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Learning Objectives:Learning Objectives:
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MeritCare Health System:MeritCare Health System:
• Largest hospital/health system in North Dakota
• 2 hospitals in Fargo-Moorhead area (583 beds)
• 1 regional hospital (25 critical access licensed beds)
• Service area spans 250 miles west to east
• Serves urban and rural areas
• 47 clinic sites
• 429 employed physicians
• 73 medical specialties
• Largest private employer in North Dakota
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refers to the place where patients 
receive health care services on a 
regular basis.
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Reasons for Change:Reasons for Change:
The current utilization-based 
reimbursement system assumes an 
appropriateness of care for services, 
while physician-directed care 
management, proactive/planned care and 
even some preventative care may be 
poorly reimbursed. The physician-patient 
relationship has eroded over time, as 
physicians are challenged to see more 
patients in less time.
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secure electronic communication, and
5. Recognition and adequate 

reimbursement for care management 
and coordination of services.
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• Built on previous success with a provider-based 

Diabetes Management Program
• Diabetes Management Program received a Blue 

Works award from Harvard Medical School’s 
Department of Public Health and the national 
BlueCross BlueShield Association

• One Internal Medicine Clinic improved blood 
pressure, LDL and A1c values and decreased 
hospitalization and emergency room costs for 331 
patients, saving more than $500.00 per patient per 
year
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following diseases:
– Diabetes
– Coronary Vascular Disease
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• Also includes preventive care measures:
– Breast Cancer Screening
– Cervical Cancer Screening
– Colorectal Screening
– Vaccines: Tetanus, Influenza, Pneumovax
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Care Management Nurse Role 
Specific Competencies (cont.):
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• Utilizes principles from motivational interviewing to 

promote patient behavior change and support 
patients in action planning.

• Teaches self-management techniques and disease 
specific information.

• Develops, in collaboration with patients, patients’
action plans to meet goals.

• Assists patients in learning problem solving skills.
• Coordinates care by arranging appropriate referrals.
• Understands Quality Improvement measures and 

how to impact results.
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Individualized Goal Setting:Individualized Goal Setting:
In collaboration with provider setting goals 
appropriate for each patient
– Care Level 1: Patient is meeting clinical practice 

guideline goals.
– Care Level 2: Patient is inappropriate to meet 
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– Care Level 3: Patient is not meeting clinical 
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– Care Level 4: Patient is inappropriate to meet 
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meeting individualized goals.
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Action Planning Worksheet:Action Planning Worksheet:
• Using Stanford University’s model of 

Self-Management of chronic conditions
• My confidence level is (1 being not at 

all confident and 10 being totally 
confident that I will do my action plan)

Not at all confident < 1  2  3  4  5  6  7  8  9  10 >Totally confident
If your confidence level is less than 7 you might want to consider 

these questions to help adapt your plan:
1. Is this something I want to do?
2. Since this is my first try at a new behavior, would this plan       
seem easier to do if it was smaller?
3. Is there an action plan I would rather try first?
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receive.

• Patients are very receptive to referrals, i.e. 
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Well Workshop, Diabetes Exercise Program.

• Patients benefit from extra emotional support 
given to them.

• Patients leave the physician visit with their 
questions answered.
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• Physicians know their patients will be 
followed up with regarding their blood 
pressure or blood glucose values.

• Physicians appreciate their patients 
receiving more education or support 
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time to do.
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Conclusion:Conclusion:
Both MeritCare and BlueCross 
BlueShield of North Dakota believe the 
AMH Project is successful because the 
insurer was willing to take some business 
risk to test an innovative idea and to 
share savings from improved care with 
providers, while participating physicians 
and nurses were engaged with resources 
and tools to expand their capacity to 
improve care. 
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