 (OFFICE NAME)
POLICY/GUIDELINES FOR INDIVIDUAL CARE MANAGEMENT Domain 4.0
Subject: Individual Care Management 
Statement of Purpose:  The purpose of the Individual Care Management Initiative is to ensure that patients with chronic conditions receive organized and well-planned care that will help them to take greater responsibility for their own health. 
Policy Guidelines and Procedures:
*This portion is for informational purposes only.  Below is not to be part of the Policy:

4.0 Individual Care Management
Include Step by step process (see below) in this section with timeframes: 

· (4.1) Office leaders and staff have been trained/educated in the Patient Centered Medical Home-Neighbor models, the Chronic Care Model and have an understanding of practice transformation concepts.  This training/education (annually) is documented and kept in the PCMH/PCMH-N binder.  (PCP Required)
· (4.2) The practice has developed an integrated team of interprofessional providers(see IG for list), and a systematic approach is in place to deliver coordinated care management services that addresses patients’ full range of health care needs for the patient population selected for initial focus. The capability requirements may be conducted virtually if using a HIPAA compliant platform.  
· (4.3) Evidence based Guidelines are in use at Point of Care or in EHR. (PCP Required)
· (4.4) Patient satisfaction/office efficiency surveys are done yearly and trended. Able to discuss follow-up process (action Plans) with the results.
· (4.5, 4.11) Action plans and goal setting are systematically offered to the patient population selected for initial focus and all patients; using patient specific and patient-friendly documentation is provided to the patient. Able to discuss follow-up process (action Plans) with the results.
· (4.12, 4.13) A systematic approach is in place for appointment tracking, follow up of needed services, and generation of reminders for patient population selected for initial focus and for all patients in the practice. (PCP Required)
· (4.8 and 4.14) Planned visits are offered to patient population selected for initial focus and all patients with chronic conditions prevalent in the practice. Pick patient, have staff walk through what they do for a planned visit, look for evidence of evidence-based interventions. Provide documented process/guideline for planned visit with roles identified for practice unit staff. Show example of recent planned visit in schedule.
· (4.9 and 4.15) A group visit option is available for the patient population selected for initial focus and for all patients with chronic conditions prevalent in the practice.  Group visits may be conducted virtually if using a HIPAA compliant platform.
· (4.10) Medication review and management is provided at every visit for all patients. (PCP Required)
· (4.16)A process is in place for engaging patients in conversations regarding advanced care planning and assisting them in executing care plans that are documented in their medical record.  Discuss process for ACP introduction, tracking, education, completion and sharing of ACP
· (4.17) A process is in place for establishing, documenting and sharing with other providers a Survivorship care plan for patients completing treatment for serious health conditions. Discuss process for SP introduction, tracking, education, completion and sharing of SP
· (4.18) A process is in place for assessing palliative care needs and providing services      as needed.  How do you define palliative care population?  Documentation required/written protocol
· (4.19, 4.20) A process is in place to inform and identify patients who would benefit from care management services based on clinical conditions and ED, inpatient and other service use. 

· (4.21) Interprofessional team meetings are held regularly to review patient care and develop comprehensive care plans for medically complex patients. Meetings must be documented in patient chart. 
· (4.22) Provider initiating advance care plan (ACP 4.16) ensures that a copy is shared with all care partners.  Describe the communication process with the care partners of the ACP and flag if there are revisions or updated.
· (4.23) Practice has engaged in root cause analysis of any areas where there are significant  opportunities for improvement in patient experience of care using tested methods such as Journey Mapping or Lean techniques.  Describe how process improvement projects are identified. What tools are used to determine an opportunity? Describe the team involved in process improvement projects. Provide example of project template – A3, PDCA, etc. Provide example of metrics, tracking, and outcomes.
· (4.24) PO and/or Practice Unit standardizes, develops and maintains Care Management Processes and Workflows to ensure efficient delivery of Care Management services in the practices for whom they coordinate/administer Care Management.
· (4.25) PO ensures that Care Managers are trained, on boarded and integrated into practice effectively. 
· (4.26) PO supports Care Management billing process for practice.
· (4.27) PO assists practice with integrating and analyzing data related to effective Care Management  with monthly member lists and reports for tracking PDCM Engagement Initiative.
· (4.28) PO assists practice with seeking waiver for offering Medication Assisted Treatment as needed to reduce opioid dependency. Retired
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