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WHAT MAKES FOR 
OUTSTANDING RELATIONSHIP-

CENTERED CARE?
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AGENDA

✚Relationship-Centered Care
(RCC): Definitions

✚RCC Domains and Evidence Base
✚Policy and Delivery Implications
✚Case studies for Improving RCC

✚Empanelment
✚Team training
✚Reflective practice and building 

empathy

✚RCC Building Blocks Assessment 
Tool



 DOES RCC ALSO HELP TO ACHIEVE THE TRIPLE 
AIM?

RELATIONSHIP CENTERED CARE

PRINCIPLES OF RCC
IN RCC, RELATIONSHIPS 

BETWEEN PATIENTS AND 
CLINICIANS REMAIN 

CENTRAL, ALTHOUGH 
THE RELATIONSHIPS OF 

CLINICIANS WITH 
THEMSELVES, WITH EACH 

OTHER AND WITH 
COMMUNITY ARE ALSO 

EMPHASIZED. 

Personhood

Emotion

Reciprocal Influence

Moral Value of Genuine

Relationships
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DEVELOPED FRAMEWORK OF FOUR DOMAINS OF RELATIONSHIPS

1. Patients to patient.  Supportive social 
networks.

2. Patients to their healthcare providers
• Patient-centeredness of relationships 
• Feeling “cared for”
• Continuity of care, length of relationships

3. Provider to provider. Relationships among the 
healthcare team
• Highly functional team-based care

4. Healthcare team to community. 
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“Higher Perceived Social Support levels 
were significantly associated with reduced 
mortality risk post-MI.” 2

In a longitudinal cohort study of 1604 
participants…. “Lonely subjects were more 
likely to experience decline in ADL (adjusted 
risk ratio 1.59); develop difficulties with upper 
extremity tasks (adjusted RR, 1.28); experience 
decline in mobility (adjusted RR, 1.18); or 
experience difficulty in climbing (adjusted RR, 
1.31). Loneliness was associated with an 
increased risk of death (adjusted HR, 1.45).” 1

“Across studies in which several 
possible confounds were statistically 
controlled for, the weighted average 
effect sizes were as follows: social 
isolation odds ratio (OR) = 1.29, 
loneliness OR = 1.26, and living alone 
OR = 1.32, corresponding to an average 
of 29%, 26%, and 32% increased 
likelihood of mortality, respectively.”1

“Larger social networks predicted better 
prognosis after breast cancer, but 
associations depended on the quality 
and burden of family relationships.” 2
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LONELINESS:  MAYBE THE MOST IMPACTFUL SDH?

SOURCES:
1 Carla M. Perissinotto, MD, MHS; Irena Stijacic Cenzer, MA; and Kenneth E. Covinsky, MD, MPH, “Loneliness in Older Persons:  A Predictor of 
Functional Decline and Death” Archives of Intern Medicine 172:14 (2012): 1078-1084.

2N. Weiss-Faratci, I. Lurie, Y. Neumark, M. Malowany, G. Cohen, Y. Benyamini, U. Goldbourt, and Y. Gerber, “Perceived Social Support at 
Different Times after Myocardial Infarction and Long-Term Mortality Risk: a Prospective Cohort Study,” Annals of Epidemiology 26:6 (June 2016): 
424-428. 



LONELINESS: EQUIVALENT IMPACT TO SMOKING?
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 Hard to define and 
measure

 Patient-
centeredness: can be 
patient-centered 
without really 
“caring”

OUTCOMES

“CARING” OR EMPATHY LITERATURE

Better Recovery

Alleviated Concerns

Improved Emotional Health

Less Dx Tests and Referrals

HbA1c and LDL Checking and Levels



COC LITERATURE

• JAMA IM 2014: Medicare beneficiaries with 
each of three chronic diseases DM, COPD, 
and CHF:

• Relatively modest increase in COC (10%), 
costs were reduced between 4.7% and 6.3% 
across the three conditions.1

•Multiple other studies: 
• Improved receipt of preventive services
• Greater patient satisfaction
• Reduced ED use
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SOURCE:
1Peter S. Hussey, PhD; Eric C. Schneider, MD; Robert S. Rudin, PhD; D. Steven Fox, MD; Julie Lai, MPH; and Craig Evan Pollack, MD, “Continuity 
and the Costs of Care for Chronic Disease” JAMA Internal Medicine 174:5 (2014): 742-748.



CONTINUITY OF CARE LITERATURE

HIERARCHY OF 3 
DIMENSIONS1

• Informational
• Longitudinal
• Interpersonal 

continuity

• Forty-one research articles reporting 
the results of 40 studies were identified 
that addressed the relationship 
between interpersonal continuity and 
care outcome. 

• A total of 81 separate care outcomes 
were reported in these articles.

• Fifty-one outcomes were significantly 
improved and only 2 were significantly 
worse in association with interpersonal 
continuity. 

• Twenty-two articles reported the 
results of 20 studies of the relationship 
between interpersonal continuity and 
cost. 

• These studies reported significantly 
lower cost or utilization for 35 of 41 
cost variables in association with 
interpersonal continuity.
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SOURCE:
1John W. Saultz, MD, “Defining and Measuring Interpersonal Continuity of Care,” Annals of Family Medicine 1 (2003): 134-143.



DOUBLE-EDGE SWORD
Multiple studies showing that inclusion of 
additional team members such as pharmacists, 
care managers, community health workers, etc. 
can improve care.  Cost data is less well defined.

Expanded team can detract from building a 
more focused therapeutic relationship; also 
much greater potential for team dysfunction.

15

TEAM-BASED CARE
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Population 
health focus, 
community 
needs 
assessments

Medical 
neighborhood 
focus, transitions 
of care

Addressing social 
determinants of 
health and 
connecting to 
community 
resources

RCC:  focus on 
practice as vital 
element of 
community-
building

RELATIONSHIP TO COMMUNITY
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• July 1995
• Heat index 126 degrees
• Over 700 deaths
• Adjacent neighborhoods, 

equivalent SES, with marked 
differing death rates due to social 
cohesion of neighborhoods

RELATIONSHIP TO COMMUNITY: COMMUNITY BUILDING AND COHESION



WHAT DO YOU THINK ARE KEY 
BARRIERS TO RELATIONSHIP-

CENTERED CARE?



MULTIPLE THREATS TO RCC

• Medical complexity and specialization
• Average Medicare pt sees 7 different doctors, 40% of pts 

have 11 doctors in 7 different settings

• Payment models
• “Good performance is not necessarily good care.” Team-

based care adds resources, but inability to identify 
consistent providers

• Access and convenience vs continuity
• Provider burnout
• Narrow networks

19
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POLICY AND PLAN SOLUTIONS FOR EXPANDING RCC

Balancing 
Narrow 

Networks

COC 
Payment 
Models

Provider 
Turnover

Loan 
Repayment

Care 
Manager 
Training

Medicaid 
Churn

POLICY & PLAN
SOLUTIONS
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Patients are 
proactively assigned 
to one clinician’s 
panel.  

Panels are periodically 
assessed and 
balanced accounting 
for patient acuity and 
clinician 
characteristics.

Practice has workflow 
processes that 
encourage continuity 
of care while 
balancing access to 
care

Practice regularly 
measures continuity 
of care as a 
performance metric.  

CASE STUDY:  Primary Care Empanelment Can Improve Continuity of Care
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CASE STUDY TEAM TRAINING

Absence of 
Trust

Fear of 
Conflict

Lack of 
Commitment

Avoidance of 
Accountability

Inattention to 
Results

LENCIONI 
5 DYSFUNCTIONS OF A TEAM APPROACH



CASE STUDY REFLECTIVE PRACTICE AND BUILDING EMPATHY
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Healing & 
Hopefulness

Mindfulness 
Approaches

Most 
Interesting 

Patient of the 
Day



R E L A T I O N S H I P - C E N T E R E D  C A R E

BUILDING BLOCKS 
ASSESSMENT TOOL
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Critical Foundational Elements: Practice Culture, Vitality and Leadership Comments 
Element 1:  Practice Culture  
Practice has no recognition 
of value of Relationship-
Centered Primary Care 

Practice occasionally 
expresses value for 
Relationship-Centered 
Primary Care elements 

Practice has regular 
informal expression of 
value of Relationship- 
Centered Primary Care 
through verbal 
communications but no 
formalized statement 

Practice has formal 
expression of value of 
various domains of 
Relationship-Centered 
Primary Care though 
mission/vision statements 
or other documents 

 

Element 2: Practice vitality and compassion fatigue  
Practice evidences empathy 
drain and compassion 
fatigue through negative 
commentary on patient 
behavior  

Practice does not address 
issues of empathy drain or 
compassion fatigue or 
ineffective interventions 

Practice has informal 
mechanisms for 
occasionally addressing 
compassion fatigue or 
empathy drain  

Practice regularly addresses 
issues of compassion 
fatigue and empathy drain 
through formal support, 
training, and revitalization 
and finding meaning in the 
work  

 

Element 3:  Leadership Commitment  
Leadership does not express 
value for Relationship-
Centered Primary Care  

Leadership occasionally 
demonstrates value for 
Relationship-Centered 
Primary Care elements 

Leadership regularly, 
though informally, 
expresses support for 
Relationship-Centered 
Primary Care 

Leadership evinces strong 
support for Relationship-
Centered Primary Care and 
actively cultivates value 
among team 

 

Element 4:  Leadership Style  
Leadership does not employ 
relationship-based 
management skills 

Leadership occasionally 
employs relationship-
based management skills 

Leadership frequently 
employs relationship-based 
management skills 

Leadership regularly 
employs relationship-
based management skills 
and fosters/mentors 
relationship-based 
management skills 
throughout the 
organization 

Note:  Relationship-based 
management skills include:   
1. Active listening 
2. Respect for all team 

members and their 
contributions 

3. Team problem solving 
4. Value of authentic 

relationships that 
recognize the personhood 
of each individual 
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Domain A:  Support Patients in Developing Supportive Interpersonal Relationships  
(Patient to Patient) 

Comments 

Element 1:  Interpersonal relationships outside of the practice environment  
Family history is limited to 
medical factors; social 
history is limited to facts 
such as drug and alcohol 
use; few facts are gathered 
regarding patient’s life 
experience or relationships.   

Practice staff routinely 
assess for social 
connectedness and 
develop interpersonal asset 
mapping 

Practice staff affirmatively 
encourage development of 
social connectedness 

Practice staff actively 
engage in efforts to 
promote social 
connectedness through use 
of home visits, motivational 
interviewing, and focused 
problem solving techniques 

 

Element 2: Interpersonal relationships within the practice environment  
Practice has no mechanism 
for identifying any social 
connections for patients 

Practice has policies for 
assessing emergency 
contact person and 
protecting patient privacy  

Practice engages key 
members of patient’s social 
network through 
encouragement of visit 
attendance 

Practice engages key 
members of patient’s social 
network through outreach 
and home visits 

 

Element 3:  Caregiver support  
Practice has does not 
routinely assess parent or 
caregiver skills or needs 

Practice assesses caregiver 
and parent needs through 
history taking  

Practice makes referrals to 
caregiver/parenting 
support services 

Practice provides robust 
caregiver/parenting 
support through active 
relationships with 
appropriate services or 
integrated services 

 

Element 4:  Therapeutic peer support   
Practice has no relationship 
with peer support 
treatment modalities 

Practice makes occasional 
referrals to peer support 
modalities  

Practice actively assesses 
patients and makes regular 
referrals for appropriate 
patients to peer support 
modalities such as BH peer 
support, group prenatal 
care, and chronic disease 
self-management support.  

Practice offers peer 
support modalities as an 
integrated option for care  
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Domain B:  Foster therapeutic/healing relationships between patients and all members of care 
team including non-clinical staff, practitioners/providers, and care management staff.   
(Patient to Provider) 

Comments 

Element 1:  Non-clinical staff: a) Continuity  
Relationships between 
non-clinical staff and 
patients are not expected. 

Non-clinical staff 
occasionally and informally 
may develop relationships 
with some patients over 
time 

Non-clinical staff are 
encouraged to develop 
relationships with patients 

Practice recognizes 
therapeutic value in 
relationships between non-
clinical staff and patients 
and routinely incorporates 
staff into “therapeutic 
team.” 

 

Element 1: Non-clinical staff:  b) Assessment   
Practice focuses on task 
performance of non-clinical 
staff 

Practice has mechanism to 
collect feedback from 
patients regarding patient 
interactions with non-
clinical team such as 
suggestion box or 
complaint process and 
provides feedback to 
individual staff members as 
needed. 

Practice monitors staff 
through mechanisms such 
as secret shopper and 
provides feedback to the 
team. 

Practice uses results of 
assessment related to 
development of 
therapeutic relationships to 
develop practice policies, 
training protocols, and  

 

Element 1: Non-clinical staff:  c) Training  
Practice has no formal 
training on  

Practice provides some 
training on “customer 
service” elements. 

Practice values 
development of 
relationships between non-
clinical staff and patients 
and provides some training 
for non-clinical staff. 

Practice values 
development of 
relationships between non-
clinical staff and patients 
and provides regular, 
formal training for non-
clinical staff.  
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Domain B: (Continued) Foster therapeutic/healing relationships between patients and all 
members of care team  
(Patient to Provider) 

Comments 

Element 2: Practitioners: a) Continuity of care  
Practice does not address 
continuity of care 

Practice has policies in 
place to promote 
continuity of care such as 
phone script for visit 
scheduling 

Practice has empanelment 
process and regularly 
measures continuity of 
care; warm welcome 
protocol for new patients 

Practice routinely measures 
and actively promotes 
continuity of care with 
providers through practice 
training and incentives  

 

Element 2: Practitioners  b) Assessment   
Practice focuses on task 
performance of 
practitioners 

Practice has mechanism to 
collect feedback from 
patients regarding patient 
interactions with clinical 
team such as suggestion 
box or complaint process 

Practice performs regular 
assessment of clinicians’ 
empathy and interpersonal 
skills (not just global 
patient satisfaction) and 
evaluates data by 
race/ethnicity, gender, 
sexual orientation, 
language group etc. 

Practice uses results of 
assessment related to 
development of 
therapeutic relationships to 
develop practice policies 
and training protocols  

 

Element 2: Practitioners:  c) Training  
Practice has no formal 
structure for addressing 
clinician empathy and 
interpersonal skills 

Practice provides 
occasional training on 
empathy and interpersonal 
skills mostly related to 
addressing identified skill 
deficit or patient complaint 

Practice provides proactive, 
regular training on 
empathy and interpersonal 
skill development   

Practice provides regular 
training on empathy and 
interpersonal skills and 
actively promotes 
Relationship Centered 
Primary Care through 
incentives and culture 

 

Element 3:  Care management staff a) Continuity of Care  
Practice does not address 
continuity of care for care 
managers 

Practice attempts to 
promote continuity of care 
for care management staff 
through informal 
mechanisms 

Practice regularly assesses 
continuity of care for care 
management staff and 
promotes through formal 
policies such as addressing 
part-time staff 
 

Practice routinely measures 
and actively promotes 
continuity of care with care 
managers through practice 
training and incentives 
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Element 3: Care management staff  b) Assessment  
Practice focuses on task 
performance of care 
managers (or has no care 
management staff) 

Practice has mechanism to 
collect feedback from 
patients regarding patient 
interactions with clinical 
team such as suggestion 
box or complaint process 

Practice performs regular 
assessment of care 
managers’ empathy and 
interpersonal skills (not just 
global patient satisfaction) 
and evaluates data by 
race/ethnicity, gender, 
sexual orientation, 
language group etc. 

Practice uses results of 
assessment related to 
development of 
therapeutic relationships to 
develop practice policies 
and training protocols  

 

Element 3: Care Management Staff:  c) Training  
Practice has no formal 
structure for training care 
managers in empathic or 
interpersonal 
communication skills 

Practice provides 
occasional training on 
empathy and interpersonal 
skills mostly related to 
addressing identified skill 
deficit or patient complaint 

Practice provides proactive, 
regular training on 
empathy and interpersonal 
skill development   

Practice provides regular 
training on empathy and 
interpersonal skills and 
actively promotes 
Relationship Centered 
Primary Care through 
incentives and culture 
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Domain C:  High-functioning practice teams based on nurturing interpersonal relationships 
(Provider to Provider) 

Comments 

Element 1: Team-based care  
Practice has no team-based 
care  

Practices uses informal or 
ad hoc teams 

Practice forms teams based 
on roles  

Practice deliberately 
formulates high 
functioning/high 
communication level teams 
based on roles and team 
dynamics 

 

Element 2: Team training  
Practice has had no formal 
training in team dynamics  

Practice has occasional 
training in team dynamics 

Practice has some 
scheduled elements of 
team training such as 
annual retreat   

Practice regularly sponsors 
team training and assesses 
effectiveness of training  

 

Element 3: Team relationships  
Team dysfunction is not 
routinely addressed 

Practice has some structure 
for addressing team 
dynamics such as annual 
review 

Team has some mechanism 
for discussing and resolving 
team differences 

Team routinely assesses 
team dynamics and has a 
mechanism for resolving 
team dysfunction that 
honors the feedback from 
all members equally 
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Domain D:  Practice engages community in multiple opportunities to promote high quality health 
care and improved health outcomes (practice to community) 

Comments 

Element 1:  Practice staff is derived from community served   
Practice hires staff based 
solely on previous 
experience and ability to 
perform tasks.  Does not 
seek applicants from the 
community. 

Practice occasionally hires 
members from local 
community 

Practice makes systematic 
efforts to hire from local 
community and avoid 
outsourcing patient-facing 
services such as call center 

Practice actively engages 
with community to develop 
training programs and 
professional ladders  

 

Element 2:  Culturally competent outreach  
Practice does not have any 
mechanism for community 
outreach 

Practice occasionally 
participates in community-
focused events such as 
health fairs 

Practice regularly engages 
with the community in 
events such as health fairs.   

Practice has hired culturally 
competent outreach staff 
to routinely perform 
community outreach for 
targeted health conditions 

 

Element 3:  Relationships with medical neighborhood  
Practice makes referrals as 
needed to other providers 
as identified through habit 
or insurance coverage 

Practice participates in 
some type of organizing 
system such as clinically 
integrated networks or 
health system that provides 
framework for developing 
relationships in the medical 
neighborhood  

Practice actively monitors 
volumes of referrals and PC 
provider satisfaction with 
rendering providers  

Practice actively assesses 
referral relationships in 
terms of PC provider and 
patient satisfaction and has 
affirmative outreach to 
strengthen relationships 
with providers receiving 
higher volumes of referrals 

 

Element 4:  Community Leadership  
Practice has no relationship 
with the community 

Practice participates 
occasionally in community 
health improvement 
projects 

Practice participates 
regularly in community 
health improvement 
projects 

Practice has an active 
leadership role in 
community development 
and improvement of health 
outcomes for community 
members not affiliated 
with practice 

 

 



CONTACT US

MARGARET KIRKEGAARD, MD, MPH
mkirkegaard@healthmanagement.com

JEFFREY M. RING, PH.D.
jring@healthmanagement.com

THANK YOU!

Questions?
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