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A year in the life of a patient… 



       Patient-centred 
 
 
 
 
 
 

This new model wants to improve the 
current patient care  with the introduction of 

the Care Manager Nurse  

Integrated Care Model 



Integrated Care Model 

Patient, GP and Nurse  
are at the same level in the Process of Care, 

respecting the boundaries of their role 



Care Manager Nurse 

CARE MANAGER 

The professionist that manages the Process of Care 
 

Patient = Subject 
Each person is conceived from a HOLISTIC point of view 

 
Role = to meet the bio- psycho-social needs of the 

person through the management of its entire course of 
treatment / care and  the coordination of health and 

social services 

JOB DESCRIPTION 
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The nursing process 

Infermiere care manager JOB DESCRIPTION 



HEALTH HISTORY 
Gather data from the patient’s office medical record: 
 
 Administrative information 
Health conditions 
Test results 
Prescribed medications 
 Allergies/adverse reactions 
 Medical history 
 Preventive care 
 Health care providers 
 Emergency contacts 

Care Management 
Assessment 



Care Management 
Assessment 

HEALTH HISTORY 
Gather data during the in-home assessment: 
 
Health priorities 
Conditions 
Actual medication use, adherence, discrepancies 
Allergies/adverse reactions 
Health care providers 
Emergency contacts  
Services being used 
 



Questionnaires 
 Daily life 
 Activities of daily living 
Home safety 
 Assistive devices 
 Nutrition 
 Cognition (MMSE)* 
 Pain* 
 Feelings (GDS)* 
 Hearing deficit 
 Mobility (“get-up-and-go” test) 
*May not be completed by proxy  

Care Management 
Assessment 



Questionnaires 



Questionnaires 



Questionnaires 



  
Compare collected data  with evidence-based 
recommendations and guidelines(PDTA..) 

 
Create a Preliminary Care Plan  that lists 
medical and behavioral plans for managing and 
monitoring the patient’s chronic conditions 

 
During the Care Planning Session the care 
manager Nurse and the GP discuss and modify 
the Plan to align it to the unique circumstances 
of the individual patient 

Care Management 

CARE PLANNING SESSION AND 
CREATION OF THE CARE PLAN 



FRAMING ELEMENTS 

Patient 
priorities 

Nurse’s 
impressions 

Chronic 
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From Care Plan to Action Plan 

Care Plan 
 
What is it? 
An evidence-based care plan 
that reflects the 
goals and intentions of the 
patient, caregiver, 
GP and nurse. 
 
When is it used? 
Transitional Care episodes 
Coaching and monitoring       
sessions 
  

 
 
 
 

Monitoring & 
Coaching 

Patient’s 
Priorities 

 

Nurse’s and  
Physician’s 

impressions 
 

 Interventions on 
diet, physical 

activity, 
chronic conditions 

 

  
Medications 

 



 
TARGETS 

 reflect the intentions of the GP 
 reflect what may be realistic or safe for the patient 

 
 

RED FLAGS 
 are indicators that require attention 

 used to coach patients on when to call or report 
symptoms 

From Care Plan to Action Plan 



CREATE THE ACTION PLAN 
 

Patient-friendly version of the Care Plan 
 Large type 
 Lay language 

 
Displayed prominently in the home 

 
 







Important moment to : 
 
 educate the patient on how to use the    
 Action Plan 

 
 clear up any medication discrepancies 

 
coach for life style changes 
 
 build TRUST 

REVIEW WITH THE PATIENT 



The nurse partners with the patient 
for the rest of their life. 

 
 
 
 
 
 

It is not a «one episode» solution. 



Follow up 

Monitoring patients’ chronic conditions and 
revaluation 

 
Coaching patients for self-management 

 
Managing transitions in care 

 
Coordinating services accross providers and sites 

of care : 
    Centrale Operativa Territoriale   COT    24/7 
 (toll free number) 
 

 



• Greater patients’ 
consciousness 

• Satisfying for 
patients and 

caregivers 
• Better 

information ( not 
taken for granted) 

to patients 
• Unique referral 

 

• Very complex 
assessment  

•  Difficulties with 
some 

questionnaires 
• Relationship  

with GPs 
 

Positive and Critical 
aspects 

Positive aspects 
Critical aspects   
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"Integrated care: moving beyond the rhetoric" 
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