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Introduction

In modern healthcare, the diversity of patient needs has expanded far beyond the traditional categories of acute 

illness and chronic disease. A growing segment of the population—those with complex comorbidities, 

developmental disorders, rare diseases, or socio �cultural barriers—requires specialized attention that goes beyond 

standard protocols. Chapter 37 of this comprehensive guidebook focuses precisely on that segment: patients with 

special challenges. The chapter’s purpose is not only to describe the unique clinical obstacles these patients 

present but also to articulate a clear, actionable chapter goalthat empowers clinicians, administrators, and

educators to improve outcomes through tailored strategies.

By exploring real �world case studies, evidence �based assessment tools, interdisciplinary collaboration frameworks,

and outcome metrics, this chapter equips readers with the knowledge to transform theory into practice. Whether

you are a primary care provider, a specialist, a nurse practitioner, or a health �systems manager, you will find

concrete steps to meet the chapter goal of delivering patient �centered, high �quality care to those who often fall

through the cracks of conventional systems.

Chapter 37 Overview

Chapter 37 is structured around three core pillars: identification, intervention, and evaluation.Each pillar is

subdivided into actionable sections that build on one another. The first section guides readers through the process

of recognizing patients with special challenges within diverse settings—hospital, clinic, community, and telehealth.

The second section outlines targeted interventions, including pharmacologic, behavioral, and environmental

modifications. Finally, the third section focuses on evaluating progress against predefined metrics, ensuring that

care remains responsive and effective.

The Chapter Goal

At its heart, Chapter 37 aims to bridge the gap between clinical guidelines and real �world practice for patients 

with special challenges. The chapter goal is threefold:

1.  Identify the unique needs and risk factors of these patients.

2.  Implement individualized care plans that incorporate interdisciplinary expertise.

3.  Measure outcomes to refine strategies and share best practices.

By following the roadmap set out in this chapter, practitioners will be better positioned to provide equitable,

evidence �based care that honors each patient’s circumstances.

Understanding the Patient Population

Who Are Patients with Special Challenges?

This group encompasses a wide spectrum of conditions and circumstances, including:

•  Developmental and intellectual disabilities

•  Severe mental health disorders



•  Rare genetic syndromes

•  Multimorbidity with complex drug regimens

•  Socio �economic barriers such as homelessness or limited health literacy

•  Cultural and language differences that impede communication

•  Patients with sensory impairments or communication disorders

Recognizing that each patient’s needs are unique is the first step toward effective care. The chapter emphasizes a

holistic approach that considers medical, psychological, and social dimensions.

Clinical Challenges and Their Impact

Special challenges often manifest in ways that complicate standard care pathways:

•  Medication adherence may be hindered by cognitive deficits or complex regimens.

•  Communication barriers can lead to misunderstandings about diagnosis and treatment.

•  Patients may experience increased susceptibility to adverse events due to polypharmacy or comorbid 

conditions.

•  Social determinants of health—like unstable housing—can undermine follow �up care.

These obstacles create a cycle of poor outcomes, higher readmission rates, and increased healthcare costs.

Addressing them requires intentional, structured interventions that align with the chapter goal.

Key Clinical Challenges

Medication Management

Patients with special challenges often take multiple medications, increasing the risk of drug interactions and

non �adherence. Strategies include:

•  Implementing pharmacist �led medication reconciliation at every transition of care.

•  Using pill organizers or electronic reminders to simplify dosing schedules.

•  Educating caregivers with visual aids and teach �back methods to confirm understanding.

Communication Difficulties

Effective communication is the cornerstone of quality care. For patients with speech or hearing impairments,

clinicians should:

•  Adopt assistive technologies such as speech �to �text apps.

•  Engage family members or professional interpreters when language barriers exist.

•  Utilize plain language and visual supports to convey complex information.

Psychosocial Stressors

Many patients face mental health challenges or social isolation that can exacerbate physical conditions.

Interventions include:

•  Screening for depression and anxiety with validated tools.

•  Connecting patients to community resources like support groups.

•  Integrating behavioral health services into primary care visits.

Goal �Setting Frameworks

SMART Goals for Special Challenges

Setting Specific, Measurable, Achievable, Relevant, and Time �bound goals ensures that care plans are actionable.



Example:

Specific: Reduce blood pressure to "d 130/80 mmHg within six months.

Measurable: Document systolic and diastolic readings bi �weekly.

Achievable: Adjust medication regimen and incorporate lifestyle counseling.

Relevant: Hypertension management directly impacts cardiovascular risk.

Time �bound: Target achievement by the end of the 24 �week period.

Shared Decision �Making

Engaging patients and caregivers in the goal �setting process fosters ownership and adherence. Techniques include:

•  Conducting motivational interviewing to explore readiness for change.

•  Utilizing decision aids that outline risks, benefits, and alternatives.

•  Documenting agreed goals in the electronic health record for all team members.

Case Studies

Case Study 1: Managing Diabetes in a Patient with Intellectual Disability

Ms. A, 45, has type 2 diabetes and a moderate intellectual disability. She struggles with medication adherence and

dietary management. The interdisciplinary team applied the chapter goal by:

•  Implementing a structured meal plan with pictorial menus.

•  Using a color �coded pill box to simplify dosing.

•  Scheduling weekly telehealth check �ins with a nurse educator.

•  Setting a SMART goal: HbA1c "d 7.5% within 12 weeks.

Outcome: Ms. A achieved her HbA1c target, reduced hypoglycemic episodes, and reported higher satisfaction with

care.

Case Study 2: Addressing Polypharmacy in an Elderly Patient with Multiple Chronic Conditions

Mr. B, 78, has hypertension, osteoarthritis, and mild cognitive impairment. His medication list exceeds 12 drugs.

The team used the chapter goal to:

•  Conduct a comprehensive pharmacologic review with a clinical pharmacist.

•  Eliminate redundant or non �essential medications.

•  Introduce a once �daily dosing schedule where feasible.

•  Establish a goal: reduce medication count to "d 8 while maintaining therapeutic efficacy.

Outcome: Mr. B reported fewer side effects, improved adherence, and a 20% reduction in medication �related

adverse events.

Interdisciplinary Collaboration

The Role of Each Team Member

Effective care for patients with special challenges requires a coordinated effort. Key roles include:

•  Primary Care Providers: Coordinate overall care and monitor progress.

•  Specialists: Offer expertise in specific conditions (e.g., cardiology, neurology).

•  Pharmacists: Optimize medication regimens and educate patients.



•  Social Workers: Address socioeconomic barriers and connect resources.

•  Therapists (PT/OT/SLP): Provide functional and communication support.

•  Case Managers: Oversee care transitions and discharge planning.

Communication Channels

Regular interdisciplinary meetings, shared electronic health records, and secure messaging platforms facilitate 

timely information exchange. The chapter recommends establishing a multidisciplinary care conferenceevery

two weeks for high �risk patients.

Assessment Tools

Screening Instruments

To identify patients who may benefit from Chapter 37’s interventions, clinicians can use validated tools such as:

•  Mini �Mental State Examination (MMSE) for cognitive impairment.
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