NCM Best Practice Sharing
Minutes
	Date:  Tuesday, March 8 2016                                                                                                                               Start/End Time: 8:00 – 9:30 am

	Location:  RIQI 50 Holden Street, Providence RI (Washington)                                                                       Call in number: 508-856-8222  Code: 2525  (Host: 2116)

	Meeting Information:
	
	Attendees

	Meeting Purpose/Objective: Best practice sharing amongst CTC  Care Managers : Assessment and Care Planning 
· Power point presentation and sample documentation : Lorraine Tasso Aquidneck University Medicine 
· OHIC Cost Containment Requirements: focus on risk stratification  assessment and care plan 
· CHT approach to risk stratification for referral to CHT using modified Cambridge Health Alliance tool 
· Learning opportunities: AHRQ, NCQA










	
	Deb Hurwitz, CTC
Pano Yeracaris, CTC 
Susanne Campbell, CTC
Candice Brown, CTC 
Hannah Hakim, PCMH Kids 
Lorraine Tasso, UM 
Scott Hewitt, Brown
Virginia Paine, Tri-Town
Derek Matteson, EBCAP
Charlotte Crist, BCBSRI
Cameron Grant, Brown
Jenny Richard, South Coast SPN
Patti Nadeau Croper, SPN
Eileen Hogan, PCHC
Jennifer Olsen Armstrong, RIDOH
Shabnam Hashim, PCHC
Suzanne Herzberg, BPCTI
Dale Rogoff Greer, UHC
Elena Morgans, Lifespan
Deborah Garneau, RIDOH
Lois Teitz, CCAP
Donna Soares, UFM
Deborah A. Powers, PCHC
	Claire Haynes, Thundermist
Aimee Schayer, Coventry Primary Care
Delaney  Horsley, CPC
Evelyn Sanchez, CCAP
Angela M. Reda, Tri-Town
Danielle Jacques, Ocean State Medical
Katherine Roy, Affinity
Jeanne Schwager, RIC
Mehattie Dorsey, PCHC
Marilyn Saunders, EBCAP/EBFHC
Diane Howes, Southcoast Health
Yvette Chartier, UIM
Kathleen Congdon, Women’s Med Collab
Lauren Morton, BCBSRI
Maureen Claflin, Lifespan
Sandy Curtis, EOHHS
Ward Harrison, UMF
Deborah Andrade, PPGRI – CharterCare
Lucy Throckmorton, 
Sandra Mota, Nardone
Kevin Kelley, Warwick
Hannah Hakim, PCMH Kids
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	#
	Owner / Time 
	Comments

	1
	Susanne/Deb 
5 minutes 
	Welcome
· Introductions
· Review agenda
· Opening Remarks from Deb Hurwitz
· OHIC Standards and new definition for PCMH includes
· NCQA Level 3
· Competencies and Cost Containment Strategies
· Year over Year improvements 
· Quality Measures
· CTC’s focus on meeting these criteria is a result of wanting practices to be eligible for their sustainability payment(s) by 2017, as these regulations will be enforced but CTC Practices will be ready to receive their sustainability payments


	2
	Susanne 
15  minutes 



Lorraine Tasso 
NCM University Medicine 
Aquidneck 
20  minutes 







	OHIC Update 
Feedback from practice review of OHIC Transitions in Care functions from previous meeting 
OHIC draft functions: Assessment and Care Planning 



Nursing Assessment and Care Planning 
· Lorraine was supported by Dr. Gorelick in efforts to get everything she needed implemented into the eCW Medical record system
· Initial nursing assessments take approximately 45 minutes to complete
· General Health Issues section is used for next patient appointments to build ongoing patient relationships
· Plan Section
· Treatment section consists of patient health educational documentation, and can be sent to the portal for email
· Diabetes Care Plan
· NCM is focused on goals for patient/family, barriers to goal, and progress to goal
· Action plan is the patient’s commitment to achieving goal(s)
· Weight Management Care Plan
· Goals are customized to patients from the Providers treatment plan
· Patient care has been impacted by assessments as the NCM makes more engaged connections with patients. The patient is referred by a trusted doctor, and the NCM is able to capture patient information that will serve as the foundation to build trust relationships over time
· Group Feedback:
· Move the Care Plan notes to the top of the document, or highlight the data in such a way as to avoid having to scroll through several pages of notes/data to view said information



	3
	Scott Hewitt 
BVCHC 
15 minutes 
	
[bookmark: _MON_1519022967]Risk Stratification using modified Cambridge Health Alliance Tool 
Draft Referral/Intake Process to CHT 
· Referrals to CHTs has not been rolled out yet, but will be in the upcoming months
· The referral/triage tool is completed by the Practice and sent to the CHT
· Score Calculations: 
· If above cutoff, patient is accepted into High Risk
· If below cutoff, the patient is not accepted however, after review it could still be determined that the patient should be accepted into High Risk
· What are Practices considering?
· Leverage technology as much as possible to identify rising risk patients – CurrentCare has Pharmacy data, can utilize patterns
· Reviewing the High Risk Report to determine who on the Care Team should be seeing the patients that are coming in the same day. Determine best utilization of resources and incorporate Nurses along with NCMs
· Conducting daily huddles with Nurse, Provider, MA, and NCM at the beginning of the day to review who is coming in that day

	4 
	Susanne Campbell 
10minutes 
	Other learning opportunities 
· Self-Management of Blood Pressure Monitoring – March 24, 2016, from 8:30am-11:00am at the Radisson in Warwick
· Space is still available – CME and CEUs available
· Contact Jennifer Olsen for more information: Jennifer.Olsen@health.ri.gov
· AHRQ Shared Decision Making – May 19, 2016, from 8:30am-4:30pm at Shriners-Imperial Room in Cranston 


· Requesting attendance from at least 2 people from the organization to bring back information learned and share same with the organization
· NCQA Strategies for Success on July 15, 2016 – free event


	
	Deb/Susanne 
	Next Meeting: 4/12/16  8:00 to 9:30 am RIQI, 50 Holden Street Providence RI 
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Microsoft_PowerPoint_Presentation1.pptx
Nursing Assessment 
Care Plan Documentation
Templates

Lorraine Tasso RN

Aquidneck Medical Associates






Opportunity Statement



Find a meaningful process for the nurse care manager to document in the electronic medical record eCW





NCM had no assessment template, and the only option was a narrative format.

eCW lacks documentation format for Nursing 

Physician oriented only -  CC, HPI , Exam, etc.

Need to reduce redundant NCM documentation
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Goal/ Objective



Develop a Nursing Assessment and Care Plan documentation tool for the NCM that is efficient and effective





We need the same for Care Planning for Patient/Families, NCM, Physician.  

What about value to the patient?
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Intervention/ Task

Buy-in from practice leadership

Brainstormed with Physician Champion to create NCM templates

NCM played key role in customizing template

Comprehensive NCM documentation that can be read by clinical team

Nursing Assessment template created in eCW

Care Plan generated from the nursing assessment





Physician champion created a customized nursing assessment template in eClinical Works.

Most care planning templates were set up before I took this position.

Had to work with providers / physicians to get them to understand why templates were needed

MD locks my notes unless it’s benign serial appointment. 

Provided lists of headers and pick lists
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What We Learned

Physician knowledge deficits regarding The  Nursing Process  were evident.  

Wow, they need our help!

NCM documentation matters. It taught them our process. 

They like and respect it.





Providers learned the NCM process by reviewing our documentation.  It took an orientation period for them to realize this.
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Actions Taken

Initial Physician response: “ You write too much.”

Me- ( big smile), “ Please keep reading Doctor.”

Then …..” I didn’t know that!”

“She finds things…..”





Need to explain what you are trying to get across - - spell it out for the audience
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Conclusion-Benefits

We need to  prove our worth and value via comprehensive Nurse friendly documentation.

NCM templates can be merged forward for updates.

How good is Care Plan documentation without NCM assessment documentation?

We need to give ourselves credit  for everything we do!















Questions?
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ZzCare Management Evaluation, Care

Aquidneck Medical Associates, Inc. Plan
50 Memorial Blvd. 77 Turnpike Ave.

‘ Newport, RI, 02840 Portsmouth, RI, 02871 904Y old Unknown, DOB: 11/11/1111

\” Tel: 401-847-2200  Tel: 401-683-2200 Account Number: 126334

Fax: 401-849-8446  Fax: 401-682-1750 RI

Home: 222-222-2222
Guarantor: ZzCare Management Evaluation, Care Plan
Appointment Facility: Aquidneck Medical Newport

01/29/2016 Gorelick, David S

Reason for Appointment

1. CM - Care Plan, Chronic Care Management Services

2. Nurse Care Manager Lorraine Tasso RN CDOE

3. Primary Physician Dr David Gorelick

4. NOTE - HPI was carried forward from prior visit for continuity of care. The focus of today's visit, with details regarding which
areas were revised/updated (which may include certain HPI sections), is outlined in the Case Management Notes towards the end

History of Present lliness

Case Management Encounter:

Lorraine Tasso, RN

Date of Encounter: 12/14/2015
Encounter
Type: Face to Face
Intervention(s):
Activity: Chronic Care Management - see below, Care Plan - Follow Up, Medication Reconciliation, Education, Care
Coordination
Active Case Management: Yes
Care Duration Anticipated: Complex, 60+ days
Chronic Care Management:
Duration
Care Coordination Work Start Clock Time: 4:00 pm
Care Coordination Work Stop Clock Time: 4:25 pm
Care Coordination Minutes Spent (20min minimum to bill for service): Total (minutes): 25
Care Plan Date
Created/Updated 12/14/2015
Services Provided
Med Management: Performed medication reconciliation , Addressed self-management of medications
Preventive Services: Reviewed Recommended Services
Monitoring Patient's Condition: Assessed Physical Needs, Assessed Mental Needs, Assessed Social Needs
CCM Services
Reviewed with Patient/Caregiver 24/7 Access to Provider/Coverage, Portal and/or phone access to PCP/Care Team for
advice and guidance, PCP Access for Routine Preventive Care and Sick Visits, PCP Coordinates Overall Care, PCP Leads the
Patient's Care Team, PCP/Care Team will assess and manage medical, psychological, and social needs, Care Plans will be
developed with the patient and provided to the patient, Medication Review and Oversight, PCP/Care Team will monitor care
received elsewhere, Safe Transitions of Care between facilities and home, Collaborate with other providers and home health
agencies as needed
General Health Issues:

Activities of Daily Living: Feeding, Independent, Continence, Independent-, Partial Assist, Toileting, Partial Assist,
Dressing, Partial Assist, Bathing, Partial Assist. Cna's increased to 4 days per week for personal care and home
management assist.

Instruments of Daily Living: Using the telephone, Independent, Shopping, Full Assist, Food preparation,
Partial Assist, Housekeeping, Full Assist- Cna , Doing laundry- Cna , Using transportation, Full Assist,
Handling medications, Partial Assist- prepacked by daughter, , Handling finances, Partial Assist.

Devices to Aid Mobility: rollator, transport wheelchair, has 3 reachers, grab bars in BR - shower bench, raised toilet

seat.
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Medical Equipment: oxygen- wears all night and during day if she needs it.

Sleep Issues: nocturia x 3, and pain make wake her - "toes on fire sometimes, neck hurts, rt shoulder , back, knees" -
all baseline not new .

Neuropsych Issues: Daughter Lori present for duration of appt. Sometimes feels sad, down, lonely. Likes to pray. Not
interested in Friendly visitor. Speaks to family and friends on the phone. Church visits. Gets too tired if too many
visitors. .

Urinary Issues: persistent dribbling, sometimes pt feels it , sometimes not.

GI Issues: constipation at times, no incontinence, senna used prn with good effect.

General/Constitutional:
Med Management
Patient/family understanding of meds assessed: 12/14/2015
Response and possible barriers to meds assessed: 12/14/2015
OTC/herbal/supplement use assessed (see med list if applicable): 12/14/2015
Potential drug-drug and drug-allergy interactions reviewed: 12/14/2015
Med Manager at Home Patient, Daughter Pt able to apply pen needle to insulin pen.

Pain Scale Multiple aches and pains. Uses percocets. Can't take too much or it will make her sick to her stomach,
drowsy ,nausea. Sensitive to any pain medication . Hands toes , hands, back and neck pain..
Social Issues:

Living Situation: alone.

Family: Daughter , supportive. Has 6 children - 2 in Mass. Daughter in North Dartmouth provides all transportation,
meds deliveries and grocery shopping. Has daughter with Stage 4 breast cancer. Not doing well. 1 daughter in Ct with
lung cancer . Daughter in Minnesota, Daughter in North Carolina and Son in RI- does not see him much..

Social Support: Has friends she can speak with, but can't come visit. Has one occasional friend visitor. Not interested
in Friendly visitor program.

Transportation: family- cannot use Ride van. She is unable to get to van unassisted . Lori daughter in Dartmouth
assists pt the most.

Emergency Preparedness: Lifeline service, keeps glucose tabs with her at all times.

Religious and/or Ethical Views: Raised Protestant, Now Catholic- St Lucy's church staff sometimes visit her.
Diabetes/Endocrine Disorder Management:

Diet: Appetite fair- "nothing tastes good anymore".

Exercise: no formal exercise- unable .

Medications: Medication adherence reported. Pt unable to tolerate traveling to Dr Miragaya. Wants PCP to take over
DM management and use once daily dosing insulin. Discussed levemir as a good option. Thicker grip with no extenion
of dial at dosing. Pt able to apply pen needle and inject, but takes her a long time,due to severely arthritic hands.

Home BG Monitoring: testing regularly- 3 times per day and if she does not feel well. . Watches for hypoglycemia .
Advised I will follow up with her on BG management instruction after she sees PCP., as I met with pt and daughter
prior to PCP appt.

Dental Care: Dr Taddei - reports bottom teeth breaking , getting bad, Has full upper plate . Does see dentist as
needed.

Providers Involved with Care::
Cardiologist: Dr. Abadi-- Last appt Oct ,next April.
Pulmonologist: Dr. Day.

Current Medications
None

Past Medical History

Diabetes

Hyperlipidemia

Depression, PTSD - Dr. Knowlan follows

Exertional CP 12/04 ETT Mibi breast artifact ?ant defect, echo neg - Dr. Schwengel
Asthma, tob quit '84

Allergic rhinitis

IBS ?post-choly effect

Chronic GERDz, diet-related

s/p strabismus surgery OU - Dr. Collins follows
Diverticulosis 1/12 colonoscopy also with cecal lipoma
Full dentures
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Behavioral health evaluation by James Freess, PhD to assess and advise on behavioral issues as they relate to the patient's medical
problems

Zostavax offered, patient will consider

1/29/12 NH admit septic cellulitis,gastroenteritis

Allergies
N.K.D.A.

Examination
General Examination:
Neurological: normal mood and affect, appopriate behavior, speech fluent and productive.

Assessments

1. Diabetes type 2, controlled - E11.9 (Primary)

2. DJD (degenerative joint disease) - M19.90

3. CAD (coronary artery disease) - 125.10

4. COPD (chronic obstructive pulmonary disease) - J44.9
5. Low back pain - M54.5

At least 20 minutes of clinical staff time directed by physician or other healthcare professional for this calendar month was
completed with the following required elements: multiple (two or more) chronic conditions expected to last at least 12 months, or
until the death of the patient; chronic conditions place the patient at significant risk of death, acute exacerbation/decompensation, or
functional decline; comprehensive care plan established, implemented, revised, or monitored.. At least 20 minutes of clinical staff
time directed by physician or other healthcare professional for this calendar month was completed with the following required
elements: multiple (two or more) chronic conditions expected to last at least 12 months, or until the death of the patient; chronic
conditions place the patient at significant risk of death, acute exacerbation/decompensation, or functional decline; comprehensive
care plan established, implemented, revised, or monitored.

Procedures and Treatment

Care Plan - Individualized for the Patient:

The Team your care is supported by a clinical team, Your Primary Care Physician (PCP) is in charge of your care, The
Nurse Case Manager (NCM) provides support to the PCP and the patient/family - to help create care plans and carry
out the overall treatment plan, Other health care providers - specialty consultants, nutritionists, therapists, etc, may be
asked to assist at times, The patient (and guardian if applicable) is the key to the success of the team - your voice counts
- ask questions, speak up if you have any concerns, take an active role in managing your health care. Your Team
includes : Dr Abadi, Dr Reid, Dr Taddei, Dr John Day.

Diabetes Care Plan:

Problem(s) Identified: disease knowledge, medication knowledge, nutrition, exercise.

Ophthalmologist/Optometrist: Maintain annual exams, more often as directed by your eye doctor.

Podiatric/Foot Care: Inspect feet daily for signs of redness, warmth, swelling, calluses/cracks. Consider a flashlight for between
the toes and a mirror for the bottom if visibility is limited. Lukewarm water, dry between toes. Keep skin soft, use moisturizer lotion.
No bare feet. Avoid tight socks/shoes, wear comfortable shoes.

Dentist: Routine dental care is especially important for diabetics.

Hypoglycemia Symptoms: Cold sweat/faintness/dizzy, headache, palpitations, trembling/nervousness, blurred vision,
irritability, personality change .

Hypoglycemia Treatment: 3 glucose tabs OR 4 oz of sugar drink AND peanut butter crackers OR cheese and crackers OR other
protein snack .

Hyperglycemia Symptoms: Increased thirst, hunger and urination, weakness, generalized aching, heavy/labored breathing,
fruity breath, nausea. Treatment - call 911 if severe symptoms, otherwise follow physician instructions, if unsure, call for advice.

Blood Glucose Monitoring: If your doctor has instructed you to use a home monitor, follow instructions and email or call if you
have questions.

Diabetic Diet Information: Refer to www.diabetes.org for guidance.

Education/Programs: Advised MedicAlert jewelry, americanmedical-id.com, 1-800-363-5985 or www.medicalert.org 1-888-
633-42908 .

Sick Day Management: Have available in home at all times:, 1 bottle apple juice or other sweet juice (not sugar-free).

Alcohol Consumption Limitation Goal: no more than 1 drink on any given day.

Flu Shot reminder: Diabetics should get a flu shot each flu season unless they are allergic to the vaccine.

Pneumovax Reminder: Pneumococcal vaccine is indicated for diabetic patients. A single booster shot may be provided five years
after the initial vaccination. Ask your doctor if think you may be due.

Request records for your primary care physician: Request that any other providers fax their evaluations and any test reports to
your primary care physician at 401-849-8446.
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Medication Info/Goals: Take your medications as prescribed. Email or call if you have questions or concerns about your
medications.

Lab Info/Goals: A1C - 3 month average blood sugar in-general the goal is less than 7.0, LDL - bad cholesterol, goal < 100, high
risk < 70 (your doctor will guide what your goals are).

Nutritional Goal: Maintain a structured diet according to the ADA guide and/or personalized instructions you may receive.

Exercise Goal: Routine aerobic exercise is an important tool in managing diabetes. Specific goals may be outlined for you by your
doctor.

Patient/Family Goals: prevent low blood sugar reaction, change to once a day insulin and have Dr Gorelick manage
my diabetes .

Barriers to Goal: None .

Progress to Goal: Checking blood sugars at least 3 times per day and if she does not feel well. .

Action Plan: Will continue to test blood sugars regularly and if I don't feel well. Will try to eat 3 meals/ or snacks per
day. Prevent meal skipping which can cause low blood sugar. Will keep appts with Dr Gorelick and Specialists. Will take
medications as ordered . Will call Lorraine with any questions or concerns. Lorraine will call to monitor blood sugars if
new insulin started. .

Patient's motivation to achieve the action as outlined (0 = none, 10 = complete): 9.

Patient's confidence to achieve the action as outlined (0 = none, 10 = complete): 9.

Geriatrics Care Plan:

Advanced Directives: discussed with patient.
Pulmonary Care Plan:

COPD ..

Patient/Family Goals: Prevent deterioration in breathing. Maintain comfort.

Barriers to Goal: none.

Progress to Goal: Has oxygen in home and uses it. Has new pulmonologist.

Action Plan: Continue medications as ordered. Keep appts with Dr Day.

Social Support/Services:

Problem(s) Identified increased cna services in home.

Patient/Family Goals: Cna for showering twice a week.

Progress to Goal: Cna staff in home 4 days per week.

Action Plan: Will keep cna's at 4 times per week and increase as needed to stay home safely.

Patient's motivation to achieve the action as outlined (0 = none, 10 = complete): 10.

Patient's confidence to achieve the action as outlined (0 = none, 10 = complete): 10.

Referral to case manager, behavioral health, or other specialist considered: Patty Nadeau , Child and Family SW has been
coordinating cnaon the copay program.. Consider Friendly Visitor program.

Other Issue(s):

Problem(s) Identified In pain and tires easily due to multiple aches/pains , COPD and CAD, DJD .

Patient/Family Goals: Wants to stay at home as long as possible , increasing help in the home as needed. Does not
want to go into nursing home.

Barriers to Goal: none.

Progress to Goal: Using oxygen as ordered. Has home med monitor in home for 1 more month. Takes medications and inhalers
as ordered. Uses sl Ntg appropriately. Keeps Dr Gorelick and Specialist appts..

Action Plan: Will continue to take medications as ordered. Will keep all Doctor's appts. Will call Lorraine for
questions or concerns.

Patient's motivation to achieve the action as outlined (0 = none, 10 = complete): 9.

Patient's confidence to achieve the action as outlined (0 = none, 10 = complete): 9.

Case Management Notes:

General Information Nursing assessment in HPI and Exam. Pt goals and action plan in Care Plan. Care plan printed
and mailed to patient..

Care Team Goals BP goal:140-100/60, , Weight target: Maintain BMI of 20- 25, Improve or maintain quality of life,
prevent deterioration, decrease risk of injury or of illness exacerbation - ongoing .

Electronically signed by David Gorelick , MD on 01/28/2016 at 08:43 PM EST
Sign off status: Pending
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Aquidneck Medical Newport
50 Memorial Blvd
Newport, RT1 028403636
Tel: 401-847-2290
Fax: 401-849-8446
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Community Health Team Referral and Triage Tool Date of Referral:        Practice: (select one):       Nurse Care Manager :                  Primary Care Pr ovider :                  Next Office Visit:                Pharmacy :                   Pat ient First Name:                       Last Name:                                       DOB:               Health Insurance: (select one): UHC-Other         Health Insurance Member ID :                Secondary Health Insurance: (select one ):          Secondary Insurance ID :                Best Phone Number to Reach Patient:                 Home/Cell   : Home       Address :            City :          State :               Zip :                Emergency Contact & Support Person (please list name, phone and relationship) :           Enrolled in Current Care?        Interpreter Needed?       Is patient aware of referral to CHT?     Desired Outcome:         PLEASE INCLUDE MEDICAL SUMMARY   Higher   Risk   Drivers   (3   Points Each)    



0

 Utilization   (medical  or   psych) :   (15   Points   Max)        IP   admit   in   past  30   days   OR      30 - day   Readmission   in   past   year   OR      2+   IP  admits   in   past   6   months   OR      2+   ED   visits    in   past   6   months      Health Plan High Risk Report  –   impactable costs   actual or predictive > $25,000    



0

   High   Risk   of :  ( 6   Points   Max)       IP   admit/ ED   visits   in   next   6   months     Significant decline   in   functional status/   need   for   LTC   in   next   6   months     Do you think it likely that pt will pass   away in  next  12 months   or  Palliative Care Referral Made? –   (Levine  Score  or Palliative Care Screening Tool  ≥   4)    

  



0

  Moderate   Risk   Drivers    



0

 Poorly Controlled  High Risk   Chronic   Disease   (2   Points  Total )   CAD   CHF   Diabetes   COPD   Chronic   Pain   End   stage   disease :                



0

 RX  Meds:   8+ active   prescriptions  OR   recent   change   in   high   risk  meds   (2   Points Total)      



0

 Disengagement:     significant, chronic   condition(s)   and   (2   Points   Total)   inadequate   follow - up   with   PCP,   or   not following   care   plan,  or   specialty   care   without   coordination  



0

 Disability:   significant   Physical/   Mental/   Learning   disability   impacting   reasons   for   referral   (2   Points  Total)  



0

 Psycho - Social   risk   factors   which   prevent   adequate   mgmt   of   high   risk   diseases   (2   Points Each/  6  pts   max)   language/literacy     safety  homeless  poor supports     food   insecurity   undocumented   legal   status   other  



0

 Substance   Abuse:  Actively  using, newly   sober,   motivated   to   change   (2   Points   Total)   Alcohol   Opioid   Benzodiazepine   Other  



0

 Mental   Health DX   that   is severe,   persistent,   and   uncontrolled:   (2   Points   Total)             Schizophrenia   Major   Depression      Bipolar        Debili tating   Anxiety   Other        

  



0
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Community Health Team Referral and Triage Tool

[bookmark: Text2]Date of Referral:    Practice: (select one):  Nurse Care Manager:       



[bookmark: Text5][bookmark: Text7]Primary Care Provider:          Next Office Visit:        Pharmacy:        



[bookmark: Text3][bookmark: Text4]Patient First Name:               Last Name:                              DOB:     



[bookmark: Dropdown1][bookmark: Text8]Health Insurance: (select one): 		 Health Insurance Member ID:      



Secondary Health Insurance: (select one):  		Secondary Insurance ID:      



[bookmark: Text9][bookmark: Dropdown2]Best Phone Number to Reach Patient:         Home/Cell : 



[bookmark: Text11][bookmark: Text12][bookmark: Text13][bookmark: Text14]Address:      City:        State:        Zip:      



[bookmark: Text15]Emergency Contact & Support Person (please list name, phone and relationship):    



[bookmark: Check5][bookmark: Check4]Enrolled in Current Care?  |_|		Interpreter Needed? |_|



[bookmark: Text19]Is patient aware of referral to CHT? |_| Desired Outcome:   



PLEASE INCLUDE MEDICAL SUMMARY

Higher Risk Drivers (3 Points Each) 

		

		Utilization (medical or psych):	(15 Points Max) 

[bookmark: IPAdmit]|_|  IP admit in past 30 days OR

[bookmark: ReAdmit]|_|  30-day Readmission in past year OR

[bookmark: SixMoIP]|_|  2+ IP admits in past 6 months OR

[bookmark: TwoPlusED]|_|  2+ ED visits  in past 6 months

[bookmark: HealthPlanHighRisk]|_|  Health Plan High Risk Report – impactable costs actual or predictive > $25,000





		 

		High Risk of: (6 Points Max) 

[bookmark: IPAdmitInSixMonths]|_| IP admit/ ED visits in next 6 months

[bookmark: FunctionalDecline]|_| Significant decline in functional status/ need for LTC in next 6 months

[bookmark: NoSurprise]|_| Do you think it likely that pt will pass away in next 12 months or Palliative Care Referral Made?– (Levine Score or Palliative Care Screening Tool ≥ 4)







  

Moderate Risk Drivers 

		

		[bookmark: CAD][bookmark: CHF][bookmark: Diabetes]Poorly Controlled High Risk Chronic Disease (2 Points Total)	CAD|_|	CHF|_|	Diabetes|_|

[bookmark: COPD][bookmark: ChronicPain][bookmark: EndStageDisease][bookmark: EndStageDiseaseText]COPD|_|	Chronic Pain|_|	End stage disease: |_|      



		

		[bookmark: RXMeds]RX Meds: 8+ active prescriptions OR recent change in high risk meds (2 Points Total)  |_|



		

		Disengagement:  significant, chronic condition(s) and (2 Points Total)

[bookmark: InadequateFollowUp]|_|inadequate follow-up with PCP, or

[bookmark: NotFollowing]|_|not following care plan, or

[bookmark: SpecialtyCare]|_|specialty care without coordination



		

		[bookmark: Disability]|_|Disability: significant Physical/ Mental/ Learning disability impacting reasons for referral	(2 Points Total)



		

		Psycho-Social risk factors which prevent adequate mgmt of high risk diseases (2 Points Each/ 6 pts max)

[bookmark: Language][bookmark: Safety][bookmark: Homeless][bookmark: PoorSupports]|_|language/literacy  |_|safety |_|homeless |_|poor supports  

[bookmark: Food][bookmark: Legal][bookmark: Other]|_|food insecurity |_|undocumented legal status |_|other



		

		Substance Abuse: Actively using, newly sober, motivated to change (2 Points Total)

[bookmark: Alcohol][bookmark: Opiod][bookmark: Benzos][bookmark: SAOther]|_|Alcohol	|_|Opioid	|_|Benzodiazepine	|_|Other



		

		[bookmark: Schizo]Mental Health DX that is severe, persistent, and uncontrolled: (2 Points Total)            |_|Schizophrenia

[bookmark: Depression][bookmark: Bipolar][bookmark: Anxiety][bookmark: MHOther]|_|Major Depression    |_|Bipolar      |_|Debilitating Anxiety	|_|Other  	





  

Fundamental Risk Drivers (1 Points Each)

		

		[bookmark: ChronicComorbid]Chronic Disease/ Co-morbidities – not well controlled/ not noted above (1 Point)|_|



		

		Functional Impairments – Fall risk, impaired ADLs, impaired ambulation, impaired judgment,

[bookmark: Functional]difficulty getting to appts, unable to follow med regimen (1 Point Each)|_|



		

		





		>15 = High Risk – Offer Complex CM

	<15 = Does not meet criteria of Complex CM		

Disposition Plan:  	

© Cambridge Public Health Commission 2014.
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Free Train-the-Trainer
Workshops on Shared
Decision Making

Engaging Patients through
the SHARE Approach

The Agency for Healthcare Research and Quality (AHRQ)
and the Rhode Island Care Transformation Collaborative
are sponsoring a FREE one-day train-the-trainer workshop
on shared decision making on May 19, 2016 in Cranston
Rhode Island.

Learn about AHRQ’s SHARE Approach, a five-step
process for shared decision making.

Learn simple, practical ways to use evidence-based,
patient-centered outcomes research (PCOR)
information and resources to support shared decision
making.

Access a range of research summaries and patient
decision aids from AHRQ’s Effective Health Care
Program.

Participate in an ongoing learning network of trainers

and receive ongoing technical assistance as you work
to implement shared decision making.

Earn over six (6.25) hours of continuing education
units (CEUs).

Learn how to train others on shared decision making
and offer them 5.75 CME/CEU’s.

Visit www.AHRQ.gov/shareddecisionmaking to leamn
more about the SHARE Approach

7~ CARE

COLLABORATIV

RHODE ISLAND

») Step 1: Decide your primary care pracfice
readiness for Shared Decision Making
Training:

V' Leadership support
v Wil provide staff time for fraining
v Wil provide implementation time

» Step 1: Decide who will attend and irain others.
Participants will be given a User Guide
with tools and resources provided by
AHRQ; Select participants who are:

v Enthusiastic about shared decision
making

Experienced clinicians

Public speakers

Wiling to commit the time to prepare
and deliver fraining

A NEANERN

»» Step 3: Consider having 2 people attend.

When: May 19, 2016, 8:30-4:30

Where: The Rhode Island Shriners
Imperial Room at One Rhodes Place
One Rhodes Place
Cranston RI 02905

Register: hitp://bit.ly/ReqisterNOWAHRQ




http://www.ahrq.gov/shareddecisionmaking

http://bit.ly/RegisterNowAHRQ
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