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ALLIANCE CLINICAL TEAM (ACT) 

The Clinical Team provides Care Management and Coordination services across the continuum 

of care. We are patient focused, and follow the needs of the patient regardless where they are in 

the spectrum of care. We focus on the high risk patients within a population who typically require 

enhanced resources to meet their holistic and healthcare needs.  

Our goal is to develop and coordinate patient and population care management strategies that 

are effective, efficient, and centered around patient engagement and experience. 

 

ACT LEADERS: 

Ryan Heyborne, MD, MBA, FACEP—Medical Director 

Elizabeth A. Barber, MSN, RN, CCM—Manager 

BOHSCareManagement@saintalphonsus.org 

208-367-4103 

 

ACT FAQ’S 

1. How does Alliance Care Management align with other Population Health initiatives within the 

Saint Alphonsus System? 

 

 Alliance Care Management is focused on defined risk bands of patients within our Advanced 

Payment Model contracts.  

 As the clinically integrated network (CIN), our patient outreach also includes patients who 

see/visit non-Saint Alphonsus providers and facilities within the network.  

 When patient overlap occurs, ACT works in tandem with other initiatives to reduce duplication 

of efforts and ensure consistent, streamlined patient communication. 

 

2. Which APM contracts are included in Alliance Care Management? 

 Aetna Trinity Colleague Health Plan 

 Allegiance—Woodgrain (Direct to Employer) 

 Blue Cross of Idaho (BCI) Coordinated Care Plan for Micron  

 Blue Cross of Idaho (BCI) Quality Health Plan  

 Humana Medicare Advantage (HMO and PPO) 

 Trinity Health Integrated Care (THIC) Medicare Shared Savings Program (MSSP) ACO, Track 3 
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3. What types of Care Management program does the Alliance offer? Which patient risk bands are 

included? 

 Care Management programs include: Complex Care Management, Transitions of Care, and 

Complex Catastrophic Care Management. 

 Supportive Programs and Services include: PharmD consult and Comprehensive Medication 

Reconciliation (CMR), Social Work Services, and AmeriCorps Community Health Coordinators.  

 Patients are identified as high-risk: top 1-5% of medical spend, have 2 or more ED/IP/OBS admits 

in the past 12 months, and at least 2 chronic conditions. 

4. What types of actions and interventions can I expect for a patient in Care Management? 

 Patient driven Care Plan tied to treatment plans with goals that are time bound and measurable 

 Comprehensive assessment of patient health status, social resources/needs, functional assess-

ments, behavioral health status, supportive services and care giver involvement 

 Multidisciplinary Care Team approach 

 Inpatient rounding, when possible 

 Care Team discharge planning; right level/location of care 

 Assistance with access to services and appointments 

 Comprehensive Medication Review 

 Disease self-management, symptom management and education 

 Network steerage 

 Targeted, scheduled outreach and ongoing assessment 

 Payer collaboration and case review 

 

5. How are Care Management efforts communicated to the provider and other members of the pa-

tient care team? 

 ACT recognizes provider engagement and collaboration as a necessary best practice to max-

imize care management efforts. Each clinic has a single assigned RN Care Manager who serves 

the clinic,  its providers and clinicians, and other staff members. 

 Care Management efforts are primarily telephonic, however, CMs to visit their assigned clinics 

for meetings, roundings, and to attend complex patient appointments PRN. 

 Care Plans and patient interventions are documented in a longitudinal, external web-based 

platform (CareEvolution). Care Plans and other details can be shared with the provider via fax, 

email, face to face, or on the phone. 


