
Welcome
NURSE CARE MANAGER/COORDINATOR BEST PRACTICE SHARING MEETING 

JUNE 15,  2021  
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Agenda
Topic
Presenter(s)

Duration

Welcome & Review of Agenda
Susanne Campbell 

8:00-8:05AM 

History - What’s changed? Review of High Risk Framework

Vicki Crowningshield & Suzanne Herzberg, CTC-RI Practice Facilitators

20 minutes

High Risk Data

Vicki Crowningshield & Suzanne Herzberg, CTC-RI Practice Facilitators

15 minutes

Conversations with Care Coordinators

• Tri-County

• Ocean State Pediatrics

• PCHC

30 minutes

NCM / CC Core Curriculum Training 

Susanne Campbell & Carol Falcone, NCM Facility

15 minutes

NCM Survey &  CTC-RI Strategic Planning

Susanne Campbell

5 minutes
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Why was the framework designed?
 Health plan algorithms focused on high cost/utilizations, 
but past utilization/chronic disease diagnosis does not 
reliably predict future utilization/negative health outcomes

 High-risk patient identification required by CTC PCMH-Kids 
common contract

 Part of NCQA requirements: Care Management and 
Support (CM)
• Identifying Care Managed Patients (CM 01- CM 03)

• Care Plan Development (CM 04-CM 09)
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Framework Intentions

 Identify patients at-risk of negative health outcomes 
before they are in crisis

 Help focus care-management resources on those 
patients who can benefit most from supportive 
interventions

 To improve care value by targeting the right patients 
– not too many, not too few, but the right ones
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Process of developing high-risk template
• Reviewed other high-risk assessments and national practices

• Obtained feedback from practices/care managers

• Examined EOHHS reports on different age groups with cost data to 
identify patterns of who might benefit from care management

• Brainstormed population health categories of children based on 
risk status

• Developed a framework based on three main areas and pilot 
tested it with PCMH Kids practices
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Three general areas of framework

• High cost/high utilization

• Complex or multiple poorly controlled conditions

• Social, behavioral, and family issues
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Category 1: High Cost/high utilization

 2 emergency visits in 6 months 

 1 hospitalization for BH in 6 months

 Other based on clinical judgment /practice 

data/information
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Category 2: Poorly controlled or 
complex conditions
Examples:
ADHD plus other complicating condition such as anxiety

Asthma and required oral steroids in the past 6 month 

NICU stay greater than 1 week

 Infant with neonatal abstinence syndrome 

Other:

• Autism

• Cerebral Palsy

• Prematurity

• Depression
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Category 3:  At risk based on gap in care and/or 
positive risk screen  that is suggestive of family/social 
of determinant of health, environmental concern 

 Child 9 months with less than 3 
prevnar immunizations 

 2 year old missing  4th Dtap

 Positive screen for depression, 
substance use disorder and or sexually 
transmitted infection 

 Positive screen for early childhood 
dental caries 

 Postpartum depression screen

 Homelessness, (lives in shelter)  or 
food insecurity

 Foster care/DCYF involvement 

 Kindergarten: missing 2 MMR

 Other:

• Smoker
• BMI >= 85 percentile
• Sexually transmitted infection
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Other
 Clinical judgement that child could benefit from care 
coordination
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What’s changed?
Updated Milestone Document

School aged children that are behind on immunizations with 
particular attention to MMR 
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https://www.ctc-ri.org/sites/default/files/uploads/2019-2022 July  PCMH Kids Practice Milestone Document FINAL 6 25 20_0.docx


CTC Expectations of High Risk Care 
Management
 Hire one full-time NCM/Care Coordinator for every 3000 
attributed patients

 About 150 care managed patients per each full-time NCM/CC 
(i.e. 150 per 3000 patients)

 Engage with at least 50% of High Risk Patients

 Incorporate health plan and/or ACO high-risk lists

Quarterly High Risk Reporting: https://www.tfaforms.com/4731104
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https://www.tfaforms.com/4731104


Phreesia

Daniella Pierre, MPH, HCM

Chief Quality Officer- Tri-County Community Action Agency



Phreesia & NextGen

 Tri County implemented Phreesia to streamline and capture information such as preferred 

pharmacy, insurance, medical history, demographic information, clinical screeners and 

current medication lists.

 The tool integrates with NextGen 

 This includes our Pre-registration questions, policies, demographics and screening tools, which 

alleviates the chance of staff error and burden.

 Appointments booked through EPM are linked to Phreesia, which allows encounters to be 

created based on the appointment 

 The platform also allows Front Desk staff to message patients about their appointment



Phreesia 

 Pre-registration is automictically sent to patients three days prior to their appointments via 

text message or email. 

 This is based on the patient’s preferred method of contact

 1 hour before the appointment, patients will confirm their information and complete 

clinical screeners based on event type, age and date of last screening

 If patients do not complete registration on their phone or computer, Front Desk Staff will 

provide the patient with a tablet in office.



UDS Demographics

• Not only does Phreesia allows us 

to capture information to help 

with clinical measures such as 

Depression Follow up plan, it 

allows us to automictically 

integrate information needed for 

HRSA.

• Race and Ethnicity is important to 

capture especially for targeted 

health improvement plans and 

outreach.



SDoH Outreach Project

• Due to staff changes and 

the pandemic we were 

not able to capture 

demographic information 

effectively 

• A new initiative at Tri-

County is to send out a 

client demographic sheet 

quarterly which has 

updated terminology 

surrounding SOGI



Care Management Strategies 
Ocean State Pediatrics & PCHC
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• How are high risk patients identified?
• How has care coordination benefited patients?
• Quality measure improvements made?
• Use for NCQA annual reporting?
• Health Equity?
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Applications Open!
Nurse Care Manager/Care Coordinator Standardized Core 
Curriculum (GLearn) Program

12-15 week program for Nurse Care Managers and 
Care Coordinators
• Interactive web-based module

•Weekly facilitated collaborated discussions

•Case Study Capstone Presentation

•Earn up to 18.5 RN CEU’s and 18.54 CCM credits

Applications due July 23rd. More details and application 

materials can be found here: 

https://www.ctc-ri.org/file/ncm-cc-core-curriculum-training-application-6-14pdf

https://www.ctc-ri.org/file/ncm-cc-core-curriculum-training-application-6-14pdf


“Building Capacity for 
Comprehensive Primary Care”

It is the provision of whole-person, integrated, 
accessible, and equitable health care by the inter-
professional team who are accountable for 
addressing the majority of an individual’s health and 
wellness across settings and through sustained 
relationships with patients, families and 
communities.

National Academy of Sciences (2021) 

20



“Building Capacity for Comprehensive Primary 
Care” - Survey Questions
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Factors that help you to be successful in providing high quality team based care?

Gaps in providing high quality team based care?

Ways that CTC-RI/PCMH through our learning community has strengthened your 
ability to provide high quality team based primary care?

How do you see your practice & primary care changing to provide high quality 
team based care?

What could CTC-RI/PCMH Kids do to improve your competency in providing high 
quality team based primary care?

What could CTC-RI/PCMH Kids do improve your practices’ ability to provide high 
quality team based primary care?

Link to survey: https://www.surveymonkey.com/r/NCMFeedback

https://www.surveymonkey.com/r/NCMFeedback
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Telehealth Webinar: Virtual Care & Patient Self-Monitoring 
Tools– Strategies for RI Adult Primary Care Practices

Join CTC-RI, EBCAP, Healthcentric Advisors, and the Northeast 
Telehealth Resource Center for a conversation about:

• EBCAP’s experience with the “Transforming Care at Home Pilot”

• Using remote patient monitoring strategies to engage high-risk 
patients

• Patient feedback and case study data from RI practices using HCA’s 
platform

June 29th, 12 to 1pm:                      Register Here

https://us02web.zoom.us/webinar/register/1016231214964/WN_JiVoRwdhTGWHWsbt1m9xZA


Friendly Reminders
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Date Deliverable / Meeting

July 1st PCMH Kids Stakeholder meeting

July  20th NCM – Review & Discussion of Survey Results  for input to the CTC-RI 
Strategic Planning efforts

July 23rd NCM / CC Core Curriculum Applications due

July 28th Next Practice Reporting/Transformation Meeting:  Orientation for 
CAHPS Survey



Thank you 
Stay Healthy and Safe
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NEXT MEETING: JULY 20, 2021


