goal achievement

• In general, care management is driven by one or more  key strategies 
1. Identify population(s) with modifiable risks; 
2. Align CM services to the needs of the population(s); and
3. Identify, prepare, and integrate appropriate personnel to deliver the needed services.
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Core Care Management Competencies
• Assessments of multiple domains of the patient and family conditions, and 

aggregation of other assessment data from other members of the patient’s 
health resource community

• Comprehensive care planning that takes into consideration all data, 
observations, and collateral information identified in the assessment process, 
including patient aspirations and wishes.

• Knowledge of the patient’s benefits and resources, including entitled and 
accessible resources as well as the breadth and depth of their health-
resource community 

• Advocacy as demonstrated by tenacious efforts to access, procure and 
orchestrate the benefits and resources required for care plan goal 
achievement
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Care management 
activity

Disease 
Management

Utilization 
Management

Health care 
Navigation

Main Function • Provision of evidence-based 
care

• Reduction of unnecessary 
health care utilization

• Removal of structural 
barriers to care

Target 
Population

• Patients with chronic 
conditions

• Patients at high risk for 
frequent emergency 
department, hospital, and 
postacute care use

• Patients facing difficulties 
accessing and/or 
coordinating care

Core 
Competencies

• Translate clinical knowledge 
into care processes

• Ability to support patients’ 
self-management

• Data analytics
• Clinical triage

• Resource identification 
Customer service

Risks and limitations

• Little focus on social 
determinants

• Little emphasis on cost 
performance

• May not involve patient-
centered processes

• Inadvertent reductions in 
appropriate or necessary care

• Under- or overemphasis on 
“super-utilizer” patients

• • May not involve patient-
centered processes

• Excess resources expended 
without benefit.

• Little emphasis on cost 
performance

• May emphasize patient-
centeredness at the 
expense of quality or cost 
performance
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How is 
IDD Care 

Management
Different?
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CENTERED 

Care 
Management
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Community 
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Participation
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IDD CARE 
MANAGEMENT 

ORCHESTRATES 
ASSESSMENT 

PLANNING, AND 
RESOURCE ACCESS, 

and ADVOCACY
FOR THE PERSON

IDD
CM

Medical

Social

Behavioral

Environmental

Community

HousingTransportation

Rehabilitation

Habilitative 
Services

Spiritual

Finance
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Core IDD Care Management Competencies

Assessment
In addition to aggregating assessment data from the members of a patient;s health 
resource community, IDD Care Managers use IDD specialized assessment tools to 
review of the individual’s physical and emotional health, cognitive abilities, housing, 
environment, finances, functional status, and social support system, preferences and 
aspirations

Care Planning
Care planning uses the assessment data under a shared decision-making model to 
prioritize goals across all the person-centered domains, including but not limited 
medical, behavioral health and rehabilitation but also skills development, support for 
strengths and interests, security, community, relationships, choices, and goals.

Benefits and 
Resources

IDD Care Managers are resource-neutral, and simply seek to bring all 
available resources to bear in their clients needs and goal achievement;  as 
such they are intimately aware of all available benefits and resources, 
independent of public, non-governmental or private locus of control

Advocacy IDD Care Managers prime directive is to support and advocate for the needs 
and rights of their clients under appropriate regulation, contractual 
obligation or , even if in conflict with their employers organizational policies.
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Working with an IDD Care Manager
• IDD Care Management is grounded in a “shared 

care” person-centered model independent of 
institutional affiliation 

• IDD Care Managers augment your staff with 
specialized skills and experience

• Treat them as resources available to support your 
decision and actions

• Leverage their knowledge to improve efficiencies 
and effectiveness of your operations

• Trust them to communicate and be accountable 
for their actions
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IDD Care Manager Core Competencies
1. Comprehensive Care Management; 
2. Care coordination and health promotion; 
3. Comprehensive transitional care from inpatient to other settings, 

including appropriate follow-up; 
4. Individual and family support, which includes authorized 

representatives; 
5. Referral to community and social support services as appropriate 
6. The use of information technologies to link services, as feasible 

and appropriate. 
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Comprehensive Care Management
• A comprehensive health assessment that identifies medical, mental health, chemical dependency, 

developmental disability and social service needs. 
• The individual and their family/representative and those chosen by the individual should play a central and 

active role in the development and execution of their Life Plan. Parties should agree with the goals, 
interventions, and time frames contained in the Life Plan. 

• The individual’s Life Plan 
• integrates the continuum of medical, behavioral health services, rehabilitative, long term care, developmental disability and social 

service needs and clearly identifies the primary care physician/nurse practitioner, specialist(s), behavioral health care provider(s), 
developmental disability providers, Care Manager and other providers directly involved in the individual’s care. 

• clearly identifies primary, specialty, behavioral health, developmental disability, and community networks and supports that address 
their needs. 

• clearly identifies family members and other supports involved in their services. Family and other supports are included in the Life Plan 
and execution of care as requested by the individual. 

• clearly identifies goals and timeframes for improving their health and health care status, independence and community integration, 
and the interventions that will produce this effect. 

• must include outreach and engagement activities that will support engaging the individual in care and promoting continuity of care. 
• includes periodic reassessment of their needs and clearly identifies the individual’s progress in meeting goals and changes in the Life 

Plan based on changes in need. 

Adapted from:  NYS Care Coordination Organization/Health Home (CCO/HH) Provider Policy Guidance and Manual.  Version 2018-1  August 2018
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Care Coordination and Health Promotion 
• The IDD Care Manager provider is accountable for engaging and retaining the individual in coordinating and arranging for the provision 

of services; supporting adherence to treatment recommendations; and monitoring and evaluating the individual’s needs, including 
prevention, wellness, medical, specialist and behavioral health treatment, care transitions, developmental disability, long term services 
and supports, and social and community services where appropriate through the creation of an individualized Life Plan. 

• The IDD Care Manager 
• will be responsible for coordinating all aspects of their care and overall management of the Life Plan. 
• must communication with clinicians on an as needed basis, changes in the individual’s condition that may necessitate treatment change (i.e., written 

orders and/or prescriptions). 
• will document care decisions when conflicting treatment is being recommended or provided. 
• supports effective collaborations between primary care, specialists, behavioral health and developmental disability providers, referrals, follow-up and 

consultations that clearly define 
• supports continuity of care and health promotion through the development of a treatment relationship with the individual and their Interdisciplinary 

Team (IDT), known as the care planning team. 
• supports care coordination and facilitates collaboration through follow-up consultations the establishment of regular case review meetings (i.e. Life 

Plan review), including all members of the care planning team on a schedule determined by the IDD Care Manager and the individual. 
• ensures twenty-four (24) hour/seven (7) days a week availability to a Care Manager to provide information and emergency consultation services. 
• will ensure timely access to appointments for individuals to medical and behavioral health care services within their IDD Care Manager provider network 

to avoid unnecessary, inappropriate utilization of emergency room and inpatient hospital services. 
• promotes evidence based wellness and prevention by linking individuals with resources for smoking cessation, diabetes, asthma, hypertension, self-

help recovery resources, and other services based on the individuals needs and preferences. 

Adapted from:  NYS Care Coordination Organization/Health Home (CCO/HH) Provider Policy Guidance and Manual.  Version 2018-1  August 2018
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Comprehensive Transitional Care 
• The IDD Care Manager 

• has a system in place with hospitals and residential/rehabilitation facilities in their network to provide the IDD Care Manager 
prompt notification of an individual’s admission and/or discharge to/from an emergency room, inpatient, or 
residential/rehabilitation setting. 

• has policies and procedures in place to support individuals experiencing transitions from school to adult services, life changes
(employment, retirement, other life events), or when an individual is electing to transition to a new IDD Care Manager provider or 
to a new Care Manager within the same IDD Care Manager. 

• has policies and procedures in place with local practitioners, health facilities including emergency rooms, hospitals, and 
residential/habilitation providers and community-based services to help ensure coordinated, safe transitions in care for 
individuals who require transfers in the site of care. 

• utilizes HIT as feasible to facilitate interdisciplinary collaboration among all providers, the individual and/or their 
family/representative, and local supports. 

• has a systematic follow-up protocol in place to ensure timely access to follow-up care post discharge that includes at a minimum, 
receipt of a summary care record from the discharging entity, medication reconciliation, timely scheduled appointments at 
recommended outpatient providers, Care Manager verification with outpatient providers that the individual attended the 
appointment, and a plan to outreach and re-engage the individual in care if the appointment was missed. 

Adapted from:  NYS Care Coordination Organization/Health Home (CCO/HH) Provider Policy Guidance and Manual.  Version 2018-1  August 2018
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Individual and Family Support 
• The individualized Life Plan must reflect the individual’s and their family/representative’s 

preferences, education and support for self-direction, self- help, and other resources as 
appropriate. 

• The individualized Life Plan is accessible to the individual and their family/representative and is 
based on the individual’s preference of either electronically and/or via mail. 

• The IDD Care Manager 
• utilizes peer supports, support groups and self-care programs to increase the individual’s and their 

family/representative’s knowledge of their disease, engagement and self-management capabilities, and improves 
adherence to prescribed treatment. 

• discusses advance directives with individuals and their family/representative. 
• communicates and shares information with individuals and their family/representatives with appropriate 

consideration for language, literacy and cultural preferences. 
• gives the individual, and if they agree, their family/representative access to the Life Plan and options for accessing 

clinical information. 

Adapted from:  NYS Care Coordination Organization/Health Home (CCO/HH) Provider Policy Guidance and Manual.  Version 2018-1  August 2018
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Referral to Community and Social Supports 
• The Life Plan should include community-based and other social support 

services as well as healthcare, long term supports and services and 
developmental disability services that respond to the individual’s needs 
and preferences and contribute to achieving the individual’s goals

• The IDD Care Manager 
• identifies available community-based resources and actively manages appropriate 

referrals, access, engagement, follow-up and coordination of services. 
• has policies, procedures and an accountability structure (contractual agreements) 

to support effective collaborations with community- based resources, which 
clearly define roles and responsibilities. 

Adapted from:  NYS Care Coordination Organization/Health Home (CCO/HH) Provider Policy Guidance and Manual.  Version 2018-1  August 2018
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Use of Technology to Link Services 
• IDD Care Management service must 

• promote access to a Certified Electronic Health Record (EHR) for select care team members 
• participate in a Regional Health Information Organization/Qualified Entity (RHIO/QE) for select health care delivery organizations 
• provide of access to a singular electronic care plan for any care team member/organization consented to by the client
• have structured information systems, policies, procedures and practices to electronically create, document, execute, and update 

a Life Plan for every IDD Care Manager enrollee. 
• IDD Care Manager has 

• a systematic process to follow-up on tests, treatments, services and referrals, which is incorporated into the individual’s Life Plan. 
• an electronic record system which allows the individual’s health information and Life Plan to be accessible to the care planning

team and which allows for population management and identification of gaps in care including preventive services. 
• make use of available HIT and accesses data through the RHIO/QE to conduct these processes, as feasible. 
• provide the capability for individuals and/or their family/representative, providers, and the State to access, via a secure web-

based portal, the Life Plan and to view or upload documents and input information to the Life Plan, including but not limited to, 
clinical notes, progress notes and other related documentation.

• provide access for individuals and their family/representative to the Life Plan and other relateddocumentation via a secure portal 
that includes digital signature 

Adapted from:  NYS Care Coordination Organization/Health Home (CCO/HH) Provider Policy Guidance and Manual.  Version 2018-1  August 2018
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Why do we need teams?
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Cross-Role Collaboration Is The Best Practice for 
System-Level Goal Achievement

Collaboration is a mutually beneficial relationship between individuals or 
organizations who work toward common goals by sharing responsibility, 

authority and accountability for achieving results.
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Quality requires that demand = capacity

• Demand: number of 
patients in need of services

• Capacity: number of 
patients we can serve

SUPPLY

DEMAND
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Teamwork supports our ability to add capacity

• Improves efficiency

• “Share the care” improves efficiency and revitalizes 
the experience of care for patients and professionals

• Requires us to think differently
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“A unique strength of multidisciplinary teams is that 
different disciplines and specialties bring distinct training, 
skills, knowledge bases, competencies, and patient care 
experiences to the team, which can then respond to the 
needs of each patient and the population it collectively 
serves in a patient- and family-centered manner.” 

“Team-based care will improve the experience of care of individuals 
and families but also respond to emerging demands and reduce 
undue burdens on health care providers. Team-based care has the 
ability to more effectively meet the core expectations that care be 
safe, effective, patient centered, timely, efficient, and equitable.”

Supported by Professional Associations
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“Among adults enrolled in an integrated healthcare system, 
receipt of primary care by team-based care practices vs 
traditional practice management was associated with higher 
quality of care, lower rates of acute care utilization, and lower 
cost of care”

“ …patients with Type 2 diabetes, team-based care improves 
blood glucose, blood pressure, and lipid levels.”

Good for Patients…
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Great for Providers

High-functioning teams have tremendous potential to promote 
clinician well-being, which is foundational to effective and 
efficient health care. Team-based care presents a unique 
opportunity to achieve key aims of a high-quality health 
system. Successful teams have the capacity to improve patient 
outcomes, the efficiency of care, and the satisfaction and well-
being of health care clinicians. 
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Is this a 5-person team?
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Team-based care: culture shift

• Instead of: “What can I do to optimize the 
care of my patients today?

• Think:  “What can we do to maximize the 
care of the IDD patients in our network?
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Team-based care
• Culture shift: Share the Care
• Stable “teamlet”
• Transcend location
• Standards of care and operations
• Defined workflows and roles – workflow mapping
• Training, skills checks, and cross training
• Ground rules
• Communication – messaging, task tracking
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Discussion

Steven Merahn, MD
Medical Director

Partners Health Plan
smerahn@phpcares.org
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