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THE NACHC
MISSION

America’s Voice for Community Health Care

The National Association of Community Health Centers (NACHC) was
founded in 1971 to promote efficient, high quality, comprehensive
health care that is accessible, culturally and linguistically competent,
community directed, and patient centered for all.
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CARE MANAGEMENT

Facilitate the delivery and coordination of care and manage
high-risk and other subgroups of patients with more targeted
services, when and how they need it.

https://www.nachc.org/wp-content/uploads/2019/11/NACHC-
VTF-Care-Management-AG November-2019.pdf
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http://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Care-Teams-AG_November-2019.pdf

Polling Question

Does your health center have a
care management program for
high-risk patients?

 Yes

* NO




Why Care Management?

» © ©

Essential population health activity Improve health outcomes Revenue potential*

*Health centers have the opportunity to obtain revenue above and beyond their federally-qualified all-inclusive flat
rate when they offer, document, and bill for allowable care management services. This additional revenue has the
potential to help fund systems change as health centers transition from a volume to value-based payment model.



IMPROVED
HEALTH
OUTCOMES

Return on Investment (ROI): "y
Know the Reimbursement Opportunities

IMPROVED
——= STAFF

EXPERIENCE EXPERIENCE

!
REDUCED
COsT

Care Management Services Reimbursement*

Chronic Care Management (CCM) S65.25
Principal Care Management (PCM) S65.25
Transitional Care Management (TCM) $207.96 (moderate) / S281.59 (high complexity)

$9945 (telehealth)
Psychiatric Collaborative Care Model (CoCM) 5154.23
General Behavioral Health Integration (BHI) S65.25
Virtual Communication Services S24-76+

*Above intended to provide a general picture of reimbursement potential using 2021 CMS reimbursement guidance. See Reimbursement Tips for more details.
+For the duration of the COVID-19 public health emergency, will be paid at a rate of $24.76 rather than the 2021 PFS rate of $23.73.
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Payment Action Guide

VALUE TRANSFORMATION FRAMEWORK e Payment ReimbursementTips: Chronic Care Management
Action Guide
INFRASTRUCTURi
PAYMENT e Payment ReimbursementTips: Behavioral Health Integration

CARE MANAGEMENT & VIRTUAL COMMUNICATION SERVICES

@P HEALTH CENTER

e Payment Reimbursement T Tips: Transitional Care Management

« Pavyment Reimbursement Tips: Psychiatric Collaborative Care Model

structure care management services to meet
CMS reimbursement requirements?

Cor e s e s ot vty e st s e  Payment ReimbursementTips: Initial Preventive Physical Exam

a position to offer care management services 1o a wide range of people who have higher risks for some of the most
common chronic condkions. Many of these patients clinically qualify for, and would benefit from, care management
(See the Value Transformation Framework's Care Management Action Guide),

B e e S e s e e  Payment ReimbursementTips: Virtual Communications Services

10 help fund systems change as health centers transtion from a volume 1o value-based payment model,

CMS allows for the billing of care management senices and virtual communication services (not a care management
sarvice) by Federally Qualified Health Centers (FQMC) including:

s - o— * Pavment Reimbursement Tips: Medicare Telehealth Services during

+  Principal Care Management (PCM)

R the COVID-19 Public Health Emergency

*+  Psychiatric Colaborative Care Moded (CoCM)
+  Virtual Communication Services (VCS)
To obtain revenue for care management senvices that benefit high risk patients, health center staff must establish

R A S T T * Guidance: Sliding Coinsurance for CMS/Medicare Care
Management Services

li]'ﬁ\ NATIONAL ASSOCIATION OF WWW.nachc.org @NACHC o@o I 10
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https://www.nachc.org/wp-content/uploads/2020/04/Payment-Reimb.-Tips_CCM-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/04/Payment-Reimb.-Tips_TCM-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/04/Payment-Reimb.-Tips_BHI-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/04/Payment-Reimb.-Tips_CoCM-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/03/Payment-Reimb.-Tips_IPPE-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/04/Payment-Reimb.-Tips_VCS-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/05/Payment-Reimb.-Tips_Telehealth-April-2021.pdf
https://www.nachc.org/wp-content/uploads/2020/08/Guidance-Sliding-Coinsurance_8.19.20-1.pdf

Designing Care Management:

Consider Effectiveness of Different Care
Management Interventions

TELECIZ\I-::NIC PATIENT
EDUCATION
IN-ZS\I:EON MANAGEMENT SROVIDER N
MANAGEMENT
MANAGEMENT EDUCATION

* Areview of care management interventions showed in-person care management had the strongestimpact on
clinical outcomes.

* Other effective interventions include telephonic care management, provider education, patient education and
patient self-management & monitoring.
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https://www.ahrg.gov/patient-safety/settings/long-term-care/resource/hcbs/medicaidmgmt/mm8.html



https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/hcbs/medicaidmgmt/mm8.html

@ Getting Ready

Leadership Support

Foundational action steps (see Action Guide):

e Create your business imperative

* Institute Structure and Clarity with Psychological Safety
* |nvestin Ql Training

ey o oo [ * Track Quadruple Aim Progress

As healthcare moves from volume to value-based reimbursement,
the business model and care model must connect and support one
another. How a leader or governing body uses their position and
knowledge to lead people, care delivery systems, and infrastructure
is essential 1o reaching improvements in the Quadruple Aim goals:
improved health ou
and reduced costs.

VALUE TRANSFORMATION FRAMEWORK
Action Guide

@ HEALTH CENTER

@ PEOPLE

) LEADERSHIP

r care with more efficiency, gaining a
com, age, This Guide focuses on actions that leaders can

take to create the environment, skills, and structure needed to support
transformation

Additional care management-focused action steps:

* Leadership commitment to a care management program
e Leadership public statement supporting efforts

* Hire/identify care managers/coordinators

 Set goals for care management/coordination program

admis the Board,

can be taken by the Chiel

This begins with establis
"

https://www.nachc.org/wp-content/uploads/2019/11/NACHC-
VTF-Leadership-AG November-2019.pdf www.nachc.org enacHc @@ OO | 12



https://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Leadership-AG_November-2019.pdf

Setting Goals & Defining Metrics GettingReadV

1. Goals 2. Data

Which datado you need to gather throughout the
program.

Start with the end in mind, what are the major
goals you would want to accomplish.

Now break it down into smaller steps that will lead
the way to the larger goal.

3. Metrics

Which metrics will define success




Staffing
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http://www.nachc.org/wp-content/uploads/2019/03/Sample-Care-Mgr-Job-Description-NACHC-03.01.19.pdf

Getting Ready

Staffing:

Integrating with/within Care Team

Include care manager(s) as part of the care team — or link in a formal way.

Instruct health center staff on how to refer patients to care management.

Provide staff with the list of criteria for patient referral to care management.

Ensure there is a way for all staff to identify in the EHR patients who are enrolled in care management.
Create a mechanism for the care manager to be notified when a patient has an in-person visit
scheduled.

Checklist: Is Your Care Management Program Integrated?

2.0,
ir oL AOCATON oF www.nachc.org @NacHc D OO | 15


https://www.nachc.org/wp-content/uploads/2020/03/Checklist-Integrated-Care-Management-07.19.17.docx

Enroll Patients in

Care Management
Referral Form

Includes:

e Sample language of WHAT the Referral Form is;
* WHY patient is being referred;

 WHAT the care management services are;
 HOW to refer.

http://www.nachc.org/wp-content/uploads/2018/12/Sample-Referral-Form-Care-Manage ment-NACHC.docx

|HEALTH CENTER LOGO]

[MEALTH CEMTER MAME] affers care management services to high-risk patients with multiple chronic
canditions, behavioral health concerns, and sodoeconamic barriers. Care management services pravide
ane-an-one suppart to assist individuals, and their provider and care team, to manage their conditions
and fallowed & prescribed plan af care.

To best support our providers and patients, [HEALTH CENTER MAME] has instituted & Care Management
Referral Form that providers can complete (via hard copy or electronically| when it has been determined
that a patient may benefit from the care management services we affer. Providers are requested to
discuss the referral with their patients in arder to support engagement and aveid patient confusion,

Care Monager Contoct Information:

Hame:

Location: {a.g., site name, office ¥)
Phone:

Email:

Starting Up

| tix [CARE MANAGER MAME] via

FAaX: () or EMAIL to [

Phane:

Email:

Indicators for referral to High-Risk Care Management:

= Multiple chronic conditions {Bypically 4-5 but can differ depending on patient circumstances)
= Specific chronic conditions including heart disease, HTN, COPD, cancer, asthima, diabetes, obesity,
and depression.

Patient 10:

Patient DOE:

Patient Phane (heme):

Patient Phane (cell):

= Spoial risks |e.g., housing instability, food insecurity, transpartation issues, unable to afford PCP Phone: PCP Email:
misdications)

= Mental health conditions
= Provider or care team knowledge that patient i at rick with managing current health conditions

artatian issues

e to afford medications
Care Management Services that are provided to patients:
#+ Dedicated Care Manager to assist patients in managing their health and prescribed care plan.
= Comprehensive care plan that reflects action steps and goals set in collaboration with the patient. a Other [describe):
= Regular check-ins (typically monthly} wia phone or visits to ascist patients in staying on track. -
+ Communication support betwean patient and care tesm. fres
= Linkage to community resources and support, as needed, ty
= Appointment compliance through reminders and ather supports.
=+ Care transition support, including follow-up after hospital discharge or emergency room visits, pesian
=  Medication management including suppart shtaining and reconciling medications.
= Referral completion by helping patients remember and get ta referral appaintments.

Referral has been discussed with patient {check one): Yes_ Mo

If yes, referral was discussed by (Name):

For Intemnal Care Manager:
Referral Review Date:

Community Health Centersg

NATIONAL ASSOCIATION OF WWW.naChC.Org

Date Patient Contacted via Referral:

Care Management Action (check one):

Procesd with enrollment

Follow-up with Provider or Refierral Source

Date Referral Source Notified of Referral Qutcome:



http://www.nachc.org/wp-content/uploads/2018/12/Sample-Referral-Form-Care-Management-NACHC.docx

Getting Ready

Cancer Transformation Project

Billing for Care Management Services
Care Coordination Services and Payment for Federally-Qualified Health Centers

Checklist of FOHC Requirements to Bill CMS for Care Management Services | Completed | RMissing

“Fes' “Na'
P r O r a m Initiating Visit. an fvaluation Management (E/f), Annual Wellness Vit (AW}, or initial
Freventive Physical Examination (IFPE| wisit fumished by a physician, Nurse Fractiioner (HF),
Fhysican Assistants | r Certified Nurse-Micheswes |CHBY has ccourred no more than
g ane-year priar to commencing care coardination sendces. This woulg be billed azan FOHC

wisit.
Beneficiary Consent. Has been obtained during or after the initiating visit and before

4 4 provision af care coarginatian serddces by FOSC practitioner or dinkal staff; can be written il recommeended
e u” e e' v" e em en s arverbal, must be documented in the medical record and indudes information:
=  Onthe avaibbility of care cocrdination services and applcable cost-sharing

=  Thatenly ane practitioner can furnish and be pald far cane coordination servikes herence and
during a calendar maonth

Ao,
= Onthe right to stop care cooreination sendoes at any tme (effective at the end af
the calencar month) i, revision,

- Pcr!'\_lsimn bo consult with relewant specialsts. cognitive,
Patient Eligibility. Multiple (two ar mare) chronic condiblons expected to last at least 12
mcnths, or until the death of the patient, and place the patient at significant risk of death, thenzki care plan
acute exacerbationd decompensation, or fundtional dedine. namgpj
Care Coordination Services. At least 20 minutes of care cooreination senices has been
furmished in the calendar manth furnished aj vnder the direction of the FOHC physician, M2, Iriclu :II'IE rh_l na
#i, or TN, and b| by an FOHC practitioner, or by clinical personnel under general
, E the plan of care
SUPETishon.

Electronic Health Record Documentation. Structurec recorcing of patient health

iriformation using Certdies EHA Technalegy and includes cemagraphics, problems, -
— i and among
rnedications, anc mecicatian allergies that indoem the c:ri:plan_ care coordination, and
angoing dinical care allawi-up after an
&7 aces: wsklans
247 Access. 24/7 access to physician ar ather cualified health care professionals or 3, shilled nursing
clinical staff including prowiding patienis/caregivers with a means to make contact with

http://bit.ly/NACHC CMSBillingChecklist

Continuity of Care_ Continuity of care with a designatec member of the care team with
wham the patient is ablke to schedule successive routine appointments. chinical semvice

Comprehensive Assessment. Comprehensive care management including systematic LOmAniEy based
assessment of the patient's medical, functional, and psychasoial needs.

{5 imi the patient's
recical record

Electronic Communication Dptions. Enharced apportunities for the patient and any
caregiver to communicate with the practitioner regarding the patient's cane through niot only
telephone access, but also through the use of secune messaging, Intemet, ar ather
asynchranous nonefacestodace consultation methads.

Coding. Zocument visit using G coce G051 for General Care Management.

Billing. CCM services can be billed by acding the general care management G code, 50511,
to an FOHC claim, either alone or with ather payable services. Payment for G0511 code
could ondy be bilked cnce per mankh per berelicang, and could rat be billed if other care
management serices are billed for the same time period.

NATIONAL ASSOCIATION OF www.nachc.org @NALHL WWNI | L/
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http://bit.ly/NACHC_CMSBillingChecklist

Patient Eligibility

BT T T T

Chronic Care
Management

Multiple (two or more)
chronic conditions
expected to last at least 12
months or until the patient
dies, or places the patient
at significant risk of death,
acute exacerbation/
decompensation, or
functional decline

Principal Care
Management

A qualifying condition that
is expected to last between
3 months and 1 year, or
until the death of the
patient, may haveled to a
recent hospitalization,
and/or place the patient at
significant risk of death,
acute exacerbation/
decompensation, or
functional decline.

Behavioral Health
Integration

Integrated behavioral
health and primary care
services that does not
require, but may use,
services of psychiatric
consultation or designated
behavioral health manager.

Psychiatric
Collaborative Care
Model

Integrated behavioral
health and primary care
services but with two
additional service
components beyond
general BHI: a dedicated
care manager and
psychiatric consult.

*VCSis not a care management service but can billed in the same month as care management services as long as the requirements of both are met.

Virtual
Communication
Services

Communications-based
technology or remote
evaluation services (e.g.,
telephone audio/video,
secure text messaging, email,
portal), including online
digital evaluation and
management, by a provider
within 24 hours of a request
by a patient for conditions
not related to a visit within
the past seven (7) days and
that does not result in an
appointment in the next 24
hours or next available
appointment.



Initiating Visit & Consent

INITIATING
VISIT

-— 3

&
\'/

CONSENT

€
s

0,9,
‘“ro\ AAAAAAAAAAAAAAAAAAAAA
I Community Health Centersg

A comprehensive initiating visit is required for new patients or patients not seen
within one year before CCM, PCM, BHI, and CoCM services can be provided.

* Initiating visits can include Initial Preventive Physical Examination (IPPE), Annual Wellness Visit
(AWV), or Evaluation and Management services (E/M).

* The face-to-face visit included in TCM also qualifies as an initiating visit.
The initiating visit is not part of care management and is billed separately.

Patient consent to care management services is required.
Consent can be verbal or written but must be documented in the medical record.
During the COVID-19 public health emergency, consent may be obtained at the
same time services are provided.

Health center is required to inform patients that coinsurance applies.

www.nachc.org @NACHC @@ OO | 19


https://www.nachc.org/wp-content/uploads/2020/03/Sample_Care-Mgmt_Informed-Consent-NACHC-03.25.20.docx

N
CMS/Medicare Care Management Services QTy
Can Coinsurance be Slid?

" CARE
MANAGEMENT
PART 2

More information on:

Payment
Coding
* Billing

* While health centers are required to impose Medicare coinsurance for

CMS/Medicare care management services, the coinsurance may be “slid”
commensurate with the sliding fee discount program (SFDP) policy of the
health center.

Federal anti-kickback statutes and beneficiary inducement prohibitions
include exceptions allowing health centers to discount coinsurance for
patients who are eligible for the health center’s sliding fee discount program
without violating Medicare rules.

HRSA’s guidance (Compliance Manual, Chapter 9, Element K) allows health
centers to discount coinsurance for their SFDP eligible patients to an
amount no more than what the patient would have paid under his/her
applicable SFDS payment level.

Guidance per Feldesman Tucker Leifer Fidell LLP, April 2020



Authorized Provider/Staff

See Reimbursement Tips for additional details.

BT T T T

Chronic Care Principal Care Behavioral Health Psychiatric Virtual
Management Management Integration Collaborative Care Communication
Model Services
Staff directed by a qualified Staff directed by a QHP: QHP or staff under the QHP or staff under the Must be performed

health professional (QHP):
MD, DO, NP, PA, & CNM.

MD, DO, NP, PA, & CNM.

direct supervision of the
billing practitioner
(‘incident to’): MD, DO, NP,
PA, & CNM.

Other services by the care
management team are
permitted under general
supervision (under billing
practitioner direction and
control but physical
presence not required).

direct supervision of the
billing practitioner
(‘incident to’): MD, DO, NP,
PA, & CNM.

Other services by the care
management team are
permitted under general
supervision (under billing
practitioner direction and
control but physical
presence not required).

personally by a qualified
health professional: MD,
DO, PA, CNM, CNS, Clinical
Psychologists, LCSW.


https://www.nachc.org/clinical-matters/value-transformation-framework/

Timeframe and Services

See Reimbursement Tips for additional details.

BT T T T

Chronic Care
Management

Non-complex CCM:
Minimum of 20 minutes.
20-minute add-ons up to
60 mins.

Complex CCM: minimum of
60 minutes of services
30-minute add-ons.

Provider only:
Minimum of 30 mins
provided personally by a
qualified health
professional.

Principal Care
Management

Minimum of 30 minutes.

Behavioral Health
Integration

Minimum of 20 minutes.

Psychiatric
Collaborative Care
Model

Initial:
Minimum of 70 minutes.

Subsequent:

Minimum of 60 minutes of
services.

30-minute add-ons.

Virtual
Communication
Services

Minimum of 5 mins.


https://www.nachc.org/clinical-matters/value-transformation-framework/

Target Population

@ Getting Ready

Complete Risk Stratification; Create Models of Care

VALUE TRANSFORMATION FRAMEWORK
Action Guide

@CAI.!DW

(= POPULATION HEALTH MANAGEMENT
MODELS OF CARE

% HEALTH CENTER

Design Different Models of Care Based

. 2 —
on Risk Level? POPULATION

HEALTH
MANAGEMENT

within the Value Transformation
Framework speaks to the

Papulstion management is key to successful value based car
popudation health mansgement requires that health care or

e Effective
anizations

are Care Models Based on Risk?

Designing care models based on risk allows patients to be paired with
muore apprapriate clinical and other servoes. This Action Guide outlines
approsces to building models of care for high, rising ard low-risk
target populations. Models for highly complex patients. ane very

i ird

https://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-

Pop-Health Models-of-Care-AG_November-2019.pdf

\7

Highly complex. Require intensive, pro-active care
management.

— Care ManagementAction Guide

High-risk. Engagein care management to provide one-
on-one support for medical, social and care
coordination needs.

Rising-risk. Manage within PCMH model; support in
managing risk factors (e.g., obesity, smoking, blood
pressure, cholesterol).

Low-risk. Manage using more remote, group, and
technological solutions; focus on keeping patients
healthy and engaged.


https://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Pop-Health_Models-of-Care-AG_November-2019.pdf

Starting Up

Developing Care Plans

v' Must document discussion and patient’s agreement to the care plan.
v A copy must be shared with the patient and patient’s provider.
v" Must be documented in a certified electronic health record (EHR).

v' Must include: patient demographics, medical problems, medications, and medication allergies.

v A comprehensive care plan includes, but is not limited to, the following elements:

*  Problem list * Medication management

* Expected outcome and prognosis » Community/social services ordered

* Measurable treatment goals * Adescription of how outside services/agencies are

*  Symptom management directed/coordinated

* Planned interventions, including responsible e Schedule for periodic review and, where appropriate,
individuals revision of the care plan

Sample Workplan - “My Shared Care Plan”

‘0’ . .
] Michigan Care Management Resource Center

Community Health Centersg



https://micmt-cares.org/system/files/5.1shared%20care%20plans_0_0.pdf
https://micmt-cares.org/system/files/5.1shared%20care%20plans_0_0.pdf
https://micmt-cares.org/resources

Lessons Learned:

Why many care management programs achieve limited success

Identified and
prioritized for Successfully Successfully
outreach reached engaged
Changed
behavior
All patients .
at risk for 6%
(1]
unplanned

]
readmissions

T

Because of resource About one-quarter of Roughly half of the 20% of the patients
constraints and identified patients were  patients who answered who engaged with
predictive model never reached, either the phone refused to the CM nurse did not

limitations, about because the program engage with the CM follow through on actions,

80% of these
patients could not

didn't have a valid phone  nurse or dropped out
number or the patient before program

resulting in only ~6% of
patients lowering their

be identified never responded completion risk for unplanned
and prioritized readmissions
CM, care management.
Source: Blinded data from one health insurer
McKinsev

POTENTIAL
SOLUTIONS

Analytics

e Use data to identify patients
that will need the highest
level of care.

Consumer-Centered Approach
e Use delivery format that
patients are familiar with.

Digital Engagement
e Technology can be used to
increase engagement, either
as primary or additional
delivery method.

https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/supercharging-the-roi-of-

your-care-management-programs
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v Measurement:

Care Management

Cassie Lindholm
Deputy Director, PCA/HCCN Network Relations, NACHC



CASE STUDY
Measuring Care

Management Panels

It can be helpful to measure the number of
patientsin each care manager's panel or case
load.

Keep in mind when setting goals or calculating
your health center’s return on investment for care
management, that it takes time to build up a
patient panel.

©
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Care Manager Panels

David Johnny Alexis Moira

Care Manager

Care Manager Panel Size: David

Jun Jul Aug  Sep Oct Nov  Dec Jan Feb Mar  Apr  May
Month



Care Manager Panels

CASE STUDY
Measuring Care

Management Panels

by Program I I I -

- . Care Manager
Qo ~
= CCM m Non-Billable

PanelSize

= e

N R o O N
o © o 6 6 & o

* If you have more than one care Care Manager Panel Size: David
management program, track panel size by 160 2
140
program. o
100 2

80

e For CCM, this can be a helpful data point
when measuring revenue for CCM, setting

40
goals, or looking at return on investment. 20 /"‘”

0 U U U U U U

Panel Size

60

Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May
Month

e CCM| e NON-Billable s Total
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CASE STU DY ) Care Manager Enrollments & Disenrollments: David
Measuring Enrollments

and Disenrollments . II I | II

N

0

Patients

Q | ,
\! - M
" Z -10
* Panel growth is not a straight line, there are ups »
and downs. The graph on the previousslide that N Errolments m Disenrolments
displayed panelsize by month does not
.demonstrate all these ups and downs, only the net Care Manager Disenrollments: David
increase or decrease. December 2020
7
 Thisisan important perspective because it gives a 6
g g . . . 5
higher level of insight into how a care manageris s,
buildingand retaining their panel. 53 . .
2
1
o —
Could not reach (x Patient opted out of Patient moved Patient passed away  Patient graduated
months) program program

A Reason for Disenrollment
‘i]ro\ NATIONAL ASSOCIATION OF WWW
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CASE STUDY

Measuring High Risk Patients Enrolled in Care

Management
(Month | Enrolled | High Risk _
Jun 0 849 0.00%
Jul 37 847 4.37% 0
Aug 68 849 8.01% B
Sep 72 850 8.47% 80.00%
Oct 109 850 12.82% 70.00%
Nov 143 855 16.73% 60.00%
Dec 168 854 19.67% 50.00%
Jan 201 855 23.51% ;‘;’ZZ
Feb 252 856 29.44% o
Mar 289 854 33.84% 10005
Apr 314 853 36.81% 0.00%
May 335 852 39.32%

High Risk Patients Enrolled in Care Management

23,849 3681% 39.32%
+ 0

29.44%

23.51%

16.73% 19.67%
. 0

12.82%
4.37% 8.01% 8.47%
. 0
0.00%

Jul

Jun Aug Sep Oct Nov Dec Jan

* How many patientsin your high-risk patient population thatyou are providing care management services to

over time

e Can be helpful when figuring out how many care manager FTEs you may need



CASE STUDY
Measuring CCM Eligible Patients Enrolled in Care

Management

mm Eligible m CCM Eligible Patients Enrolled in Care Management

1580 0.00% 100,005
JuI 37 1582 2.34% 90.00%
Aug 68 1590 4.28% 80.00%
Sep 72 1594 4.52% 70.00%
Oct 109 1598 6.82% 00.00%

.00%

Nov 143 1601 8.93% iz zz/
Dec 168 1601 10.49% 10005 .
Jan 201 1599 12.57% 20.00% 15729 1802% PO T

10.49% 12-57%

Feb 252 1603 15.72% 10.00% o0 2:34%
Mar 289 1604 18.02% 0.00%
Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May
Apr 314 1600 19.63%
May 335 1607 20.85% 9

* How many patients of out CCM eligible patientsyou are providing care management services to over time



CASE STUDY
Measuring Completed Care Management Encounters

m CM Encounters m Completed Care Management Encounters: David

100.00%

| — o e 88.57% 27 90.00% S 89.629% 91.73% 92.67% 91.55%
Ju 24 24 100.00% 90.00%

Aug 68 66 97.06% 80.00%

Sep 72 68 94.44% 70.00%

Oct 70 62 88.57% 60.00%

Nov 93 86 92.47% 50.00%

Dec 80 72 90.00% 40.00%

Jan 98 94 95.92% 30.00%

Feb 106 95 89.62% 20:00%

Mar 133 122 91.73% 1°'°°:" 0.0p%

Apr 150 139 92.67% o Jun  Jul  Aug  Sep  Oct Nov Dec Jan Feb Mar Apr  May
May 142 130 91.55%

 Measuring completed care management encounters out of the care manager's total panelsize

* ltis not likely that every care manager will have a successful encounter with every one of their patients every
single month



CASE STUDY
Measuring Billed CCM Encounters

Enrolled CCM . .
Patients 100.00%
r 97.37%
Jun 0 0

0.00% 100.00% 92.86% 93.33% 90.00%
Jul 0 0 " 0.00% 90.00%
Aug 0 0 " 0.00% 80.00%
Sep 0 0 " 0.00% 70.00%
Oct 0 0 " 0.00% 60.00%
Nov 0 0 " 0.00% 50.00%
Dec 0 0 " 0.00% 40.00%
Jan 8 8 100.00% 30.00%
Feb 14 13 92.86% 20.00%
Mar 30 28 93.33% 10.00% ) 00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.0p%
Apr 38 37 97.37% 000% — e——e—e—o——o—

Jun  Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May

May 40 36 90.00%

* Measuring billed CCM encounters out of the care manager's total panel size
* ltis not likely that every care manager will have a successful encounter with every one of their patients every single month

* This is something to take into consideration when setting goals for CCM revenue or ROI



CASE STUDY
Measuring Quality Outcomes

UDS Measure All Health Center Patients Care Management Patients (>1yr)
Colorectal Cancer Screening 71% 81%

Diabetes A1C Control 28% 21%

Hypertension Control 73% 79% o

* Filter to include care management patients who have been enrolled in care management for a longer period of time ( >6

months or > 1 year) and patients who have graduated a program.

rQ
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CASE STUDY
Measuring Patient Goals

Chronic Condition of Focus

Patient Goal Status
Hyperlipidemig, 10, 2%
Goals b"‘ CateEow Heart Failure, 25, 6%
Cancelled Other, 33, 8% Medication
20%

Asthma, 37, 9% Diabetes, 104, 25%
Management, 114,
27%

Smoaking Cessation, B2,

19%

Active
56%
Diet, 28, 7%

Exercise, 52, 12%

Obesity, 64, 15%

Care Coordination,

115, 27% Depression, 61, 14% Hypertension, 123, 28%

Achieved
24%

After pulling quality measures you may be wondering some care management patients met certain quality measures while ~
some did not. It can be helpful to then dive deeper into the care management patient goals.

3

\

Measure “achieved” goals of a specific category against the relevant UDS measure

Measure the efficacy of different care plans and interventions.
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EASTERN IOWA ,,
HEAITH CENTER

Your health matters.

Erin Raftery, Care Manager

@NAcHC @O OO |37



@NACHC 00006



Provide Us Feedback
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FOR MORE INFORMATION CONTACT:

qualitycenter@nachc.org

Cheryl Modica

Director, Quality Center

National Association of Community
Health Centers
cmodica@nachc.org

301.310.2250

FEEDBACK

Don’t forget! Let us
know what you
thought about

today’s session.

Next Monthly Forum Call:

June 8t 2021
1-2pmET


mailto:qualitycenter@nachc.org
mailto:cmodica@nachc.org
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Together, our
voices elevate’ all.

The Quality Center Team
Cheryl Modica, Luke Ertle, Camila Silva & Lizzie Utset
qualitycenter@nachc.org
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