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Objective
To describe the process of Registered Nurse (RN) care management (CM) at Partnership Community Health Center (PCHC). The RNs will perform the care management responsibilities with respect for patient diversity and culture, while considering patient safety and privacy.  Motivational interviewing will be the basis for patient interactions.
Applies To

All Providers, Registered Nurses and CM Assistant  
Definitions

DRVS - a data reporting system from Azara used for population health, chronic disease management, preventive care and care planning
Epic – medical and behavioral health electronic health record

PCP - primary care provider
RN – registered nurse 
Procedure
1. Initiation of CM:

a. Referrals from PCP to RN via Epic and warm hand offs to RNs during in-office PCP visits.
i. PCP includes SmartPhrase in office visit note to detail patient’s care management needs.
b. Registry Data - DRVS 
CM Assistant runs monthly reports and reaches out to at-risk patients via letters and/or phone calls.  The number of documented attempts to reach patients may be dependent upon patient’s comorbidities, disease status and/or patient’s current condition.  
i. Comorbidities, disease status and patient’s current condition may include, but are not limited to, diabetes, hypertension, hyperlipidemia and preventative services such as mammography. 
ii. The Registry is an indirect provider referral method to RNs.
2. RN responsibilities:

a. Each has designated case management weekdays (Spanish and English) for in-office visits, follow-up telephone calls, chart preparation, in-office referrals from providers and to print education materials.
b. Meet with each patient and develop an individual CM care plan
c. Make patient appointments with in-office dietician if necessary.  

d. Refer uninsured patients to Outreach and Enrollment.  

e. Determine if a connection with additional resources is needed and refer as indicated. Resource examples include, but are not limited to, Patient Assistance Programs, self-management programs, Rx outreach, 340B program, PCHC Dental, and various community resources. 
f. Issue prescription and/or service vouchers to uninsured patients if necessary. 
g. Document each patient’s comorbidities, disease status and stability to include progress, trends and further needs.
3. Factors to consider when creating a care plan with a patient
a. Determine patient’s health literacy level. 

b. Determine readiness and willingness to change. 

c. Establish goals and desired outcomes based on PCP’s referral, if available.
d. Use disease-specific Epic templates to document goals, barriers and progress. 
4. Components of patient education/areas of focus should include:

a. Provide and review educational handouts

b. Utilize food models as needed
c. Utilize training materials for patient education (i.e., demo insulin pen)
d. Discussions with patients about compliance with treatment recommendations

e. Controlling health indicators such as HbA1c, blood pressure, cholesterol 

f. Discuss a healthy diet

g. Recommend physical activity, if indicated 

h. Avoid tobacco use

i. Stress importance of medication adherence

j. Stress management 

k. Reinforce the importance of regular PCP office visits 

l. If diabetic, the importance of a regular foot, dental, and eye exam

m. If diabetic, encourage self-assessment of feet, teeth, skin, blood sugars, blood pressure, and eyes 

n. Educate on  when to contact PCHC for safety 

5. Implementing a care plan:

a. Initially done in person at first CM visit.

b. Initial appointment may include education regarding current disease initiatives, creating a plan of care and initiating goals and next steps. 

c. CM appointment lengths

i. New diagnosis:  Initial appointments - 30 minutes, 2 week follow ups - 30 minutes, 1-month follow ups - 30 minutes (call in between as needed), then every 3 months either via phone or in office or as recommended by PCP or indicated by patient need.
ii. Chronic Disease:  Initial appointment - 30 minutes, 1- month follow up - 30 minutes (call in between as needed), then every 3 months either via phone or in office or as recommended by PCP or indicated by patient need. 
6. Evaluating care plan outcomes:

a. Evaluation may be completed in person or via telephone. 

b. Address patient status against goals. 

c. Seek opportunities for improvement toward unattained goals. 

d. Discuss new goals/care plan if needed. 

e. Discontinue patient participation if patient:  
i. attained goals and is confident in managing his/her condition,
ii. lacks participation/engagement, or 
iii. is no longer benefiting from program.
f. Update PCP as needed, especially when discontinuing patient participation. 
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