James L. Holly, M. D.

The Chronic Care Management Code (CCM) Tutorial

Current format of The Chronic Care Management (CCM) Code was instituted by CMS in
January 2015. It was first proposed in 2013 with a projection of beginning in 2014, but the
requirements were such that it would have been virtually impossible for a primary care provider
to successfully use it.

When the final version was released, changes had been made such that it could be used. Because
the compliance requirements were specific and significant, SETMA decided not to deploy it until
we had built a tool so that we could efficiently fulfill the billing demands and so that we could
internally audit those requirements to prove that we were meeting all of the demands. The tool
would also allow us easily to respond to a CMS audit if one were initiated.

SETMA’s deployment of Chronic Care Management can be found on the AAA Home template,
as shown below outlined in green.
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When the CCM button, outlined in green above, is deployed, the following Master CCM
Template will appear. The master template is organized into five sections which will be
explained individually.
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The first section shown below is organized into three columns with a bottom section containing
two functions.

Send to NextMD
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The first column includes the patient’s name and date of birth, which are automatically added to
the template, followed by the Patient Status which includes the following information, which
must be added by the provider:

Currently active in CCM yes or no

CCM Consent completed yes or no

Date Consent completed

Enrolled in NextMD? (this is SETMA’s web portal)



The second section displays the following functions:

e Primary Insurance (for the CCM this will be Medicare Fee-for-Service)

e Secondary Insurance (this is important because the patient will have a co-pay for CCM,
which cannot be waived, while most of our patients cannot afford to pay the co-pay.

e Primary Care Provider

e Patient’s Other Providers — this button interacts with a similar function in the EMR

e Designated CCM Contact with telephone number

The Third Column includes the following:

¢ Return button which takes you back to the main EMR

e Print — this launches the printing of the current CCM document

e Send to NextMD — this sends the current summary document to the web portal from which
the patient can access the document

¢ Billing — this launches the CCM Billing Requirement Check (Note: this automatically
audits whether all required functions have been completed for the current contact to be
billed)

e Last Billed — this alerts the provider to when the CCM was last billed.

¢ Time Tracing — Today — see explanation below

CCM Billing Requirement Check

Billing -- launched when the Billing button, seen above, is deployed. When all requirements are
met, the notice seen below in green will appear which states: “You may bill a Chronic Care
Management (CCM code for this patient. You may select the code below and when you click
“OK’ the charge will be sent for billing.”
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The template shows the requirements for CCM. The elements of this “Chronic Care
Management Billing Requirement Check” are automatically and electronically audited. If the
patient quantifies on the basis of all of the following, as per the above template, the provider will
be alerted that a CCM Code can be billed. The provider can then click the box next to the 99490
CPT Code. Once the “OK” button has been clicked, the billing for the CCM Code will
automatically be sent to SETMA’s Central Billing Office.

The participation and billing requirements for the CCM are:

1. The patient must have two or more chronic conditions?

2. Are at least two of the chronic conditions expected to last for at least one year?

3. Do these chronic conditions place the patient and significant risk of exacerbation,
decomposition or functional decline?

4. Has the patient met with the provider & completed a consent to initiate CCM program?

5. Has there been at least twenty minutes of documented clinical time spent this month spent in
managing this patient for CCM services?



6. Has a plan of care been developed, reviewed and updated at least monthly?
7. Has a copy of that plan of care been provided to the patient?
8. Has the patient been hospitalized in the past twelve months?

The following excludes a patient from participating in or receiving CCM services:

1. Has the patient had a Transition of Care Management (TCM) code billed within the past 29
days?

2. Is the patient currently under Home Health supervision?

Is the patient currently under Hospice Care supervision?

4. Does the patient have ESRD or is the patient on dialysis?

(98]

Time Tracking

The Time Tracking — Today function is seen below outlined in Green. Because the payment for
CCM is dependent upon the completion of a 20-minute telephone contact and/or a total of 20-
minute time spent on the patient’s care including a telephone contact each month, the ability to
document and to audit the time spent is an important compliance issue.
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This is how the time tracker functions

The provider includes their name, date, start time and stop time of the activity being documented.
The provider then documents the type of activity as seen in the “subject” below and then adds a
descriptive note as to what was done for and with the patient. The “total” time is then
automatically calculated. When this function is accessed multiple times during one month, such
as completing referrals, or other care coordination functions, and a telephone call, the cumulative
time will be noted on the last episode, once again allowing demonstration of compliance with the
requirements for billing with this code.
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Outlined in green below are the options in a drop down menu for documenting the tasks which
were performed in the current CCM call. Others will be added as we have more experience with
this function.
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When the “All” button on the time tracker is deployed — see below outlined in green — a
summary of the time spent in the CCM Code functions is calculated. This will allow SETMA’s
provider to audit their own performance to make sure that we are remaining in compliance with
CMS requirements.
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When the “All” button, seen above outlined in green, is clicked, the following summary of “time
spent” will be displayed.



Date Subject Stop
10072015 Phone Call 10:13 AN
10132015 Referrals 955 AN
12002015 Medications 08:05 AN

At least 20 minutes must be documented each month in order to support the charge for the CCM
Code.

The last functions of the first section, which is seen below are the Medical Home Coordination
Review and the Pre-Visit/Preventive Screen. They are outlined in green below.

Send to NextMD

Medical Home Coordination Review

The details of this template are explained in pages 4 — 26 at the following link:
http://www.jameslhollymd.com/EPM-Tools/pdfs/tutorial-medical-home-coordination-review-
tutorial.pdf. In relationship to the CCM Code, this template is deployed by clicking on the
button seen above. In relationship to the CCM, it is important to assess: Barriers to Care and
Screening and Preventive Care. This can be done as is described in the following two screens.



http://www.jameslhollymd.com/EPM-Tools/pdfs/tutorial-medical-home-coordination-review-tutorial.pdf
http://www.jameslhollymd.com/EPM-Tools/pdfs/tutorial-medical-home-coordination-review-tutorial.pdf

The Barriers to care can be documented with the following details: social, financial, assistive
devices should be completed. In addition the following should be completed: the Medical
Power of Attorney, Primary Care Giver, and Emergency Contact.
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Screening and Prevention

To fulfill the CCM Code function, it is also necessary to evaluate the patient’s screening and
prevention care. This can easily be done by clicking the button entitled Pre-visit Screening and
Preventive Care. This screen alerts you to assess the healthcare needs which are as yet unmet in
the patient’s care. During the CCM call, this should be reviewed and if the patient has unmet
needs, they should be given an appointment or a referral made for the function to be completed.

When this button is deployed, the following screen appears which automatically alerts the
provider to any unfulfilled screening or preventive health needs in the patients care. All
elements in red apply to the patient and have not been done; all elements in black apply to the
patient and have been done and all elements in grey, do not apply to the patient.
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The second section of the Master CCM template is shown below. It has four columns and like
the first section, two additional functions are displayed across the bottom of this section.

Patient's Current Chronic Problems Tracked Problems E’” rr:ntr;
. . Click for Detail Click In Field To Edit Diagnosis oI E
# |Diagnosis | | &
0 | Atheroembolism of bilateral lower extremities | Cardio Dizease | Old myocardial infarction | oy N
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) ; ] = ; TW CHF |CHF(cungesti'.fe heart failure) | (e 1% (N
0 | Major depressive disorder, single episode
0 | Drug screening in athietes ; Depression | Depression due to dementia | (e %y (N
1 | Depression due to dementia | Diabetes | Diabetes 1.5, managed as type 2 | (e %y (N
2 E_DPD (C“r':'rt"r:c u;l_lt:-struc;i'.fe p;rltmunﬂry ! COPD/Asthma | COPD (chronic obatructive pulmunﬂ|| vy (N
izease) with chronic bronchitis — = : :
3 Diabetes 1.5, managed as type 2 | Hyperlipidemia | Lipid metabolizsm dizorder | O
4 | Tourette’s disease | Hypertension | Hypertension | vy N
5 | Compression fracture of spine | Other | Dementia | sy i N
LoGilliiiEiie st ' Other | Hyperuricemia | (CHR A
9 | Testosterone 17-beta-dehydrogenase |-
1 4 Total Chronic Conditions Total Tracked Problems

o |

e Because the CCM interacts with the full EMR, the Patient’s Current Chronic Problem list
is automatically display in the first column.

e The second column has a list of Tracked Problems. When you click on any of the
problems, the details of the tracking will display. There are eight problems (obesity has been
added) which are structured with two other options for problems unique to a particular
patient.

e The third column is entitled Click in Field To Edit Diagnosis. This will allow the provider
to select the specific diagnoses from the patient’s Current Chronic Problem List.

e The fourth column entitled Currently Tracking? allows the provider to denote whether or
not a particular diagnosis is currently being tracked. If it is not, this will be left blank.

At the bottom of this section of the Master CCM Template are two boxes which display two
numbers which enable SETMA to audit for compliance with the requirements of the CCM.

e Total Chronic Conditions — this automatically displays the number of active diagnoses in
the patient’s care which meet the criteria for inclusion in the CCM.

e Total Track Problems — this displays the number of conditions being tracked for this
patient.

This allows for efficient auditing of the use of the CCM to make sure we remain compliant.
The third section of the Master CCM Template displays the patient’s current, active medication
list. The medication list can be reconciled during the call. If the Reconcile button outlined in

green below is activated, a template appears which allows a medication reconciliation to be
completed and documented.
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Current Medications (Double-click to Add/Edit)

Reconcile

Brand Name |Generic Name Dose Sig Desc

FROAIR HFA ALBUTERCOL SULFATE S0 mcg inhale 2 puff by inhalation route every 4 -6 hours as
needed

ABILIFY ARIPIFRAZOLE 2 mg take 2.5 by oral route once

ASPIRIN EC ASPIRIN &1 mg inject by Subcutanecus route once daity DM250.50

LIPMOR ATORVASTATIN CALCIUM 10 mg take 1 tablet (10MG) by oral route every day at bedtim
needed

OVAR BECLOMETHASONE DIPROPIONATE 40 inhale 2 puff by inhalation route 2 times every day

mecg/actuation

CELEBREX CELECOXIB 50 mg take 2 capsule by oral route 2 times every day

CELEBREX CELECOXIB 50 mg take 2 capsule by oral route 2 times every day -

I:Vnﬂrf‘ﬁnﬁl.l: ASCCTA MIKARALUC R UWwhiimm ARG RIC A SETA RIS AU C R AN e DAM mmm dmlem A dmbled bas mem] mmide macmems O s - nandnf

At the top right, there is a button entitled Reconcile. When activated, this button launches the
following template through which a formal medication reconciliation can be done. Below is
what is launched when the button is clicked.

How to conduct a medication review: (@)

Panel Control: (=) Toggle (=) 4 Cyde &

Reconciliation Type @

Manual reconciliation: [ Manual medication reconciliation completed Electronic recondiliation: f Electronic Reconciliation \

Medication Module

®

-
bt

Medication Review (&

f
p

To move items from the Medication List to Medication Review, select the checkbox and click individual grid rows, or "Review All - Taken As Directed” button.

Medication List [ Review - adherence: | B

Medication Sig Desc Last Refilled
Abilify 2 mg tablet take 2.5 by oral route once

aspirin 81 mg tablet, delayed release inject by Subcutaneous route once daily DM250.50

Celebrex 50 mg capsule take 2 capsule by oral route 2 times every day

Celebrex 50 mg capsule take 2 capsule by oral route 2 times every day 20140915
hydrocodone 10 mg-acetaminophen 300 mg take 1 tablet by oral route every & hours as needed 20151201
tablet

hydrocodone 5 mg-acetaminophen 500 mg tablet take 1 tablet by oral route every & hours as needed for pain 20150915
Lipitor 10 mg tablet take 1 tablet [10MG) by oral route every day at bedtime as needed 20130611

Go to Megication Module above to add/edit megication list. [ Review All - Taken As Directed
Medication Review

Adherence | Medication Name | Sig Desc | Start Date | Stop Date  [RxElse | Last Refiled |Status

o] | i

The use of this template is explain elsewhere and will not be repeated here.
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The fourth section of the Master CCM Template displays:

e Current Allergies — left handed window

e Referrals — this shows the referrals that are currently outstanding with their status, priorities,
content and ordering provider.

Current Allergies (Double-click to Add/Edit) Referrals Care Coordination Referral Diagnostic/Heferral Orders
Allergy | Date of Onset Ordered | Statuz | Pricrity | Order | Ordered By -
NO KNOWN DRUG MM 2013 0570472015 | obtained Routine EEG ames Holly
ALLERGIES 15 | completed | Immediate | EGD James Holhy

0722015 | completed Immediste | Colonoscopy James Haolhy
022015 | cancelled Immediate | Uroflowometny James Holhy
-
L Tt raneallod Invrnaadizta Thnrarantacic lzmas Hndhe
4] | ;lJ

[ Allergies reviewed/updated today. Community Resources

At the top right of this section of the template there are two functions which are hyperlinks in
blue:

e Care Coordination Referral
e Diagnostic/Referral Orders

Across the bottom of this section there are two other functions:
o Allergies reviewed/updated today -- A check box for documenting that the allergies were
reviewed on this day’s telephone call.

e Community Resources — a list of agencies which can provide services needed by patients.

These four functions are described below.
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Care Coordination Referral

It is with this template that patients are referred for additional care and/or for financial asisstance
from the SETMA foundation. All referrals are managed by SETMA Care Coordination
Department. The options are directed by the template.

Once the needed services are noted by clicking in the box next to the functions in the first and
second collumn and once any comments are placed in either of the comment boxes seen above,
the button in red entitlled “Click to Send to Care Coordination Team” is deployed. The
refferal is then sent to Care Coordination and the button’s color is changed to green.
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Diagnostic/Referral Orders

This is SETMA’s Refferal tempaltetemplate. It works with SETMA’s referral depatemnt and is
deployed from this template and/or from our EMR.
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Tourette's disease
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This is a list of Community Resources which are available to our patients.
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SETMAI - 2828 Calder Swite 100 SETMAI - 3570 College, Suite 200 Mark Wilson Chinic - 2010 Dowlen
Lumberton - 1378 LHE Drive
MNederland/Port Arthur - 2400 Highway 365, Suite 201
Orange - 610 Strickland Drive, Suite 140

e

a

(400} 833-5757
WINW_SETME.00m

Community Resources

Alcoholics Anonymous - 832-1107 Contact for locations and times of local meetings. There are many groups
in the area and meetings daily.

Alzheimer's Association — local chapter 833-1613 24/7 Helpline 800/272-3300 Support groups, Maorming Out
Club, in-home care consultation, newsletters. Clarissa for referral to the association 291-2591.

APS — Adult Hotline 1-800-252-5400 For emergency situations, a case worker will be at the home within 24
hours. For non-emergency situations, a case worker will be at the home with in 2 weeks.

Area Agency on Aging — 409/924-3381ext 6277 Benefits Counseling, Care Coordination for assistance in
securing temporary non-medical services such as personal care, home delivered meals, caregiver relief,
homemaker/light housekeeping, health maintenance and emergency response devices. This agency has to be
contacted by the person needing assistance or their family members. The agency is no longer permitted to
accept information from any one else due to privacy issues.

Behavioral Health Center at Baptist Hospital (formerly the Fanning Pavilion) 409/212-7000. Direct line to
admissions — 212-7019. Treatment programs for all ages including children, adolescents, young and mature
adults and senior citizens. Their illnesses and emotional problems vary widely from mood disorders such as|
depression to alcohol or drug abuse/dependency. The scope of individual treatment ranges from acute inpatient
care to day treatment and outpatient services.

Best Years Center — 838-1902 Actwities daily for seniors including dominoes, bridge. low impact aerobics,
quilting, art projects, line dancing, computer classes and many others. Hot lunches are also served for a $2.00
donation.

Caring Hearts 833-7062 - Provides in-home sitter services at a rate of 510.00 per hour. Helpful to caregivers
needing time to do errands or have a day out.

Family Services 409/833-2668 Family Services of Southeast Texas serves families and individuals in crises.
Family Services Counseling Center provides healing to individuals and families who are facing a variety of issues
that affect families, such as grief, stress, parenting challenges, marital difficulties, substance abuse and more.
Family Services Women and Children's Shelter provides hope to all victims of domestic violence.

17



The fifth section of the CCM Master Template displays:

e Appointment History (3 Months)
e Upcoming Appointments (3 months)

Type
_Established Patient - ASAP

Structured Data for Following the Chronic Care Conditions

Structured data fields are provided for 8 conditions which are outlined in the green box below.
These represent the most common Chronic Conditions examined in CCM. Other diagnoses can
be added in the “other” fields. To the left of that box, there is a list of the patient’s Chronic
Conditions. This allows the provider making the telephone call to ask about other conditions.

Texan Plus Classic

Holly, James L
Patient’s Other Providers

)_
e vamermseen [

: :

BMI 50, 9, adut hronic ischemic heart disease, uns

Atheroembolizm of lower : ; HF (congestive heart failure)
Arteriosclerosis of artery of extremity 3 i epression due to dementia

Drug ing in athletes : i iabetes 1.5, managed as type 2
Depression due to dementia : x

CoPD T 5 :0PD (chronic obstructive pulmonal
disease) with chronic bronchitis idemi pid metabolism disorder
Diabetes 1.5, managed as type 2
Tourette's disease

Compression fracture of spine

Both parents smoke

Testosterone 17-beta-dehydrogenase
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The following are structured-data fields
for the monitoring of needs and
statuses of each of these conditions.

Chronic Care Management for Cardiac Disease

Date
121152015 | Phone Call

=
BII 50.0-59.9, adult ]
T : CHF (congestive heart failure)
Arteri is of artery of i i Depression dug to
Prugsoesnnoxahbles) : i Diabetes 1.5, managed as type 2
el COPD (chronic obstructive pulmonal
Lipid jsm disorder
Hypertension
Compression fracture of spine Ml 500 599, ok

Both parents smoke Deme iz
17-beta-dehy Hyperuricemia

-hronic ischemic heart disease, uns|

Qoo LR
2080 eEan

Below is the template which is deployed by clicking on Cardio Disease.
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The Top section includes:

o Tracked Cardiovascular Diagnoses — selected from the patient’s Chronic Problem list
¢ Diagnostic/Referral Orders — master referral template assessable from here

Old myocardial infarction
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Middle section

Patient’s Concerns Related to Cardiovascular

Addressed Today — check boxes to note whether a condition was addressed or not.
Discussion/Plan

Comment box for free text additions

Patient Concerns Related to Cardiovascular
*Patient concems copy foreard to future visits until changed. Addrezsed Today? Dizcussion/Plan

| Cly CON

0y (0N

{1y [N

|
| |
| Y ¥ |
| |
| Y ¥ |

Comments

Third section
The first column in the third section includes (the details for each are presented below):

Chest Pain ROS -- Angina Review of Systems
Short Term Risk

Life Style Changes

Life Style Recommendations

Consortium Data

21
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Short-Term Risk of Death or Non Fatal MI in Patients with Unstable Angina

1 e

Life Style Changes
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Lifestyle Recommendations for cardiovascular risk factors.
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Physician Consortium for Performance Improvement (PCPI) Data Set

Alcohol

Drugs

Caffeine

Exercise Regularly
Toxic Substances

These are all populated automatically from documents in the man EMR data base.
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The third column in the third section includes:

e Tobacco Use
e Habit Details
e Cardiac History

Tobacco Cessation [nformation
Smoking cessation education
Smoking effects education
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The fourth section includes hyperlinks to three functions related to cardiovascular disease
(the details for each are presented below):

e Framingham Risk Score
e Hubbard Probability Severe Coronary Disease
e TIMI Risk Score

Framingham Heart Study Risk Calculators
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Hubbard Probability of Severe Coronary Disease
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TIMI Risk Score for Unstable Angina and Non-ST Elevated MI

[
[
v
[
v
[

29



Chronic Care Management — Congestive Heart Failure

CHF {congestive heart failure)

30



CHF (congestive heart failure)

The vital signs outlined in green contain information pulled from the most recent visit.
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CHF (congestive heart failure)

The laboratory values outlined in green above are automatically pulled from the most recent
data.
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The data outlined in green below is from the Framingham Risk Scores and is pulled from the
main EMR data base.

CHF {congestive heart failure)
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CHF {congestive heart failure)

The information outlined in green above is pulled automatically from the main EMR; if it is not
present, the echocardiogram should be ordered or documented in the EMR.
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The CHF Questionnaire outlined below in green can be deployed by clicking on the button. In
the course of CCM for CHF, this questionnaire should be completed annually.

CHF (congestive heart failure)
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Chronic Care Management -- Depression

This is the master template for Chronic Care Management — Depression. Like all of the
Chronic Care Management, structured data templates there are the following in the Master
Template below:

1. Tracked Depression Diagnosis, selected from the patient’s Chronic Problem list.
Diagnostic/Referral Orders — this allows the healthcare provider to complete referrals
while making the monthly telephone call.

Document the Patient Concern Related to Depression

4. Document the Discussion/Plan

(98]

Depreszion due to dementia

Stress Azzessment [N
Wellness Assessment [N
Depression Screen !

Antipsychotics

Signs and Symptoms of Depression — seen below outlined in green. The caller can easy
document the symptoms of depression being experienced by the patient. The following link is to
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SETMA'’s Depression Tutorial: http://www.jameslhollymd.com/epm-tools/Tutorial-Depression.
This explains the below tools in more detail.

Depression due to dementia

Stress Assessment 103072015
Wellness Assessment 09022015
Depre=ssion Screen 102112015

Antipsychotics

In the right-hand column the following tools are accessible and each is explained below; they
include the following. To the right of the first three are the dates of last completion of these
screening tools.

Stress Assessment

Wellness Assessment
Depression Screen

Depression Risk Questionnaire
Antipsychotic Medication Tool
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The above five tools are displayed in the following screen shots:

Stress Assessment

10430/2015

“fou are seriously vulnerable to stress.

o » ]
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Wellness Assessment
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Geriatric Depression Scale
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Tool for Reducing the Use of Antipsychotic Drugs
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Chronic Care Management — Diabetes

Diabetes 1.5, managed as type 2
Chronic kidney disease, stage Il (mild}
Morbid obesity

[65

Education - 1 need to go to diabetes education.
Medications - Can | change my medication?
Follow-up Wisit - When iz my next appointment?

The last three HbA 1c values are displayed with the Target Alc and the date the goal was set.

Diabetes 1.5, managed as type 2
‘Chronic kidney disease, stage Il (mild)
Morbid cbesity

Educatien - | need to go to diabetes education.

Medications - Can | change my medication?
Follow-up Visit - When iz my next appointment?
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Diabetes 1.5, managed as type 2

Chrenic kidney disease, stage Il (mild)

Morbid cbesity

Education - | need to go to diabetes education.

Medications - Can | change my medication?

Follow-up Visit - When is my next appointment?

Diabetes 1.5 managed as type 2

Chrenic kidney disease, stage Il (mild)

Worbid cbesity

Education - | need to go to diabetes education.

Medications - Can | change my medication?
Follow-up Visit - When is my next appeintment?
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Quality Metric sets and standards of care for diabetes is deployed by clicking on the button
outlined in green above. When that button is deployed, the following PCPI Diabetes
Management measurement set is displayed. The legend is the same as in all SETMA disease
management quality measurement tools: elements in black apply to the patient and have been
done; elements in read apply to the patient and have not been done. If an element has not been
completed, the provider can click the button in the right hand column and the function will be
done. (Note: Because this interview will be done on the telephone, if an element is ordered the
interviewer will have to be sure that the patient schedules an appointment or knows to come to
the lab to have the testing done.)

Ordered Priarity
DVD4/2015 | Routine

072172015
07/ 2002015
0212015

If this review indicates that testing should be done, it can be done by clicking on the
Diagnostic/Referral orders button outline in green below.
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Diabetes 1.5, managed as type 2

Chronic kidney disease, stage || (mild)
Morbid obesity

Education - | need to go to diabetes education.
Medications - Can | change my medication?
Follow-up Visit - When iz my next appointment?

The following is the referral template.

Texan Plus Classic
(866)230-2513

# |Code Diagnaosis Description

0 | Atheroembolism of bilateral bwer:l
0 | Arteriozclerosis of artery of extre
0 | Major depressive disorder, single
o
1
2z

Drug ing in athletes
Depression due to di tia

Both parents smoke
Testosterone 17-beta-dehydroger
10 | Acute i ing injury
11 |vellow mutant alt
Purple toe
rell anlasia

3
4
5 | Compression fracture of spine
il
5
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Below, outlined in green allows documentation f the Patient Concerns Related to Diabetes.

Chronic Care Management - Diabetes

Tracked Diabetes Diagnoses

Primary Diabetes 1.5 managed as type 2
Secondary Chranic kidney disease, stage Il {mild)
Morbid obesity
HbA1c History
Target HbAlc |65 67 || 09212015 Diabetes Consortium Data Set
57 06/15/2015
09142015
TR % 08152015 Diagnostic/Referral Orders
lPatient Concerns Related to Diabetes . .
“Patient concems copy forward to future visits until changed. Addressed Today? Digcussion/Plan
Education - | need to go to diabetes education. oy (0N |
Medications - Can | change my medication? iy (N |
Follow-up Visit - When is my next appointment? iy (N |
iy N |
o N |

Patient Concerns Related to Diabetes —

As can be seen, the patient’s diagnoses related to diabetes are automatically displayed. Also the
patients current and last three Hemoglobin A1Cs are automatically displayed. The patient’s
target HbAlc is “set” and the date of that target being set is displayed. As can be seen just above
the material outlined in green, there is a button entitled the Diabetes Consortium Data Set. This
is the eight element data set published by the Physician Consortium for Performance
Improvement. SETMA tracks this data, along with data audits for six other comprehensive data
sets for diabetes. By provider name the results of these audits is published at
www.jameslhollymd.com under Public Reporting. Data from 2009 to date is published.

In the first column on this template is a tool for document Patient Concerns Related to
Diabetes. A note indicates that these concerns “copy forward” to subsequent Chronic Care
management calls. The larger box in the second column which is also outlined in green gives a
set of options which can be easily added to the Patient Concerns list.
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http://www.jameslhollymd.com/

Diabetes 1.5, managed as type 2

Chronic kidney diseaze, stage Il (mild}

Morbid obesity

Appetite - My appetite has been poor. what should | do?

Blood Sugar Log - Can | send my Diabetes Self Management log to my provider?
Education - | need to go to diabetes education.

Exercise - Can | begin exercise: what should | do?

Follow-up ¥isit - Should | come in gooner than my next visit?

Follow-up ¥isit - When is my next appointment?

Hemoglobin Alc - What was my last result; what iz my goal?
Hypoglycemia - | am having more episodes of low blood sugar.
Medications - Can | change my medication?

Medications - | can't afford my medications.

Mausea - | have been feeling badly with some nausea.

Preventive Care - Am | up-to-date with my screening and preventive care?

¥izion - | need a appointment for an eye examination.
Close |
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Chronic Care Management — Asthma/COPD

The following is the Master Template for the Chronic Care Management — Asthma COPD.
The Tracked Asthma/COPD Diagnoses, Diagnostic/Referral Orders, Patient Concerns
Related to Asthma/COPD, Discussion/Plan and Comments box are similar to all of the
structure fields.

COPD {chronic obstructive pulmonary disease) wil

=

i
o
o
II-- i
]

The following allows for the efficient documentation of the goals of asthma and/or COPD
treatment
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If the patient has not had a PFT in the past two years (see documentation in the boxes outlined in
green), one should be ordered.

COPD (chronic obstructive pulmonary disease) wil

1110172015
{ ]
(]

The patient should be taught how to obtain and interpret the Peak Flow Meter.
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COPD (chronic obstructive pulmonary disease) wil

SETMAI - 2029 Calder, Suite 100 SETMAII - 3570 College, Suite 200 Mark Wilson Cinic - 2010 Dowlen
Lumberton - 1278 LHS Drive
Mederland/Port Arthur - 2400 Highway 365, Suite 201
Orange - 610 Strickiand Drive, Sutte 140

(408 B33-5707
WARWLSETME 0Om

Peak Flow Meter

What are some signs that my asthma or COPD is getting worse?

In addition to measuring your or your child's peak flow on a daily basis, you need to look out for early warning
signs of an asthma attack. Early warning signs of an asthma attack are:

Runny, stuffy nose

Fatigue

Chin or throat itches

Headache

Moodiness

Cough with activity or laughing

Wheezing with activity

Waking up at night or early morning with a cough or wheeze
Faster breathing rate

Irritability
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Outlined below in green are “triggers” for asthma and COPD exacerbation. During the course of
the year, these should be addressed.

COPD (chronic obstructive pulmonary disease) wil

—
—

T
e
e
IIll i
:
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When the button outlined below in green entitled “Exclusions” is clicked, the following template

is deployed. The “exclusions” are diagnoses which should be excluded in the diagnosis of
asthma.

COPD (chronic obstructive pulmenary disease) wil

=

e

e

IIlll i
:
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Chronic Care Management -- Hyperlipidemia

Lipid metabolism disorder

C )
sl )

1211012015

Risk Factors
Lifestyle Changes

The following functions are available on this Chronic Care Management tool:

I.

AN ol e

Metabolic Syndrome calculator and the designation of whether or not the patient has the
Cardiometabolic Risk Syndrome.

Framingham Risk Scores

Fredrickson Classification for Dyslipidemia

Risk Factors for hyperlipidemia

Lifestyle changes for treating Dyslipidemia

In the right hand column, the follow values appear:

Most Recent Labs — depress button to display most recent labs.
Cholesterol

HDL

Cholesterol/HDL Ratio — optimally, this ratio should be below “4.”
Triglycerides

o po ow
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f. Trig/HDL Ratio — optimally, this ratio should be below “2,” a higher value indicates
insulin resistance.
The aggressiveness of treatment of lipids is dictated by risk factors such as Framingham,
Metabolic Syndrome, level of HDL and LDL.

When the above button is clicked for “Metabolic Syndrome,” the below assessment template is
deployed.
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Following that is the Framingham Risk Score.

Lipid metabolism disorder
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Followed by the Fredrickson Classification of Dyslipidemia.

Lipid metabolizm dizorder
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12102015
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Lipid metabelism disorder
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Lipid metabelizm dizorder
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Lipid metabolism disorder

BMR — Changing i

Dining Cut

1 o o o o Y

Exercize and Weight Loss

Foods to Eat, Aveid

Inactivity and Cholesterol

Step |, Il Diets and Fiber

Step |, |l Diets - Description

Training Intensity and Lipids

Transfats and LDL
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Chronic Care Management -- Hypertension

Hypertension
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10312012

Htin  |Wilb |BMI Pulse

| waistin_[HipIn

Time:

Hypertension
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Hypertension
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Chronic Care Management — Obesity

BMI50.0-59.9, adult
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BMI 50.0-58.9, adult
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BMI50.0-58.9, adult
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BMI 50.0-58.9, adutt
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