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Shared Decision-Making

A New Frontier for Case Management Leadership

Teresa M. Treiger, MA, RN-BC, CCM, FABQAURP

ABSTRACT

Purpose/Objectives: Despite improved access to information, many people are neither engaged in their
health care nor in the decision-making process. As the hub of care coordination, case managers are perfectly
positioned to participate in and support shared decision-making (SDM) efforts. This article addresses SDM from
a case management perspective.

The objectives are to

+ define SDM and its process;

» discuss the ethical mandate of SDM;

+ present an SDM approach;

« identify support for SDM within case management foundational documents;

+ associate SDM to case management communication and relationship skills; and

« present an informed consent to case management scenario using a modified process recording.

Primary Practice Setting(s): Applicable to all health care sectors where professional case management is
practiced.

Findings/Conclusions: Communication skill is an essential case management competency. Shared decision-
making is a communication process in which a case manager and a client collaborate to make the best health
care decisions based on what matters most to the client. Case managers must undertake education and training
to become fluent in shared decision-making as a core feature of person-centered, professional practice.
Implications for Professional Case Management Practice: Professional case managers must understand the
concept and principles of shared decision-making as applies in their practice as well as their responsibilities to
support care team colleagues using shared decision-making concepts. Organizations should incorporate shared

decision-making language in program descriptions, individual performance plans, satisfaction surveys, and

department/organization goals.

Key words: case management, communication, competence, person-centered care, relationship building, shared

decision-making.

n 2018, a Medicare coverage policy required pro-

viders (physician or a designated nonphysician

practitioner) to participate in shared decision-
making (SDM) with a patient before undergoing an
implantable cardioverter-defibrillators  procedure
(Jensen et al., 2018). Shared decision-making is
also required prior to consent for some lung cancer
screenings and prophylactic left atrial appendage
closures. Mandated SDM is expected to expand into
other preference-sensitive procedures and eventually
become the de facto model for patient engagement
and health-related communication.

Shared decision-making is not a new communi-
cation model. It has been recognized and discussed
in literature for decades. Going back to 1972, Veatch
presented the evolution of health care from privilege
to fundamental right within the context of four ethical
relationship models: Engineering, Priestly, Collegial,
and Contractual. It is within the Contractual Model
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that a patient—provider relationship allowed for shar-
ing of ethical authority and responsibility. Expecta-
tions of veracity, autonomy, beneficence, nonma-
leficence, and justice are present in this model (see
Figure 1).

The Contractual Model identifies patient control
of decision making but does not require the patient
be involved in every incremental decision of the care
process. In his word, “the myriads of minute medical
decisions which must be made day in and day out in
the care of the patient will be made by the physician
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FIGURE 1

The contractual model of patient—provider relationship.
From Veatch (1972).
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within that frame of reference” (Veatch, 1972). “That
frame of reference” being patient preference. The
reason this works is because incremental decisions are
predicated on a trust-based relationship between the
patient and the provider. The patient trusts that the
provider makes independent decisions taking his or
her preferences into account. If trust is broken, so too
is the contract (Veatch, 1972).

In the seminal book, Crossing the Quality
Chasm: A New Healthcare System for the 21st Cen-
tury (Institutes of Medicine [IOM], 2001), an over-
all system redesign identifies the patient as the locus
of control. The IOM, now known as the National
Academy of Medicine, further explained that the
patient should have the “necessary information
and the opportunity to exercise the degree of con-
trol they choose over health care decisions” (p. 61).
The authors included SDM in describing the Aim of
Effectiveness, one of the Six Aims of a new health
care system:

health care organizations and professionals could
do a far better job than they do today in determin-
ing the most appropriate therapies on the basis of
the strength of the scientific evidence; the stakes
involved; clinical judgment; and, especially where
the evidence is equivocal, shared patient and clini-
cian decision making. (p. 48)

Shared decision-making provides professional
case management with the opportunity to demon-
strate its value to health care in care coordination,
communication, relationship building, and leadership
excellence. As a key stakeholder in care coordination,
professional case managers are positioned to partic-
ipate in SDM as it relates to the case management

engagement and in support of care team colleague
efforts. This article focuses on SDM from case man-
agement’s perspective.

Case MANAGEMENT EmMBRACES SDM

If the incidence of a word is an indicator of its impor-
tance to the content being communicated, the num-
ber of times the term “relationship” is mentioned
throughout case management codes and standards is
a clue as to the prominence it has in practice. Exam-
ples include the following:

¢ Sixteen times in the National Association of Social
Workers (NASW) Standards for Social Work Case
Management (2013).

e Twelve times in the Case Management Society of
America’s (CMSA’) standards (2016),

¢ Nine times in the Commission for Case Manager
Certification’s (CCMC) Code of Professional
Conduct (2015), and

e Two instances in the American Case Management
Association (ACMA) standards (2013).

How are case managers positioned to take a lead
role in SDM? To assess this, one must look to phi-
losophy, principles, practice standards, and codes
of conduct of professional societies and certification
bodies. The CMSA and the CCMC are featured in
this article because both are agnostic as to a case
manager’s educational background and population
served and are applicable across all practice settings.

In its standards, the CMSA posits that relation-
ships are integral to effective interprofessional prac-
tice (2016, p. 6) and that successful care outcomes are
predicated on case manager’s expertise, specialized
skills, knowledge, and competencies applied through-
out the engagement, including positive relationship
building and effective communication (2016, p. 15).
The CCMC’s Code of Professional Conduct defines
expectations that a board-certified case manager pro-
vides necessary information to educate and empower
a client in making informed decisions (2015, p. 8).
The CCMC (2015) recognizes that case management
services are optimized in a climate allowing direct
communication between the case manager and the
client and across the health care team.

Incorporating SDM into the bedrock of case man-
agement practice is essential, given its ethical footing
and potential to positively impact provider—client
interactions, quality, and safety (Agency for Health-
care Research and Quality [AHRQ], 2016; National
Quality Partners [NQP], 2018). Adherence to SDM
principles is voluntary, similar to case management
standards of practice. Case managers should adhere
to applicable practice standards but these are gener-
ally not mandated by law or regulation. To further
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and nonverbal communication skills is essential in the development trajectory of a
professional case manager.

clarify this distinction, the following are examples of
voluntary versus required practice expectations:

e A case manager holding a license must adhere to
the laws and regulations that govern said licensure.

® A case manager should embrace practice stand-
ards as a baseline of practice.

* A case manager must abide by the policies and pro-
cedures of his or her employer with the exception of
those that violate the scope of his or her licensure.

e A case manager mwust maintain current clinical
knowledge and remain informed of practice develop-
ments to qualify for ongoing licensure or certification.

e Case management departments should support
their licensed employees in the acquisition of new
and ongoing skills and knowledge to improve ser-
vice delivery to their population.

¢ A board-certified case manager must adhere to the
granting authority’s code of conduct (and other
requirements) to maintain certification.

The SDM ship is in port and it presents another
opportunity for case managers to undertake a col-
laborative approach in all client and colleague
communication.

CommunicatioNn COMPETENCY

By definition, case management leverages communi-
cation as a tool to conducting effective practice. Case
management is defined as:

a collaborative process that assesses, plans, imple-
ments, coordinates, monitors and evaluates the
options and services required to meet the client’s
health and human service needs. It is characterized
by advocacy, communication, and resource manage-
ment and promotes quality and cost-effective inter-
ventions and outcomes. (CCMC, 2019a)

As a care coordination leader, a case manager
continuously hones his or her communication tech-
niques over the span of a career. Competency with
both verbal and nonverbal communication skills is
essential in the development trajectory of a profes-
sional case manager (Treiger & Fink-Samnick, 2016).
It is a feature of case management’s philosophy and
guiding principles, “Successful care outcomes cannot
be achieved without the specialized skills, knowledge,
and competencies professional case managers apply
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throughout the case management process. These
include, but are not limited to, motivational inter-
viewing and positive relationship-building; effective
written and verbal communication” (CMSA, 2016,
p. 12). An underlying value for board-certified case
managers is the belief that “case management is
a means for improving client health, wellness and
autonomy through advocacy, communication, edu-
cation, identification of service resources, and service
facilitation” (CCMC, 20135, p. 4).

From the point of first contact, the relationship with
a client is dependent upon clear and consistent commu-
nication. A functional client—case manager relationship
is built on a foundation of mutual trust, respect, hon-
esty, compassion, empathy, transparency, and ongoing
communication (CCMC, 2019b). Each interaction is
essential to maintain and enhance this relationship. It
is through communication that a case manager encour-
ages the client to move toward improved health out-
comes and self-management ability. Failing to establish
a trust-based relationship of open communication,
transparency, and cooperation inevitably brings on
subsequent problems, including but not limited to non-
adherence (CCMC, 2019b, 2019c¢).

Communication is a long-standing case manage-
ment skill. This has been recognized as far back as
the days of Mary Richmond (1861-1928). In the Pro-
ceedings of the National Conference of Charities and
Correction, Richmond specifically mentions the lack
of coordination and communication. In what was a
case management model of fraud detection, Rich-
mond (1901) discussed that during visits to commu-
nity service recipients, more could be accomplished

is built on a foundation of mutual
trust, respect, honesty, compassion,
empathy, transparency, and ongoing
communication.
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using a care coordination model of friendly visits in
which the focus was shifted to identification, under-
standing, and addressing the challenges.

It is fair to say that both communication and rela-
tionship building are in the bedrock of professional
case management practice. This presents as if case
managers should already be experts in these realms.
However, this is an unfair characterization because
of the evolving nature of competence across case
management ranks. Competency models recognize
necessary skills and the distinction between levels of
expertise. COLLABORATE addresses professional
communication as a key concept in the leadership
competency (Treiger & Fink-Samnick, 2016). The
CMSA (2014) .e4 map acknowledges communica-
tion and its distinctions across six levels of expertise.

The benefits of standardization in case manage-
ment doctrine are numerous, including the develop-
ment of unified professional knowledge, skills, and
graduated competencies. However, one must rec-
ognize that not all individuals working under the
case manager job title are working in a professional
capacity. In addition, case managers lack job title
protection, a universally agreed-upon definition, and
a set of overarching practice standards. These incon-
sistencies present challenges to practitioners as well
as to employers, accreditors, and regulators in laying
a basic foundation of required education, training,
and competency-driven professional practice.

ELEMENTS AND DEFINITIONS

In recent years, SDM received renewed examina-
tion, investigation, and conceptual expansion in a
variety of practice areas (Daly, Bunn, & Goodman,
2018; de Mik, Stubenrouch, Balm, & Ubbink, 2018;
Friedberg, Van Busum, Wexler, Bowen, & Schnei-
der, 2013; Gionfriddo et al., 2013). Although SDM
research applicability to case management is limited,
the argument as the ethically correct thing to do
favors widespread adoption across care settings.
Makoul and Clayman’s (2006) systematic review
identified nine essential elements that are key to the
SDM construct. These elements, common across the
published models at the time, are as follows:

Define/explain problem

Present options

Discuss pros/cons (benefits/risks/costs)
Patient values/preferences

Discuss patient ability/self-efficacy
Doctor knowledge/recommendations
Check/clarify understanding

Make or explicitly defer decision
Arrange follow-up

Acknowledging the lack of a core SDM definition,
Makoul and Clayman (2006) identified ideal elements
and general qualities. These considerations should
be reflected in any SDM framework. Ideal elements
include unbiased information, defined roles (desire for
involvement), supportive evidence, and mutual agree-
ment. General qualities include the following: deliber-
ation/negotiation, flexibility/individualized approach,
information exchange, involves at least two people,
middle ground, mutual respect, partnership, patient
education, patient participation, and process/stages.

Although variation of SDM definition still exists,
two current motifs were introduced by the AHRQ
and the NQP.

Agency for Healthcare Research and Quality
defines SDM as “a model of patient-centered care
that enables and encourages people to play a role in
the medical decisions that affect their health. Shared
decision-making occurs when a health care provider
and a patient work together to make a health care
decision that is best for the patient. The optimal deci-
sion takes into account evidence-based information
about available options, the provider’s knowledge
and experience, and the patient’s values and prefer-
ences” (AHRQ, 2016) operating under two premises:

e First, consumers armed with good information
can and will participate in the medical decision
making process by asking informed questions and
expressing personal values and opinions about
their condition(s) and treatment options.

¢ Second, clinicians respect patients’ goals and pref-
erences and use them to guide recommendations
and treatments. (AHRQ, 2014)

National Quality Partners put forth the follow-
ing definition expanding beyond medical decision

Agency for Healthcare Research and Quality defines SDM as “a model of patient-
centered care that enables and encourages people to play a role in the medical
decisions that affect their health. Shared decision-making occurs when a bhealthcare
provider and a patient work together to make a healthcare decision that is best for the
patient. The optimal decision takes into account evidence-based information about
available options, the provider’s knowledge and experience, and the patient’s values
and preferences.”
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making to be inclusive of other professional care team
members. The definition is “a process of communica-
tion in which clinicians and patients work together
to make optimal health care decisions that align with
what matters most to patients” (NQP, 2018, p. 3).
National Quality Partners continues with the follow-
ing definition components:

e clear, accurate, and unbiased medical evidence
about reasonable alternatives—including no med-
ical intervention—and the risks and benefits of
each;

e clinician expertise in communicating and tailoring
that evidence for individual patients; and

e patient values, goals, informed preferences, and
concerns that may include treatment burdens.

Shared decision-making is a compelling commu-
nication model despite recognized issues that raise
cautionary flags as to effectively launching it into
everyday practice. Among the barriers are a patient’s
reticence to ask questions of his or her provider(s),
health care condition and system information imbal-
ance, lack of provider knowledge and resources, lack
of engagement (or interest) on the patient’s part, pro-
vider misunderstanding of patient intent, and lack of
professional education and training (AHRQ, 2014;
NQP, 2018). A closer look at the SHARE SDM pro-
cess steps sheds further light upon undertaking case
management practice standardization.

SDM Process

Conducting SDM is best undertaken according to a
defined process. A variety of models have been con-
sidered and/or implemented in different practice set-
tings and specialties (Boland et al., 2019; Braddock,
Edwards, Hasenburg, Laidley, & Levinson, 1999;
Daly et al., 2018; Friedberg et al., 2013). For the pur-
pose of this article, AHRQ’s SHARE model is pre-
sented (see Figure 2). SHARE is a five-step process
that addresses the exploration and comparison of
the benefits, harms, and risks of health care options
accomplished through meaningful dialogue. Ulti-
mately, this model respects what matters most to the
client.
The process steps of SHARE are as follows:

e Seek your patient’s participation

e Help your patient explore and compare treatment
options

e Assess your patient’s values and preferences

e Reach a decision with your patient

¢ Evaluate your patient’s decision. (AHRQ, 2014)

Step 1: Seek your patient’s participation: Achiev-
ing SDM success builds from the premise that a func-
tional provider/client relationship exists. The client
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Seek to engage

Help exploration

Assess personal
preferences

Reach decision

f

Evaluate decision

FIGURE 2
The SHARE model. From Agency for Healthcare
Research and Quality (2016).

trusts that a case manager has the knowledge, experi-
ence, and resources to assess and address a biopsy-
chosocialsystem health-related concern as well as the
ability to present unbiased information and options
in an open and honest dialogue. The case manager
expects that a client is truthful within the sanctity of
their relationship. Both case manager and client share
and respond to information, evidence presented, and
questions asked and answered, and consideration is
given to alternative approaches. Without an existing
functional relationship, the dynamic between client
and health care professional may serve as a barrier to
a productive case management engagement and SDM
as an important aspect thereof.

A case manager undertakes numerous tasks as
part of the case management process. For the dis-
tinct process phases, as identified by CCMC and
CMSA, refer to Figure 3. Although care coordination
professionals understand this process, it is not read-
ily known to or accepted by laypeople, consumers,
and/or those outside of case management. Hence,
it is essential to explain this process to each client
in layperson-friendly terms as a foundational build-
ing block of a trust-based relationship. Without this
precedent understanding, client, caregiver, and fellow
care team members may not understand the detailed
work and level of effort on which a case manage-
ment plan of care is developed and executed. Ways
in which to make the case management process more
relatable include the following:
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CMSA

¢ |dentification

e Selection

* Engagement

e Assessment

¢ Opportunity identification

¢ Case management plan
development

¢ Implementation

¢ Care Coordination
e Monitoring

¢ Evaluation

e Closure

FIGURE 3

CCMC

e Screening

e Assessing

o Stratifying

¢ Planning

¢ Implementing

¢ Following-up

¢ Transitioning

e Communicating post-transition
e Evaluating

Iterative case management process activities. CCMC = Commission for Case Manager Certification; CMSA = Case
Management Society of America. From the Commission for Case Manager Certification’s Case Management Body of
Knowledge (2019d) and the Case Management Society of America’s Standards of Practice (2016).

e Use of real-life scenarios to illustrate a point.

e Explain it in information stages rather than the
entire process in one encounter.

e Use examples of decisions that take place in the
case management process.

¢ Highlight the value of case by describing how you
intervened in situation and the positive outcome
your action had on the client.

e Provide figures and/or documents to illustrate
your description(s).

e Pause to invite questions throughout your dia-
logue.

e Frequently ask probing questions to determine
understanding.

In addition to understanding the work process, be
sure to highlight critical issues, such as time sensitivity,
which affect the acuity of decision making. Be clear that
decisions made during the case management engage-
ment are the client’s choice within the constraints of
law, regulation, health plan policies, and client safety.

When starting an SDM dialogue, agree upon the
key participants in the process. Although these may
change, it is best to establish a mutual understand-
ing from the outset. Decision making may take place
between you and the client or may involve other mem-
bers of the care team. Whatever the situation, ensure
that the client understands who is to be involved as
this helps avoid confusion and/or surprises that may
derail the entire process. Of course, unanticipated
events happen every day. These strategies may not
eliminate risk, but they will help mitigate reasonably
foreseeable adverse events.

There are sure to be situations in which a client
expresses reticence to engage as the decision maker.

Seek to understand the reasons why a client hesitates.
Investigate cultural and/or linguistic forces influenc-
ing the client’s behavior. Employ motivational inter-
viewing technique as a means to address ambivalence
and insecurity (see Figure 4). Ultimately, respect the
client’s wishes and incorporate them into case man-
agement plan of care.

It may be appropriate to conduct SDM conver-
sations with designated caregiver. If that is the case,
SDM steps guide the communication process for as
long as the designated point of contact is willing to
participate. Despite an initial hesitation to engage in
SDM, include the client in decision making whenever
possible (AHRQ, 2014). Ultimately, the decision to
not engage in SDM is a client/caregiver option. Unless
case management is formally declined, continue to
educate and advocate on behalf of your client. As in
all things, document your interactions and decision-
making efforts thoroughly.

Keys to this step are as follows:

Clarify the specific decision point(s).

Ask for client/caregiver participation in the
decision-making process.

Emphasize decision making as a client prerogative.

Step 2: Help your patient explore and com-
pare treatment options: Whether it be a case
management-specific decision or a case manager in
a supportive role as a care team member, this step
requires purposeful, unbiased dialogue. It calls on
communication competency for ascertaining a cli-
ent’s current level of knowledge about his or her
health condition and available options as to the
decision point.
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Motivational interviewing. From SAMSA-HRSA Center for Integrated Health Solutions (n. d.) and Tomlin, Walker,

Grover, Arquette, and Stewart (2005).

In today’s world, information is freely available
via the Internet; however, not all sources of informa-
tion are reliable. Educating clients regarding how to
identify a reliable website(s) becomes a priority for
SDM dialogue. As appropriate, review layperson-
friendly literature and websites. Provide hardcopy
handouts if connectivity is inconsistent or when it is
a client’s preference. There may be constraints (e.g.,
organizational policy) as to approved information
sources for use with clients. If your organization does
not maintain an approved list of Internet sources
or a policy relating to website referrals, review new
resources with a supervisor or medical director for an
additional layer of evaluation prior to distribution.

When providing guidance on Internet searches,
avoid summarily dismissing client-found Websites.
Instead, evaluate them to decide on their strengths,
weaknesses, and bias. Make sure to applaud the
effort. In the process of the discussion, speak to reli-
ability of Internet information and continue to build
your client’s confidence by sharing ways to be more
discerning of the information discovered on websites.
Educate your client to look for a Health on the Net
(HON) icon. The HON is a nonprofit organization
promoting transparent and reliable health informa-
tion online. The HON seal of approval means that
a website has undergone an evaluation following
HON’s principles of Authority, Complementarily,
Privacy policy, Attribution and date, Justifiability,
Transparency, Financial disclosure, and Advertising
policy (HON, n. d.; Sewell, 2019). These principles
are expanded in Figure 5.

Discussing a client’s available options may include
referencing statistics and/or comparative effectiveness
information. When discussing numbers, take special
care to ensure that the client understands what the
numbers signify. If you reference a statistic, be clear
as to what it means. Seek additional support if unsure
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as to how best to present numeric information. Where
rating systems are concerned, refer to reliable, unbi-
ased sites, such as Home Health Compare versus
sources that improve an agency’s listing based on
advertising revenue. For example, if a client is consid-
ering home health care agencies, present the quality of
patient care and patient satisfaction survey ratings of
each in absolutes rather than as Agency A being rated
“twice as high” as Agency B (NQP, 2018).
Keys to this step are as follows:

e Set the stage by describing the decision-making
process.
Remain unbiased when presenting information.
Avoid dismissing a client suggestion without a due
diligence evaluation.

e Let the client know that you will return after
researching a new alternative.

e Thank the client for engaging in the conversation.

¢ Personalized resources to address options, ratings,
contact information, and website addresses for the
client to continue investigating independently.

Step 3: Assess your patient’s preferences and val-
ues: Important aspects of this step include understand-
ing and leveraging patient preferences, values, health,
and general literacy in support of the decision-making
process. Some of this information is gleaned during
client assessments and other interactions; however, it
is always the right time to validate client’s preferences
and values. Effective communication and listening
skills are essential competencies applied in this step
(CMSA, 2014; Treiger & Fink-Samnick, 2016).

Informing a client of available options is part of
SDM. Some options may not be in keeping with a cli-
ent’s values and preferences; however, it is the client’s
place to choose from all options rather than from
an array filtered by what a case manager believes to
be acceptable within the client’s preference. It may
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Authority

*Any medical or health advice provided and hosted on this site will only be given by trained and qualified medical
professionals unless a clear statement is made that the advice offered is from a non-medically qualified individual or
organization.

Complementarity

Privacy policy

*The information provided on this site is designed to support, not replace, the relationship that exists between a
patient/site visitor and the patient's/site visitor's physician.

*Personal information about patients and visitors to a medical site, including their identity, is confidential. The
website's owners pledge to respect the legal requirements for medical information confidentiality applicable in the

country in which the server (as well as any mirror sites) is located.

Attribution and date

*The source of the information provided on the site is explicitly mentioned and includes, if possible, a hyperlink to the
original source. The date of the last modification of the content must appear on the web page (for example, at the

bottom of each page).

Justifiability

*Any claims relating to the benefits or performance of a particular treatment, product or commercial service will be
supported with appropriate and balanced evidence and referenced according to principle 4 above.

Transparency

+The creators of the site aim to provide the information in a manner as transparent as possible and will provide
contact information for visitors who seek further information or support. This address (email) must be clearly

displayed on the website pages.

Financial disclosure

+The financial support of a site must be clearly identified, including the identities of commercial and non-commercial
organizations that provide funding, services or materials for the site.

Advertising policy

*The site will clearly indicate if advertising is a source of funding. The website owner will provide a brief description of
the advertising policy adopted. Advertising and other promotional material will be clearly presented to the user to
differentiate it from the information created by the institution managing the site.

FIGURE 5
Health on the Net. From Health on the Net (n. d.).

be helpful to explain your investigation process and
discuss how you took a client’s preferences into
consideration. For instance, consider a client’s linguis-
tic preferences and needs. Investigating options and
presenting them through a client’s native language
speaker demonstrate your due diligence to address
personal preference, including linguistic needs.
Studies demonstrate that treatment decisions
change after a patient becomes more informed as
to available options and associated risks (Mulley,
Trimble, & Elwyn, 2012; Thompson-Leduc, Tur-
cotte, Labrecque, & Légaré, 2016). In case manage-
ment, validate that options are understood. Avoid
use of technical terminology. Encourage a client to
talk about what matters most to him or her (NQP,
2018). Leverage communication as a tool to learn if
the client/caregiver understands how a decision may
affect his or her quality of life. For instance, when
looking at postacute facilities, make sure to include

the distance of each facility from his or her primary
family member or friend. This factor may weigh into
a decision more prominently once a client learns that
not having regular contact with loved ones may result
in isolation, loneliness, and despair, which are con-
tributing factors to an unsatisfying quality of life and
less than expected outcomes (Singer, 2018).
Demonstrate empathy in client communications
(AHRQ, 2014; NQP, 2018). Express interest when a
client identifies the impact that a choice may have on
his or her life to prompt additional disclosure. This
recognition furthers a client’s realization that his or
her concerns are being heard and are important to the
case manager. An example of this occurs when discuss-
ing postacute placement for a client needing adult day
care. After presenting community options, the client’s
son states that he wants his father to go to a program
that aligns with his religious beliefs. The case manager,
not previously aware of this desire, responds by saying
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“T understand your father’s faith is extremely impor-

tant. Let’s look for those possibilities”. This provides

an “I-hear-what-you-are-saying” acknowledgement

and demonstrates the case manager’s respect for a

client/caregiver preference. It encourages the caregiv-

er’s continued collaboration and open discussion.
Keys to this step are as follows:

e Encourage each client to talk about what matters
most to him or her.

¢ Use motivational interviewing techniques, includ-
ing open-ended questions.

¢ Demonstrate interest and empathy when a client
describes the life impacts of his or her condition.

e Acknowledge a client’s values and preferences

Step 4: Reach a decision with your patient: Time-
sensitivity is an important aspect of decision making
(AHRQ, 2016). That said, expecting an instanta-
neous choice is neither reasonable nor advisable as a
person-centered approach. Be sure to include the time
frame within which a decision needs to be made dur-
ing the initial and subsequent conversations. In situ-
ations in which time is of the essence, gently reiterate
the time-sensitive nature of making a decision rather
than pushing a patient into a regrettable decision. It
is helpful to include the consequences of prolonging
a decision (e.g., financial liability, loss of an available
bed) in the context of presenting information.

There are usually health plan/payer restrictions to
consider (e.g., network restrictions) when presenting
available options to a client. This does not preclude
offering options that a client requests. However, it is
imperative to explain the implications of going to an
out-of-network facility, specifically those relating to
payer coverage and potential out-of-pocket expense.
For example, Mr. Bedford’s transition plan is to go
to a rehabilitation facility. He tells his case manager
that he wants to go to Spelling, a well-known facility
located about 40 miles away from home. An accept-
able alternative is closer to home. The case manager
investigates further and learns that Spelling is not
in his plan’s network. When returning to present
options, the case manager uses a neutral tone to dis-
cuss both facilities. She begins the dialogue by restat-
ing Mr. Bedford’s preferences before offering the
pros and cons including the distance between each
facility and his hometown. Then she raises the cost
implications associated with admission to each facil-
ity. Rather than placing his plan in a negative light
with a statement like, “Your plan doesn’t cover Spell-
ing, so I did not look further into it,” she presents a
document listing the cost of admission and contin-
ued stay for each facility. When faced with the siz-
able out-of-pocket expense of admission to Spelling,
Mr. Bedford states, “I did not expect it would be that
much of a difference. No matter how great the place

64 Professional Case Management Vol. 25/No. 2

is, I can’t see paying that much money. Let’s go with
the other place.” The case manager offered options
and information so that the client could make an
informed decision. In doing so, she avoided placing
the patient’s health plan in the role of the villain.
Although this may have served an immediate need
of expediting the transition plan, this approach car-
ries a long-term impact on the working relationship
between member and health plan, plus the member’s
confidence in his or her health plan would likely
suffer.

This example raises the issue of including price
and cost information in health care decision making.
As price transparency gains momentum, a client’s
understanding of the financial aspects of care becomes
even more important. The June 24th Executive Order,
“Improving Price and Quality Transparency in Ameri-
can Healthcare,” seeks to force health care providers
into releasing price/cost details of health care choices
(The White House, 2019). This order does not carry
the force to change existing law; it is a directive to
draft new rules or guidance (Keith, 2019). Includ-
ing financial information to the discussion places the
consumer in a more informed position when making
decisions about care options. When making a large
purchase such as an automobile, usually consumers
comparison shop at a number of dealers to find the
best value prior to making a decision. Price is often the
key decision point. Up until recently, consumers have
generally been blind to the cost of their health care. It
appears that we are on the path to change. Case man-
agers must be ready to present price/cost information
to clients as part of the SDM experience.

A case manager’s practice setting has an effect on
access to price and/or cost data. Those working for
plans (or other payers) have a decided advantage of
easy access to both charge and payment details. This
information imbalance makes it even more important
for case managers to build and maintain collaborative
and professional working relationships. There may
also be organizational restrictions regarding disclosure
of price/cost information. If such a policy or agreement
exists, it is important for case managers to enlighten
department leaders as to this issue so that it can be
addressed with priority.

Providing a client with the charge for a service is
not helpful except in a private payment situation where
a client is responsible to pay 100% (or an agreed-upon
percentage) of a fee. An informed decision requires
that a client has all relevant financial information,
which may affect his or her final decision, including
but not limited to price and payment information,
plan limitation(s), in and out of network ramifications,
deductible, coinsurance and copayment details. This
information should be presented in a clear and concise
manner according to the client’s preferred method of

Copyright © 2020 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.




communication. As presented in the previous example,
it is helpful to present numbers both verbally and in
writing. Allow sufficient time for the client to formu-
late and ask questions. If unable to respond immedi-
ately, be diligent in finding the answer and respond
promptly.

Other strategies that aid decision making are process
of elimination and defining have-to-have versus nice-to-
have features. Either conversation begins with confirm-
ing a client’s expressed priorities and preferences.

e Process of elimination—Address each option by
delineating how each meets or does not meet the
client’s desires.

¢ Have-to-have—Classify preferences as being have-
to-have, which are things that must be present for
an option to be acceptable to a client (e.g., native-lan-
guage speakers available 24/7) or as being nice-to-
have such as easy access to public transportation for
extended friends and family to visit.

Provide encouragement as the client considers and
either confirms or dismisses each option. If the client
remainsundecided, consider outreach toacaregiverand/or
member of the care team whose opinion matters most to
the client and include that person in the SDM dialogue.

Encourage the use of decision support tools as
part of the process. Although tools factor into the
SDM process at any point, when someone finds it
difficult to reach a decision, these tools present an
opportunity to support the client’s thought process
apart from an extended dialogue. Many organiza-
tions develop their own tools, some rely on technol-
ogy in the form of an avatar guide which the client
views. The ability to use these tools efficiently and
effectively is as important as having access to them.
A simple explanation of their use should be pro-
vided along with a demonstration of any technology
required to navigate the tool. It is recommended that
decision aids be tested and/or validated prior to sys-
temwide implementation. Examples of tested deci-
sion aids include the following:

e AHRQ’s patient decision aids

e Option Grid decision aids

e The Ottawa Personal Decision Guide
¢ Dartmouth-Hitchcock Healthwise

Although making a decision is commendable, SDM
focuses on the client making the best decision for him
or herself after consideration of alternatives, risks, and
benefits. Once a decision is made, confirm the client’s
understanding of his or her choice as well as the impli-
cations of the choice. Shared decision-making places
the client in the driver’s seat as to the course of his or
her health care. Figuratively speaking, the case manager
should ensure that the client has not been relegated to
being a passenger in his or her own car.

Keys to this step are as follows:

e Frame decisions as a part of a bigger picture by

providing the client with perspective (e.g., process

steps, timing).

Avoid pressuring or demanding a decision.

Provide additional information, as needed.

Inquire as to remaining questions or concerns.

Use decision support tools.

Use teach-back by asking the client to describe his

or her options.

¢ Schedule follow-up conversations after each inter-
action, as needed.

Step 5: Evaluate your patient’s decision: Upon con-
firming a decision, the case manager should pause to
reflect and evaluate its quality and impact. Consider how
the choice affects the case management plan of care and
update the plan accordingly. Follow-up with the client to
ensure that he or she remains committed to the choice.
Implement the updated case management plan of care.

In long-term case management engagements, be
cognizant of the fact that decision can (and should)
be revisited especially if it relates to chronic condition
management (AHRQ, 2014). Be sure that the client
understands that as facts change and progress is made
(or not made), so too may his or her choice. Monitor
the impact of the decision as well as the client’s reac-
tion to interventions and changes in the case manage-
ment plan of care. Continuous evaluation during the
case management engagement is an essential part of
the iterative case management process (CCMC, 2019d;
CMSA, 2016, p. 19). This also references back to pre-
vious dialogue regarding the case management process,
which was explained earlier in the engagement.

In transition of care situations, reach out to the
case manager assuming responsibility for care coordi-
nation in both up- and downstream settings. In other
words, transition the case management plan of care
and provide an opportunity for care continuity via
professional and accountable handover interactions
(National Transitions of Care Coalition, 2008, p. 7).

It is important to consider that the mode in which
case management practice takes place may affect how
SDM is conducted. Those featuring face-to-face commu-
nication are likely to be more effective for SDM interac-
tions than those relying on telephone or other means of
communication. It is not to imply that non—face-to-face
interactions are less impactful; however, it presents chal-
lenges due to the inability to interpret nonverbal cues,
environmental factors, and other variables affecting
communication. The method of communication must be
taken into consideration during SDM design and imple-
mentation phases. Research as to the success of case
management SDM effectiveness, as well as variances
dependent upon case management modality is required
to more fully understand the impact of delivery mode.
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Arguably, the greatest benefit of SDM
is its emphasis on ethically framed
practice.

Keys to this step are as follows:

¢ Evaluate the decision and its impact(s).

¢ Monitor the impact following implementation of
a decision.

e Review anticipated versus actual outcome to
determine whether further action is needed.

¢ Document the case management plan of care
meticulously.

As pertains to the entire SDM process, it is
important to review your organization’s policies
and procedures that address client decision making.
A thorough evaluation of each document includes
its classification within a framework, which dis-
tinguishes whether its content rises to the level of
requiring SDM. The implication of that process dic-
tates the degree to which policy and process need
to change in order to reflect an authentic SDM
paradigm. For example, it is a common practice to
provide three options to a client when considering
a post—acute transition to a skilled nursing facility.
As SDM deploys across the continuum, the three
options approach will likely change. Box 1 provides

BOX 1

Transition of Care

a scenario in which a client engages in the process
of post—acute facility selection. This example brings
to light a consideration in the design and implemen-
tation of SDM in case management—the examina-
tion and modification of organizational policies and
procedures. Shared decision-making implementation
is not a case of word substitution so that all policies
include the term “shared decision-making.” It is a
philosophical and systematic shift. Leadership must
embrace the entirety of SDM and be willing to reflect
the change in department and/or organization docu-
mentation as well as the impact on a case manager’s
performance (e.g., time, outcomes).

SDM ImpLicaTIONS FOR INFORMED CONSENT TO
Case MANAGEMENT

Arguably, the greatest benefit of SDM is its emphasis
on ethically framed practice. There are a multitude of
scenarios in which a case manager can apply SDM to
client interactions. However, of specific importance
is obtaining informed consent to engage case man-
agement services. Shared decision-making lies at the
heart of informed consent. There are three assump-
tions that apply for consent to be valid: competence,
being adequately informed, and being given volun-
tarily as opposed to being coerced (Institute for Bio-
ethics and Health Policy, 2019).

A deeper look into the process of ethically valid
consent identifies it as being based upon mutual
respect and participation, rather than as a ritual to be

A Transition of Care Scenario in Which a Client Moves From Hospital to SNF.

Client

Case Manager

Prior to an elective admission, the client
discussed the postoperative plan of care
with specialty providers and precertifica-
tion team.

It was mutually agreed that an SNF stay was
the preferred option after the hospital.

Optimally, in an elective procedure situation,
a patient visits one or more postacute
facilities prior to hospital admission. In this
scenario, site visits did not take place.

Explain the authorization process for SNF transfer. In the SDM context, the case manager should
« Describe the evaluation process; the patient considers one (or more) SNF and each SNF evalu-
ates patient abilities and needs to determine whether an appropriate and available bed exists.

« Explain that the payer—provider network may not include known facilities and therefore limits
patient choice.

Identify client’s priorities and preferences relating to the choice of facility. Help narrow down facil-
ity options based on these stated preferences and priorities.

Support the evaluation process. Prepare and share a list of facilities within the client’s payer net-
work. Include a contact name and phone number to set up visits. Offer out-of-network options
with caveat that health plan will probably not cover the stay.

Initiate evaluations by notifying admission coordinators of transition plan and anticipated date.

The caregiver conducts site visits

Client reaches a decision

Support decision-making process by raising client’s previously stated priorities and preferences.
If available, provide and explain sanctioned decision-making tool(s) to the caregiver.
Clarify the date by which a decision is required.

Facilitate decision making through process of elimination using client’s preferences and priority.
Formalize transition plan with client.
Notify involved facilities of client’s decision.

Evaluate client’s decision

Ensure that selected facility provides level of care required to meet client’s stated needs and
preferences

Review facility quality scores/ratings and share with client

Verify that the selected facility meets patient’s priorities and preferences

Note. SDM = shared decision-making; SNF = skilled nursing facility.
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TABLE 1

Informed Consent Practices in Case Management?

“We run everything through our legal department. We do all telephonic ‘opt in” CM and we read them a general disclaimer prior to enroliment.

They (the client) has the right to opt out/disenroll at any point in time.”

Managed Care program

“The Care Manager requests the member’s verbal acceptance of enrollment into the Care Management program and explains to the member
his/her rights to decline participation at any time. Verbal consent or a request to refuse participation is documented in the program.”

“We don't use this in my line of CM.”

Managed Medicaid program

Worker's Compensation program

“We do not have a specific consent to CM because it is part of the overall consent to treatment signed upon admission. However, we do explain
our role and work with each patient’s preferences in transition planning and other activities.”

Acute Care facility

2Quotes used with permission.

equated with reciting the contents of a form detailing
the risks of a particular treatment (Braddock, 2011).
The ethical foundation of informed consent promotes
personal well-being and self-determination (Brad-
dock, 2011; Shay, & Latafa, 2015;). Self-determina-
tion can be defined as autonomy. The implication is
that a competent individual has the right and ability
to make decisions affecting his or her life.

There may be perceived incongruity with the prin-
ciple of beneficence (to do good). Beneficence refers to
the notion of doing what is believed to be in the best
interest of a client. Conflict arises when beneficence
(of a provider) opposes autonomy (of the client). The
best case scenario includes a competent client and his
or her autonomous decision(s). Autonomy must be
respected regardless of whether or not the decision
made conflicts with the provider’s own belief that
another choice is in the best interests of a client (Insti-
tute for Bioethics and Health Policy, 2019).

A case manager encounters many situations in
which a client exercises autonomy. The case manager’s

TABLE 2

Professional Expectations of Informed Consent?

response either demonstrates his or her professional
practice conforming to applicable law, regulation,
code of conduct, and practice standard or represents
a serious lapse of professional responsibility. Shared
decision-making overlays the case manager/client
dynamic in which mutual respect and understanding
are key. This is reflected in informed consent, as well
as medication adherence, choice of provider/vendor/
supplier, and many other instances. Whether SDM
takes place between the case manager and client or is
one in which the case manager supports another care
team member, the application of ethical principles
serves as a guidepost throughout the interaction.

The existing methods of consent to case manage-
ment include both verbal and written options. Seek-
ing client consent should be preceded by an objective
and clear explanation of case management. Examples
of current practices are given in Table 1. Policies and
processes associated with informed consent should
recognize SDM as the manner in which participation
is achieved. Presently, it is unclear whether that is a

Case Management Society of America

“The professional case manager should obtain appropriate
and informed consent before the implementation of case
management services” (CMSA, 2016, p. 27).

Commission for Case Manager Certification

“Board-Certified Case Managers (CCMs) will provide the necessary information
to educate and empower clients to make informed decisions. At a minimum,
Board-Certified Case Managers (CCMs) will provide information to clients about

case management services, including a description of services, benefits, risks,
alternatives and the right to refuse services. Where applicable, Board-Certified
Case Managers (CCMs) will also provide the client with information about the
cost of case management services prior to initiation of such services” (CCMC,

2015, p. 8).

National Association of Social Workers

American Case Management Association

“...the social work case manager has an ethical responsi-
bility to ensure the client has the requisite information
to provide informed consent in all aspects of the case p. 6).
management process” (NASW, 2013, p. 22).

Does not address informed consent to case management but does mention
informed choice pertaining to community care/provider options (ACMA, 2013,

aFrom the Commission for Case Manager Certification’s Case Management Code of Professional Conduct (2015); the Case Management Society of America’s Standards of
Practice (2016); the National Association of Social Workers Standards of Practice for Case Management (2013); and the American Case Management Association Practice

Standards (2013).
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consistent practice. Consent to case management is
considered, by some, to be a formality that one must
go through before the provision of services. This is the
opportunity to reevaluate an organization’s current
approach to informed consent to case management.
Document language should reflect the deliberate
application of SDM as the framework within which
informed consent to participate in case management
is obtained.

Most practice standards and codes of conduct
address informed consent (see Table 2). However, it
is important to understand that standards and codes
are intended to be assumed in their entirety, rather
than as excerpts. A case manager should practice in a
manner aligning with the entirety of applicable prac-
tice acts, standards, and conduct codes. As the use
of nonprofessional staffing strategies increases across
health care, it becomes important to distinguish the
engagement of professional case management ser-
vices from strictly administrative care coordination.
Leading into SDM informed consent, a client should
be made aware of

e who is providing his or her case management ser-
vices,

e that provider’s professional credentials, and

e exactly what services are to be performed.

In the absence of doing so, the professional case
manager sinks into the ever enlarging morass of care
coordination taskmasters. It is during an SDM informed
consent process that consumers become enlightened as
to whom they entrust their health care needs.

Another aspect for inclusion of SDM as a hallmark
of professional case management is the practice standard,
which highlights that a case manager should engage in

BOX 2

Communication skill is an essential
competency in professional case
management. Shared decision-making
is a communication process in which
case managers and clients collaborate
to make the best bealth care decisions
based on what matters most to the
client.

scholarly activities and maintain current knowledge,
best practices, skills, and competencies (CMSA, 2016,
p. 30). The expansion of SDM across health care prac-
tices and settings inclusive of case management practice
is a primary example of incorporating best practice into
professional case management practice.

When applicable, the process of obtaining
informed consent should reflect a collaborative
approach, which values and includes a person’s needs
and preferences rather than simply as an administra-
tive result of targeted screening and the reading of a
program description. The application of SDM as an
approach to informed consent to case management
is best demonstrated using a case study approach.
Box 2 is an introduction to Mrs. and Mr. Manning.
Table 3 expands the scenario with a process record
of an SDM informed consent dialogue between Scott
Popkin (case manager) and the Mannings (client/
caregiver). The applicability of this exact approach
may not fit every practice setting. Case managers are
often faced with complicated situations. This sce-
nario serves as an example of SDM, which does not

Consent to Case Management Scenario Introduction

Meet Ted and Betty Manning. Ted is a previously healthy and active 50-year-old man who is a chief executive and cofounder of an international

consulting firm. In the past 2 years, he suffered a series of health crises, including a myocardial infarction and a cerebral vascular accident. He
was also hospitalized for acute pancreatitis and subsequently diagnosed with insulin-dependent diabetes mellitus with early peripheral and neu-
ropathic vascular complications. Last month, a seemingly small blister on his right foot became infected and progressed to lower leg cellulitis.
His compromised peripheral circulation contributes to poor wound healing. He is now faced with deciding whether to undergo an amputation.
He is seen regularly in an outpatient clinic for wound care and intravenous antibiotics. His endocrinologist and vascular surgeon both requested
case management intervention.

Scott Popkin, an advanced practice registered nurse and a case manager, visits Mr. Manning at home. He introduces himself as both a nurse

practitioner and a case manager. During the comprehensive interview, Mr. Manning states that he and his wife feel overwhelmed because their
previously socially active and idyllic life has crashed around them. He jokes ‘I am the victim of alien body snatchers. | went from healthy and
active to chair-bound in an instant”. Scott notes that Mr. Manning feels trapped because of his limited activity from home to medical appoint-
ments that takes all the energy for the day. He feels guilty because he only contributes to the household financially. He is on an indefinite leave
from work but is concerned about how long it is reasonable for him to remain in this status regardless of it being his company.

The Mannings live in a two-floor, single-family home with eight steps to enter through the front door and four to enter through the attached

68 Professional Case Management

garage. The home underwent extensive renovation last year. The master bedroom and a full bath replaced the formal living and dining rooms
on the first floor. The second floor is now used by a rare overnight visitor. As Betty shows Scott around the first floor, she confides that she is
considering taking leave from her full-time job because she is exhausted from supporting all her husband’s health and personal needs. She can-
not deal with the stress of juggling two full-time jobs. She says that her daughter-in-law is on maternity leave and comes over with the baby to
visit and takes Ted to and from his appointments. Betty feels badly taking up her time while she should be enjoying her leave. Following a brief
physical examination, Scott and the couple take a seat around the Kitchen table. He places a copy of the case management program brochure
in front of the Mannings.
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factor in all of these additional factors. However, the
process is both duplicatable and modifiable to suit
the needs of an individual or organization.

ConcLusION

Communication skill is an essential competency in
professional case management. Shared decision-mak-
ing is a communication process in which case manag-
ers and clients collaborate to make the best health care
decisions based on what matters most to the client.
Professional case managers must understand the con-
cepts and principles of SDM as applicable in their
respective practices. To formalize this client-centered
approach, case management documentation should
incorporate SDM concepts and case managers should
be educated as to the implementation and use of SDM
in practice. Further study of SDM’s impact in a vari-
ety of case management applications and its impact on
case management outcomes is strongly encouraged.
Updating language within practice standards, conduct
codes, program descriptions, individual performance
plans, satisfaction surveys, and department/organiza-
tion goals carries particular importance as these docu-
ments lay the foundation for professional case man-
agement practice. In the absence of organizational
support, case managers should evaluate and integrate
SDM into their professional practice toolbox.
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