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      Care coordination acts as “the glue that makes 
the healthcare system a safe and coherent place” 
( Lamb, 2014 , p. xvi). Health care systems are 

optimizing the care coordination and care management 
processes to improve care for patients in all health care 
settings. Care managers are vital members of the inter-
disciplinary health care team and now work in many 
patient arenas such as inpatient, outpatient, post-acute, 
transitional, and rehabilitation facilities. They focus on 
improving care by way of improving patient engage-
ment and activation, eliminating redundant tests and 
procedures, reducing readmissions, facilitating safe 
transitions in care, and identifying high-risk and high-
user patients. In many health care systems, care man-
agement processes are also designed to meet the needs 
of utilization review (UR), discharge planning (DP), 
and resource allocation. Care managers’ most impor-
tant impact is that of helping ensure that patients’ 
needs and preferences are understood by all and shar-
ing vital information with all providers involved in the 
patients’ care ( National Priorities Partnership, 2008 ). 

 “Care management” is an umbrella term used 
to include care coordination, case management, and 
transitional care (TC;  Powell & Tahan, 2010 ). These 
are not new concepts to health care or nursing, but 
now they often correspond to new roles in new set-
tings. Case management evolved from legislative and 
payment reform as early as the 1980s and focused 
attention on UR and appropriate use of resources in 
the acute care setting ( Powell & Tahan, 2010 ). The 
newer terms of “care management” and “care coor-
dination” are also now specifi cally referred to in reg-
ulatory ways. The Affordable Care Act of 2010 has 
defi ned roles of care coordination in acute (hospital-
based) and primary (community-based) care settings 
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 A B S T R A C T 
   Purpose of the Study:     Measure current roles and responsibilities of care managers in the state of Utah. 
     Primary Practice Setting:     All settings of health care including inpatient, outpatient, community, payer, post-
acute, and transitional care settings. 
     Methods and Sample:     A quantitative descriptive survey design was used to assess and describe current care 
management roles and responsibilities of 191 care managers within the state of Utah. Quantitative variables of 
roles and responsibilities were collected an electronic database (REDCap). 
     Results:     Major results conclude that care managers spend most of their time on direct patient interactions 
including discharge planning, population care, and utilization review. These care managers are highly 
experienced in their fi eld, with most being in their professional practice for more than 10 years. Most of the care 
managers are bachelor’s prepared nurses. 
     Implications for Care Management and Care Coordination Practice:   To create or expand care management 
processes to meet the goals of health care reform, systems fi rst need to know what care managers/coordinators 
are doing and where their current focus on care presides. Educators, leaders, and, indeed, the care managers 
themselves are a part of preparing this dynamic workforce. The major responsibility of care management 
continues to be direct patient interactions, meaning that care managers are performing vital interpersonal 
patient interaction needed to achieve highly personalized patient care with assurances of quality and safety. No 
matter the name—care management, case management, or care coordination—these activities are an essential 
part of health care, with highly specialized skills that promote patient engagement and activation.   
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and focuses on coordinating care across systems to 
avoid redundancies ( Lamb, 2014 ). At the same time, 
the Institute for Healthcare Improvement’s (IHI’s) Tri-
ple Aim Initiative guides care management processes 
to goals of improved patient experiences, improved 
health of populations, and reduction of overall health 
care costs ( IHI, n.d. ). 

 Care managers improve health outcomes by iden-
tifying patient needs and goals of care, promoting com-
munication of identifi ed needs and plans of care across 
systems and settings, and assisting patients as they navi-
gate all of their systems of care over time ( IHI, n.d. ). Care 
managers also work to improve care outcomes for popu-
lations or groups of patients. Care managers use deci-
sion-support technology to stratify the risks associated 
with these population groups, and they employ evidence-
based practice interventions based on risk factors. 

 One of the major challenges for health care lead-
ers and administrators is to design effective care man-
agement teams that blend the roles and responsibili-
ties of the past with the emerging competencies of the 
future. A common question focuses on what aspects 
of past roles and responsibilities should remain and 
what new roles and responsibilities need to be added. 
When designing effective care management teams, 
the following foundational processes of care manage-
ment should be assessed and new concepts should be 
included ( Lamb, 2014 ;  Naylor, Aiken, Kurtzman, 
Olds, & Hirschman, 2011 ;  Powell & Tahan, 2010 ; 
 Press, Michelow, & Macphail, 2012 ): 

•   Interprofessional communication and collabora-
tive relationships within and between health care 
systems;  

•   Direct patient interaction (DPI) including assess-
ment and patient care plan development, 
determining a patient’s level of self-management, 
medication management, health coaching strate-
gies, and end-of-life planning;  

•   Transitional care processes, including participa-
tion in and coordination of DP;  

•   Population health management, including steps of 
risk stratification; and  

•   Utilization review and resource management.    

 The purpose of this quantitative descriptive 
study was to assess current roles and responsibilities 

in existing care management processes within the 
state of Utah. This research study will be followed 
by a comparison of current roles and responsibilities 
with new roles and responsibilities that are emerging 
from national initiatives and evidence-based litera-
ture. The need for this research study arose from a 
liaison with key health care industry leaders such as 
chief nursing offi cers and directors of care and case 
management processes. After a yearlong collabora-
tion, these leaders asked what the care managers/
coordinators were doing in our state and what these 
managers and coordinators were going to need to do 
in the future. Thus, the research questions guiding 
this study were as follows: (1) What are the major 
roles and responsibilities of Utah care managers/care 
coordinators? and (2) Do these roles and responsi-
bilities align with emerging literature about care 
management/care coordination? The fi rst research 
question is presented in this article, and the second 
will be reported elsewhere.  

 METHODS  

 Design and Sample 

 A quantitative descriptive survey design was used to 
assess and describe current care management roles and 
responsibilities within the state of Utah. Quantitative 
variables of roles and responsibilities were collected 
through an electronic survey and stored in REDCap, 
a browser-based electronic database that supports 
collaborative access, user authentication, and central 
data storage and export ( Harris et al., 2009 ). 

 The target sample consisted of care coordina-
tors, case managers, and care managers from four 
major health care systems based in Utah. The man-
agers of these systems estimated a possible partici-
pant pool of 800–900 employees, who were mostly 
nurses and social workers. One hundred forty-one 
participants responded. Participants were informed 
that their consent to participate was implicit in 
the completion of the survey, and approval to par-
ticipate was obtained from the care management 
administrative staff of each of the four health care 
systems in the state. Response rate for this survey 
was estimated at 25%.   

 Care managers’ most important impact 
is that of helping ensure that patients’ 
needs and preferences are understood 
by all and sharing vital information 
with all providers involved in the 

patients’ care. 

 Care managers use decision-support 
technology to stratify the risks 

associated with these population 
groups, and they employ evidence-

based practice interventions based on 
risk factors. 
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 Instrument 

 The electronic survey was based on a literature search 
in health care databases and texts, as well as an Inter-
net search of national organizations and initiatives 
discussing care coordination and management. The 
survey consisted of 88 questions organized into fi ve 
domains: DPI, DP, population health management, 
TC, and UR/utilization management (UM). Some 
example questions were as follows: “What percent-
age of your time do you spend in direct patient inter-
action?” Next, the participants were asked questions 
further describing DPIs asking how much time is per-
formed in assessment—“patient care preferences,” 
“patient identifi ed needs,” or “patient knowledge,” 
to mention a few. Also asked of DPI and assessment 
of the patient was how and how often care managers 
documented these activities; whether they used elec-
tronic health records or paper within the patient’s 
medical record.   

 Data Collection and Analysis Process 

 The survey was placed into REDCap. A link to the 
survey was e-mailed to the key care management 
stakeholders/leaders in the participating hospitals 
and health systems in Utah. These leaders forwarded 
the link to their own workforces. The survey was 
open and available for 4 months. Frequencies and 
distributions of the de-identifi ed data were used to 
describe the main domains of roles and responsibili-
ties as reported by the participants.    

 SURVEY RESULTS  

 Sample Demographics 

 One hundred ninety-nine participants started the sur-
vey, and 141 (71%) completed all of the survey ques-
tions. Of the 141 respondents, 122 (85.5%) were reg-
istered nurses, 18 (12.8%) were social workers, and 
1 (0.7%) was a respiratory therapist (see  Figure 1 ). 
Eighty-nine nurses (72%) had completed a bachelor’s 
degree in nursing, 16 (13%) reported that they had 
completed an associate degree in nursing, 13 (10%) 
had completed a master’s degree in nursing, and 1 nurse 
(1%) had completed a doctorate in nursing practice 
(see  Figure 2 ). Sixty-seven care managers (48%) were 
in an outpatient setting, 46 (33%) were in an inpa-
tient setting, and 24 (17%) were in both settings (see 
 Figure 3 ). One-hundred-six respondents (76%) had 10 
or more years of professional practice, 20 (14%) were 
in the 6- to 10-year range, and 14 (10%) fell within 
the 2- to 5-year range (see  Figure 4 ). Most respondents 
reported that they had been in the care management 
role for between 2 and 5 years (see  Figure 4 ). Most 

important fi ndings from the demographic data con-
fi rmed that the care management workforce in Utah is 
baccalaureate-prepared nurses who have been work-
ing in their profession for more than 10 years and have 
been working as care managers from 2 to 5 years.       

 Major Survey Responses 

 In this study, we reported the combined responses 
for each setting (inpatient and outpatient) and also 
stratifi ed by setting for comparisons (see  Figure 5 ). 
We found that, on average, respondents spent most 
of their time (35%) on  direct patient interaction . 
When we analyzed the data by patient setting, out-
patient respondents reported that, on average, 40% 
of their time was spent on DPI; inpatient respondents 
reported an average of 24%. The category with the 
next highest amount of time spent was  utilization 
review/utilization management . On average, the 
respondents spent 28% of their time on UR/UM, with 
outpatient respondents spending an average of 25% 
and inpatient respondents spending an average of 
36%. Time spent on  discharge planning  and  popula-
tion care  (PC) was reported nearly equal (DP at 20% 
and PC at 17%). However, when stratifi ed by setting, 
the average time spent on DP activities was reported 
at 33% for outpatient respondents and 10% for 
inpatient. Outpatient respondents reported spending 
more time on PC (an average of 23%) than inpatient 
respondents (9%). The last major category measured 
was  transitional care , with all respondents spending 
an average of 11% of their time in the category. Each 
major domain is presented in the following text.    

 Direct Patient Interaction 

 Direct patient interaction defi nitions were gathered 
from the literature describing past, current, and even 
future roles of care managers. Direct patient interac-
tion interactions range from screening/assessing patient 
needs to assessing patient understanding of care pro-
cesses and care needs, as well as patients’ personal 
preferences related to care planning ( Powell & Tahan, 
2010 ). Direct interaction could also include patient and 
family education related to illness care or anticipatory 

 FIGURE 1 
 Professional background of survey participants ( n   =  141). 
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teaching of common and expected care trajectories 
( Lamb, 2014 ). Direct patient interactions in this study 
were measured in 11 subdomains (see  Figure 6 ).  

 Outpatient and inpatient care managers reported 
that, on average, 40% and 24%, respectively, of their 
time on DPI. Direct patient interaction was reported 
in 11 activities (see  Figure 6 ). Although no one of 
the 11 subdomains was signifi cantly reported more 
than the other, care managers reported spending from 
22% to 26% of their time working directly with 
patients and families as they determine patient prefer-
ences, supporting goal of care, providing vital patient 
education, health coaching, and evaluating patients 
for needs and services.   

 Utilization Review/Utilization Management 

 Utilization review/utilization management, the cat-
egory with the second highest amount of time spent, 
is described in this study as actions that, through the 
“evaluation of medical necessity, appropriateness of 
level of care, effi ciency, and quality of healthcare ser-
vices” ( Cohen & Cesta, 2005 , p. 8), safeguard patients 
and systems against unnecessary or inappropriate use 
of health care services. An integral component of 

nursing care management models is an emphasis on 
managing the patient’s environment through coordi-
nation and monitoring ( Cohen & Cesta, 2005 ). 

 Within these activities, care managers reported 
spending, on average, 22% of their time evaluat-
ing medical necessity for services and 19% obtain-
ing authorization for those services. When obtaining 
authorization for services, care managers spent 20% 
on retrospective chart reviews and 12% on monitor-
ing appeals for denials of service. Related to UR/UM 
is monitoring the overuse and underuse of services. 
Care managers reported spending 18% of their time 
monitoring overuse of services and 10% monitoring 
underuse of services.   

 Discharge Planning 

 The American Nurses Association defi nition of “dis-
charge planning” was used to guide the study. In 
“Cochrane Review Brief: Discharge Planning From 
Hospital to Home,”  An (2014)  notes that DP is a 
process of planning for management of care for the 
patient as he or she leaves the acute care settings, as 
well as planning related to ensuring continuity of care 
processes that prepare the patient for the next phase 
of care, recovery, and reentry into the community. 
As expected, DP was different between settings, with 
inpatient care managers spending, on average, 33% 
of their time on DP and outpatient care managers 
spending 10%. Upon further examination, 18% of 
inpatient care managers reported spending at least 
half of their time on DP. 

 FIGURE 2 
 Level of education. 

 FIGURE 3 
 Participants grouped by patient setting. 

 FIGURE 4 
 Years of professional practice ( n   =  140). 
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 Although there is a difference of time spent in 
planning for discharge between inpatient and outpa-
tient settings, these results demonstrate that DP is not 
solely accomplished in inpatient settings but often 
begins or ends in outpatient settings as well. Atten-
tion to DP is important as we focus on providing safe 
patient transitions of care and also work to improve 
discharge teaching—all with the goal of supporting 
the ability of patients and their families to attain opti-
mal self-management after discharge from the hos-
pital. Important to note in this study, TC was also a 
reported domain of care managers’ activity. In retro-
spect, these domains could have been more aligned 
together to help describe the importance of both of 
these activities.   

 Population Care 

 Care managers were asked how their roles and 
responsibilities contribute to managing population 
health care. The defi nition of population health used 
in this study involved assessing the level and distribu-
tion of disease, as well as the functional status and 
well-being of a population group ( Parrish, 2010 ). 

The activities assessed in the study involved monitor-
ing group health outcomes, organizing health care 
teams (e.g., medical assistants [MAs], health coaches, 
educators, advocates, or navigators) to interact with 
defi ned population groups, and alerting primary care 
providers of potential problems within population 
groups. Outpatient care management reported spend-
ing 23% of their time on population health activities. 

 The most common activity in caring for popula-
tions in this sample reported, on average, spending 
28% of their time alerting primary care providers of 
potential problems in identifi ed populations. These 
respondents also reported spending, on average, 
22% of their time on identifying high-cost or high-
risk patients and, on average, 14% of their time orga-
nizing others (MAs or health coaches/advocates) to 
track or interact with patients. In addition, they spent 
11% of their time monitoring the health outcomes of 
population groups. 

 Risk stratifi cation was measured in this category as 
well. Less than half (49%) of the respondents reported 
that their institution provides them with ongoing risk 
stratifi cation to direct their resources and activities. 
The two most commonly reported risks were alerts 

 FIGURE 6 
 Average percentage of time spent in direct patient interaction activities ( n   =  141). 

 FIGURE 5 
 Average percentage of time spent on activities practice ( n   =  141). 
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regarding patients with multiple chronic conditions 
and frequent users (both at 77%), closely followed by 
reports of risk of readmission (73%), inappropriate 
use (62%), and inappropriate cost (52%).   

 Transitional Care 

 Care managers in this study reported that TC activities 
required, on average, 11% of their overall time. This 
study uses the defi nition of TC from  Naylor et al. (2011) : 

  Transitions, or “handoffs,” are vulnerable exchange 
points…. Transitional care is defi ned as a broad range 
of time-limited services designed to ensure health care 
continuity, avoid preventable poor outcomes among 
at-risk populations, and promote the safe and timely 
transfer of patients from one level of care to another 
or from one type of setting to another. (pp. 746–747)  

 Although only, on average, 11% of respon-
dents’ time was taken doing transitions of care, 65% 
reported that they do some level of TC. Transitional 
care can involve discharge to home, home health, 
acute rehabilitation units, psychiatric, or skilled 
nursing facilities. As noted in the earlier description, 
effective TC could be assessed by two points: (1) 
transition from one level to another; and (2) focus 
on at-risk populations ( Naylor et al., 2011 ). The 
responses indicated that patients are transitioned to 
the following “other facilities”: skilled nursing facili-
ties (43%), long-term care facilities (20%), and other 
like institutions (11%). As stated earlier, DP is an 
important part of TC; thus, these two domains are 
theoretically related to each other and, in this study, 
represent up to 46% of work for inpatient care man-
agers and 20% for outpatient care managers.   

 Patient Assessment, Case Finding, Care Planning, and 
Follow-Up 

 Although assessment, case fi ndings, care planning, 
and follow-up were not a part of the major group 
fi ndings, they are areas of interest. The survey asked 
respondents to describe whether they initially eval-
uate patients (Yes  =  82%) and reevaluate patients 
(Yes  =  84%). Sixty-four percent reported that their 
institution has specifi c assessment forms to complete, 
and 95% of respondents complete those forms elec-
tronically. Respondents reported that they assess for 
patient needs, resources, preferences, knowledge, 
goals, and strengths. 

 Responses to case-fi nding questions suggest that 
most patients are referred to a care manager for care 
management needs (33%); yet, care managers also 
responded that they identify patients they would like 
to see (24%). Twenty-seven percent reported that 

their institution alerted them of patients to see, and 
15% said that patients were preidentifi ed in patient 
groups. Once a patient is identifi ed through case 
fi nding, the most frequent screening activities were 
(1) assessing a barrier to care (87%), (2) assessing a 
clinical need (85%), (3) assessing fi nancial support 
(81%), or (4) assessing psychological support (79%). 

 Interestingly, 89% of respondents reported that 
they create care plans. Often these care plans are elec-
tronic, and respondents often share them with their 
patients (84%). Respondents reported that 77% of 
outpatient care managers and 33% of inpatient care 
managers have follow-up visits with their patients, 
and 61% of their patients can make an appoint-
ment with them by calling the respondents’ institu-
tions. Follow-up with patients can be problematic; 
thus, respondents were asked how they identify lost 
patients for follow-up. Most respondents (34% of 
inpatient care managers and 40% of outpatient care 
managers) reported that they keep their own track-
ing tool to identify lost patients; only 2% of inpatient 
care managers and 6% of outpatient care managers 
reported that they are alerted of missed appointments.    

 DISCUSSION  

 Care Management Roles and Responsibilities 

 Major roles and responsibilities of care managers, 
their current levels of expertise and education, and 
their level and professional development such as cer-
tifi cation have been reported in the literature ( Tahan, 
Watson, & Sminkey, 2015  ,   2016 ) through profes-
sional organizations such as the Commission for Case 
Manager Certifi cation (CCMC). This survey, when 
compared with the CCMC 2014 national survey, was 
almost identical in the description of the demograph-
ics of care managers in Utah. The care management 
workforce is a well-prepared and experienced profes-
sional group, largely made up of registered nurses, 
as well as nurses who have years of experience in 
care management (see  Figures 1 –4). Results found, 
as similar to the CCMC 2014 national survey, how 

 Transitions are often episodes of 
uncoordinated and fragmented care. 

The fi ndings of this study suggest 
that care managers are working in 

concert across settings now more than 
ever to identify discharge needs and 

prepare patients during admissions and 
transition episodes. 
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case management roles and responsibilities are cov-
ering concepts such as measurement of quality, out-
come evaluation, and, mostly, working directly with 
patients and family delivering care management. Care 
management is a maturing and vital role in health 
care, especially in light of health care reform and 
attaining value-driven outcomes for our patients. 

 The results of this survey additionally offer 
current literature a more detailed report of what 
care managers are actually doing while they are 
face to face with patients and families. This survey 
collected discreet variables of the roles and respon-
sibilities for care management while they perform 
care management such as roles supporting improv-
ing patient outcomes, as well as ensuring accurate 
payment for services or transitions in care. Pre-
vious literature has minimal data driving down 
to describing the segments of the work that care 
coordinators actually do.  Lamb (2014)  lists popu-
lation health, comprehensive assessment and care 
planning, interpersonal communication, education/
coaching, knowledge of benefi ts and resources, 
and quality improvement/evaluation skills as criti-
cal care management roles. Care managers in this 
study reported active engagement in Lamb’s list of 
skills, with the most frequent role involving DPI 
rooted within a comprehensive assessment and care 
plan. It is important to note that the care manag-
ers in our study are electronically documenting 
assessments and plans, paving the way for helping 
interdisciplinary teams share these assessments and 
plans and also to measure care management-sensi-
tive outcomes.   

 Direct Patient Interaction 

 One of the most important activities described in this 
study is that of DPI. This clearly was highlighted as an 
important role of a care manager. Care management 
has grown from case management and UR, where 
many activities and tasks were in the background of 
the patient’s care such as ensuring payment for ser-
vices or connecting with services after discharge and 
also previously done with minimal patient interac-
tion. Now care managers perform most of their work 
directly interacting with patients and team members, 

making vital relationships and links with patients and 
families, assessing their needs, or planning for care 
within the walls of their hospital system or beyond 
these walls to connect with other necessary resources 
within hospital systems and the community. Care 
managers are working to ensure continuity of care 
across time and across systems of care while also 
providing coaching, educating, monitoring goal pro-
gression, and ensuring we are providing services that 
align to our patients’ preferences. 

 No one system or service provides all that a 
patient or family may need to achieve optimal and 
effective care; optimizing all resources based on our 
patients’ and their families’ needs and preferences is 
essential to patient/family-centered care. To assess 
these needs and wishes, care managers need to be in 
consistent and frequent contact with their patients. 
The care managers in this study, especially outpatient 
care managers, demonstrated that the majority of 
their time is spent working directly with patients and 
families. Their work is actively assessing and guiding 
care in real time, engaging patients in the manage-
ment of their care, no longer monitoring from ret-
rospective patient care records in the background of 
care activities.   

 Discharge Planning 

 Respondents from both inpatient and outpatient 
settings reported DP activities, with those in inpa-
tient settings concentrating on these more than 
respondents at outpatient settings. These results 
show that DP is occurring in outpatient settings. 
Both inpatient and outpatient care managers are 
preparing patients and their families for admissions 
and working to follow-up on patient needs after 
discharge. In the past, care management activities 
preparing patients for admissions were conducted 
in silos, with neither care management team aware 
of the planning and preparation of the other. Tran-
sitions are often episodes of uncoordinated and 
fragmented care. The fi ndings of this study suggest 
that care managers are working in concert across 
settings now more than ever to identify discharge 
needs and prepare patients during admissions and 
transition episodes.   

 Results found, as similar to the CCMC 2014 national survey, how case management 
roles and responsibilities are covering concepts such as measurement of quality, 

outcome evaluation, and, mostly, working directly with patients and family delivering 
care management. Care management is a maturing and vital role in health care, 

especially in light of health care reform and attaining value-driven outcomes for our 
patients. 
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 Population Health 

 Most of the care managers reported that they had 
access to databases to help them measure and stratify 
risks of large population groups and consequently to 
target populations that need additional monitoring 
and guidance. Having information technology (IT) 
support for risk stratifi cation ideally helps identify, 
target, and monitor high-risk patients, high users of 
care, those at risk for readmissions, and even those 
who may underutilize systems of care. With IT, care 
managers are able to tailor interventions to these 
specifi c groups. In this study, just over one third of 
respondents (35%) had some IT support to help them 
examine trends and identify and monitor patient 
groups or even to alert them to at-risk patients 
requiring care management processes. Informatics is 
not commonly addressed in care management litera-
ture, but it is clearly a crucial need identifi ed by these 
participants.   

 Transitional Care 

 Almost two thirds of care managers who completed 
the survey acknowledged being involved in patient 
TC; yet, they reported spending only, on average, 
11% of their time in TC. This low measure is simi-
lar in both settings, occupying, on average, 13% and 
10%, respectively, of inpatient and outpatient care 
managers’ time. Care transitions is currently a key 
point identifi ed for leveraging patient care outcomes 
as targeted TC processes demonstrate improved 
patient outcomes and cost savings, thus achieving 
goals of bundled care processes ( Naylor et al., 2011 ). 
Many at-risk populations, such as the elderly, those 
with multiple chronic and complex conditions, or 
those who are discharged to post-acute care settings, 
are vulnerable to disconnected care and adverse out-
comes due to poorly executed transitions. 

 Naylor’s Transitional Care Model is one model 
that has demonstrated improvement in patient out-
comes and cost savings for at-risk patient types as they 
transition from hospitals to post-acute care settings or 
home ( Naylor et al., 2011 ). A TC nurse acts as the 
primary coordinator of care by providing a compre-
hensive in-hospital assessment and plan, followed by 
regular home visits and 24/7 telephone contact for at 
least 2 months postdischarge, as well as other actions 
of continuity, communication, and engagement.   

 Workforce Characteristics 

 Care mangers in this study were largely nurses (86%) 
who held bachelor’s degrees (73%), have been in their 
professional practice for at least 10 years (76%), and 
have worked specifi cally in care management for 

2–5 years (46%). As stated earlier, these fi ndings mir-
ror the 2014 CCMC national survey data as well. 
The workforce in this survey also demonstrates that 
care management is a highly experienced and educa-
tionally prepared cohort, above the typical nursing 
workforce; yet, they are an aging workforce, bring-
ing to the forefront of health care industry needs of 
developing a qualifi ed workforce in a rapidly growing 
fi eld. Examination of this survey and future practice 
analysis are vital to developing our future workforce. 
The job of preparation needs to be a concerted effort 
between education and professional organizations 
moving forward to discovered pathways of education 
for new care managers, as well as promote the skills 
of leadership for experienced care managers.   

 Limitations 

 This exploratory survey was designed and adminis-
tered to care managers/coordinators in the state of 
Utah. These results represent only care managers 
in Utah and only those who agreed to complete the 
whole survey. More than 70% of the participants 
completed the survey once they agree to participate. 
Some of the questions were left unanswered pos-
sibly because they may not have been applicable to 
each participant. Others were not specifi c in regard 
to certain populations and levels of care or did not 
solicit additional information. Some of these limita-
tions were handled prior to data analysis by eliminat-
ing incomplete surveys, reviewing each response and 
carefully assigning a zero value to blanks and calcu-
lating averages. 

 Despite its limitations, the care management 
survey answered many questions about roles and 
responsibilities of care managers/coordinators and 
provided useful descriptions of what care managers 
do on a daily basis in the state of Utah. The survey 
fi ndings can inform health care organizations, aca-
demic and research institutions, and regulatory agen-
cies about specifi c improvement opportunities.    

 CONCLUSION 

 Research about patient outcomes, assessment of 
patient safety and quality of care, and even mea-
sures of patient satisfaction has driven almost every 
health care system to look at the roles within care 
management such as care coordination and TC to 
improve patient and system outcomes. Care man-
agement will certainly continue to grow, change, 
and expand. Developing a workforce’s ability to 
engage in all roles and responsibilities in care man-
agement requires examination of what they do now. 
These study results shine a positive light on Utah 
in that:  
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1.  care managers responding to the survey from 
this state are experienced professionals with 
bachelor’s degrees or higher, and   

2.  have been working as care managers for at least 
2 years, with many being in care management 
for more than 6 years.    

 Their major responsibility in health care systems 
is DPI, meaning that care managers are performing 
vital interpersonal patient interactions needed to 
achieve highly personalized patient care with assur-
ances of quality and safety. 

 Preparing the workforce for current and future 
roles and responsibilities is the next step for all those 
designing health care reform initiatives. For research-
ers, the next step is to identify care management-
sensitive outcomes that can help measure workforce 
effectiveness in many places, settings, and systems. 
And the next step for educators is to prepare graduates 
with knowledge and background of essential of care 
management activities by way of didactic and clinical 
experiences in care management, as well as advanced 
interpersonal skills of working with patients to achieve 
optimal self-management in a complex environment. 

 All roles, current and future, also need support 
from industry leaders and educators in a variety of 
ways, such as professional development within the 
health care system or encouraging staff to obtain 
advanced degrees and/or certifi cations. Although 
nursing was a predominant occupation in this survey, 
it may very well not be so predominant in all settings 
and all systems. Developing interdisciplinary collabo-
ration within care management teams is essential in 
activating patients to their health care goals, promot-
ing patient satisfaction in all health care experiences, 
and ensuring access to health care for those we serve.       
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