PCMH Kids High Risk Framework Self-Assessment and Work Plan Tool  
Practice Name: _______________________________________EMR: __________________________________________  
Purpose: This PCMH Kids High Risk Framework Self-Assessment and Work Plan tool is designed to help your organization identify high risk children and families who would benefit from care coordination.  Practices are asked to use a population based approach and clinical judgment to identify 1-2 high risk patient populations per high risk framework categories, test the framework within your practice and be able to report on results on a quarterly basis starting 1/15/20.  For screening measures, recommended patient “look back” period for is 12 months, and care management engagement “look back” is 6 months. 
High Risk Framework Categories 
Category 1: [image: image1.png]


High Cost/high utilization: At risk for high utilization of hospital services and suggested population health focus areas: 
 a. 2 emergency visits in 6 months 
 b. 1 hospitalization for BH in 6 months 
 c. Other based on clinical judgment /practice data/information: _________________________
Category 2: Poorly controlled or complex conditions: At risk of negative health outcomes per complex care condition and suggested population health focus area: 
 a. ADHD plus other complicating condition such as anxiety 
 b. Children with asthma and required oral steroid in the last 6 months 
 c. Infant with NICU stay greater than one week 
 d. Infant with neonatal abstinence syndrome
 e. Other based on clinical judgment/practice information ____________________________
Category 3. At risk based on gap in care and/or positive risk screen that is suggestive of family/social determinant of health, environmental concern 
 a. Child 9 months with less than 3 prevnar immunizations 
 b. 2-year-old missing 4th Dtap
 c. Positive screen for depression, substance use disorder

 d. Sexually transmitted infection (i.e. Chlamydia) 

 e. Positive screen for early childhood dental caries 

 f. Postpartum depression screen 
 g. Homelessness (lives in shelter) or food insecurity 
 h. Foster care/DCYF involvement 

 i. Other based on clinical judgment/practice information _________________________

	It is recommended that practices consider reviewing information you may already collect based on NCQA “Knowing and Managing Your Patients” and “Care Coordination” standards.  

1. As a team, identify and select 1-2 patient population focus areas per category based on your patient needs. 

2. Identify how your practice will obtain the patient information/reports for each of the selected patient populations of focus per category; generate/obtain report and identify number of patients per report.  If your practice reports indicate a high number of patients per patient population category focus area, it is recommended that the practice check to make sure the practice has the appropriate level of care coordinator support based on health plan attribution.  For example, if you practice has 3000 health plan attributed lives and you have a full time care coordinator, your number of identified high risk patients should be in the ball park of 170 patients since it is anticipated that each FT care coordinator can engage with 150 patients (Note:  # of identified high risk patients is anticipated to be higher than # of engaged patients since it is anticipated that not every identified high risk patient will engage with care coordinator). 
Staffing Guideline: 

As a general rule, each full time care coordinator can effectively engage and manage 150 high risk patients. 

Each practice is expected to have a full time care coordinator for every 3000 health plan attributed lives. Practice health plan attributed lives information can be found on the practice view of the CTC-RI portal 

Next Steps: 

1. Test the practice identified categories by obtaining reports, doing a “reality check” on # of patients identified, test effectiveness of outreach attempts and report out on outreach results.  Practice may decide to “test “by outreaching to a sample number of identified patients and evaluate “Was this patient population one that benefited from care coordination engagement”?    
2. Evaluate results and make recommendations for refinement on how population is defined based on things such as # of patients identified, if this identified population is one that benefits from care coordination services. 

	Category 1: At risk for high utilization of hospital services 

As a team, select 1-2 populations of focus 


	Data Source: 

Health plan lists/EHR reports 
	# of patients identified 
	Test: Care coordinator outreach 
results Report on sample # of patients  and  care coordination outreach results 
	Recommendations 


	1a: 2 emergency visits in 6 months

	
	
	
	

	1b. 1 hospitalization for BH in 6 months

	
	
	
	

	1c. Other based on clinical judgment /practice data/information

	
	
	
	


Notes: 
	Category 2: Poorly controlled or complex conditions: At risk of negative health outcomes per complex care condition and suggested population health focus area: 

As a team select 1-2 populations of focus 


	Data Source 

EHR

Health Plan list 

Other 
	# of patients identified 
	Test: Care coordinator outreach 
results Report on sample # of patients and care coordination outreach results

	Recommendations 


	2.a ADHD plus other complicating condition such as anxiety

	
	
	
	

	2.b Children with asthma and required oral steroid in the last 6 months

	
	
	
	

	2c. Infant with NICU stay greater than one week
	
	
	
	

	2d. Infant with neonatal abstinence syndrome

	
	
	
	

	2e Other based on clinical judgment/practice information

	
	
	
	 

	Notes: 


	Category 3: 

At risk based on gap in care and/or positive risk screen that is suggestive of family/social determinant of health, environmental concern
As a team select 1-2 populations of focus 


	Data Source 

EHR 

KIDSNET 

Health plan lists 


	# of patients identified
	Test: Care coordinator outreach 
results Report on sample # of patients and care coordination outreach results 

	Recommendations 


	3.a Child 9 months with less than 3 prevnar immunizations

	
	
	
	

	3.b 2-year-old missing 4th Dtap

	
	
	
	

	3. c Positive screen for depression, substance use disorder 


	
	
	
	

	3.d Sexually transmitted infection (i.e. Chlamydia)

	
	
	
	

	3.e Positive screen for early childhood dental caries

	
	
	
	

	3.f Postpartum depression screen

	
	
	
	

	3.g Homelessness (lives in shelter) or food insecurity

	
	
	
	

	3.h Foster care/DCYF involvement

	
	
	
	

	3.i Other based on clinical judgment/practice information


	
	
	
	


Notes:
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