Incorporate measures into
your health center’'s QI
Plan, and use data to scale

your care management

program, meet the needs of

your patient population,
and balance staffing/care

team responsibilities.

Monitor Care Management Program Outcomes as Part of Your

Health Center's Quality Improvement Plan

Consider measuring:
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The number of patients in each care manager's panel

Each care manager’s panel size over time to view ‘net’ changes

Panel size by program (if you have more than one care management program, or
by payor if you have multiple value-based contracts)

Each care manager’s panel size by program over time to view ‘net’ changes
Patient enrollments and disenrollments by month

Patient disenrollments by reason

The number of high-risk patients enrolled in care management

The number of CCM eligible patients enrolled in care management

The number of completed Care Management encounters

The number of billed CCM encounters

The impact on UDS quality measures

Progress on patient care management goals
View Examples
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Care Management Patient Enroliments & Disenrollments
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This perspective gives a higher level
I of insight into how a care manager is
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This data can be used to figure out how many care managers are needed to care for a patient population.
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UDS Measure All Health Center Patients | Care Management Patients (>1yr)

Colorectal Cancer Screening 71% 81%
Diabetes A1C Control 32% 21%

Hypertension Control 68% 77%

Filter to include care management patients who have been enrolled in care management for >6 months
or >1 year, and patients who have graduated from a care management program.

Goals by Category

Other, 33, 8% Viedication Chronic Condition of Focus

Management, 114,

Patient Goal Status

Hyperlipidemia, 10, 2%

27% Heart Failure, 25, 6%
Cancelled Smoking Cessation, 82,
20% 19% Asthma, 37, 9% Diabetes, 104, 25%
Diet, 28, 7% jity, 64, 15%
Active
56%
Achieved - ., —
24% Exercise, 52, 12% Care Coordination,
115,27%
. . . . . . . . D ion, 61, 14% Hypertension, 123, 29%
= Medication Management = Care Coordination Exercise Diet = Smoking Cessation = Other epression, b 1440 e
m Active = Achieved Cancelled \ 7

= Diabetes = Hypertension Deprassion Obesity = Asthma = Heart Failure = Hyperlipidemia
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