James L. Holly, M. D.

Chronic Care Management

The Chronic Care Management payment is offered by CMS for the care of patients who have
more than two chronic conditions and who are contacted each month for complex care
management. The contact must result in an aggregate of 20 minutes of time spend in
counseling with the patient by telephone or in person including time spent preparing a
plan of care and treatment plan.

The tutorial for SETMA’s preparation for this task includes documentation for:

1.
2.
3.

Performed

Documented to meet all standards

Compared to exclusions such as nursing home admission, home healthcare and
transitions of care charges being submitted.

Audited to prove that all elements of the Chronic Care Management being done.
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The CCM is found at the link surround in green above. The Chronic Care Management Master template
is shown next. It includes:

Primary and Secondary Insurance designation

Patient Status in regard to CCM participation

Primary Care Provider and Designated CCM contact

Time Tracing function to document time spent monthly on CCM
Patient’s Current Chronic Problems

Tracked Problems and whether or not they are currently being tracked.
Current Medications and whether or not they have been reconciled
Current Allergies

. Referrals

10. Appointment History and Upcoming Appointments.
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Pancreatic cancer

Lipid metabolism disorder

0l myocardial infarction

Depression due to dementia

CHF (congestive heart failure)

COPD (chronic obetructive pulmonary
diseaze) with chronic broenchitis

Depression dus to dementia

Diabetes 1.5, managed as type 2

Diabetes 1.5, managed as type 2

disease

COPD (chronic obstructive pulmonay

Compression fracture of spine

Lipid metabolism disorder

Discharge from ear

Both parents smoke

deficiency

Testosterone 17-beta-dehydrogenaze

Generic Name

Sig Desc
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ARIPIPRAZOLE

take 2.5 by oral route once

ASPRRIN

ATORVASTATIN CALCIUM

needed

take 1 tablet (10MG) by oral route every day at bedtime a

CELECOXIB

take 2 capsule by oral route 2 times every day

CELECOXIB

take 2 capsule by oral route 2 times every day

HYDROCODONE-ACETAMINOPHEN

HYDROCODONE/ACETAMINOPHEN

take 1 tablet by oral route every § hours as needed for ps

HYDROCODONE-ACETAMINOPHEN

HYDROCODONE/ACETAMINOPHEN

take 1 tablet by oral route every 8 hours as needed

Date of Onset

011023

_Established Patient - ASAP




The CCM requires the patient to have at least two chronic conditions and documentation for each
condition being tracked is required. The following is taken from the above template and shows what
conditions are being tracked.

Dia =
Pancreatic cancer

Depression due to dementia

COPD (chronic obstructive pulmonary
disease) with chronic bronchitis
Diabetes 1.5, managed as type 2
Tourette's disease

Compression fracture of spine

Old myocardial infarction
CHF {congestive heart failure)

PD (chronic obstructive pulmonal
Lipid metabolizsm disorder

Discharge from ear i Hypertension
Both parentz smoke Dementia
Testosterone 17-beta-dehydrogenase
deficiency
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Hyperuricemia

Diabetes 1.5, managed as type 2
Chronic kidney disease, stage |l (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.

Exercize - Can | begin exercize; what should | do?

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

Follow-up ¥izit - When iz 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.

Mauzea - | 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.
Cloze |

There are seven structured data fields for Chronic Conditions for the CCM function; they are:



Hyperlipdemia
Hypertension

1. Cardiac Disease
2. CHF

3. Depression

4. Diabetes

5. COPD/Asthma
6.

7.

There are several non-designated fields to be used for other chronic conditions.

When completed, each Tracked Problem will have a CCM template similar to the one below for
diabetes. When the Diabetes tab above is clicked the CCM tool shown below will be deployed. For
diabetes, there will be a HbAlc target with a date for that being achieved. The last three HbAlc will be
document automatically. The Diabetes Consortium Data Set which includes targeted goals will be listed
as is seen below and a referral tool will be deployable from this template as well.

In addition, there is a place to document the patient’s expressed concerns about their diabetes care and
a place to denote whether diabetes was discussed in the current CCM contact with the discussion and
plan.

Diabetes 1.5, managed as type 2
Contrelled type 2 diabetes with renal manifestatio

Chrenic kidney disease, stage Il (mild)

ﬂ 57 06/15/2015
09142015 57 0611572015
6.2 04/08/2015

Follow-up Vigit - When is my next appeintment? Scheduled appt for next tuesday with PCP
Medications - Can | change my medication? No changes until seen by PCP




Time Tracking

Javne A, Nurze

Monthly phone call with patient. Addressed concerns
related to diabetes. Patient states he is feeling well and
does not need anything until his office visit next week.
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