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  Population Health Policy No. 205.00 

Policy Title: Complex Care Management (CCM) Enrollment Eligibility    
 
 

 

 

PURPOSE 

The purpose of this policy is to provide common guidelines for describing the process used by SoNE 
(Southern New England) HEALTH to successfully screen and enroll a patient referred for Complex Care 
Management Services. 

POLICY 

The SoNE HEALTH Care Management team screens patients to determine eligibility for enrollment in the 
Complex Care Management Program. The RN makes up to three attempts to contact the patient via phone or letter 
to assess interest. Once enrolled, the RN schedules the initial comprehensive health assessment.  

Procedures 

As part of the enrolment process, the RN obtains verbal consent from the patient, or authorized 
representative/caregiver and completes all screening and enrolment tasks and documents in EMR Tool 

Initiation of Care Management Services by the RN begins when the patient consents to the program and an initial 
assessment has been scheduled. The RN begins to work on the patient’s individualized plan of care. The RN 
assesses the patient’s needs based on condition and severity, establishes goals collaboratively with the patient 
and/or caregiver and documents a plan of care in practices EMR. 

The frequency of follow-up is dependent on the confirmed level of risk after the initial assessment and the 
individual needs/goals of the patient. Follow-up activities with the patient/caregiver include self-management 
support, health, and condition education, ensuring home health services and required equipment are in place, 
scheduling assistance, coordination of care with other service providers, and follow-up on referrals and 
appointments.  

 

Month 1: Two to three times per week outreach, depending on level of risk and severity of patent. 

• During this phase, there should be frequent contact with patients, providers, and vendors to address 
identified problems that are urgent or emergent. 



• Creation of shared care plan and goals 
• Disease education, self-management 

 

Month 2: Reduce outreach according to need; One to two times per week 

• During this phase, the RN should seek to address other identified problems. This would be the right time 
to provide patient education and introduce other community resources.  

• Review Care Plan for changes or any on-going needs. 
 

Month 3: Transition to lower level of care after 60 days if appropriate 

• Continue with Care Plan if clinical assessment is still required for unresolved problems. 
• Confirm all resources/services in place. 
• Begin Case Closure process. 

 

SCOPE 

All Southern New England Healthcare Organization’s (SoNE HEALTH) personnel, students and others who 
provide clinical and care management services on behalf of SoNE HEALTH. 

DEFINITIONS 

Care Management: Care Management is a collaborative process of assessment, planning, facilitation and 
advocacy for options and services to meet an individual's health needs through communication and available 
resources to promote quality cost-effective outcomes. (Case Management Society of America) 

Primary care team (PCT) - Care Management activities are carried out by the team which can be composed of 
one or all the following individuals. 

• Primary care physician/Nurse practitioner 
• Physician Medical Assistant 
• Physician Nurse 
• Nurse care manager 
• Social worker 
• Pharmacist 
• Non-clinical workers 

 

PCT team role in Complex Care Management: To provide coordination of care and services to patients who have 
experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating 
the system to facilitate appropriate delivery of care and services.  The team manages patients with complex 
medical and psychosocial problems with the goal of improving their health and reducing high-cost resource 
utilization when possible. 

 

Bamboo/ADT: Bamboo/ADT connects health care providers with real-time notifications. Bamboo’s care 
coordination network includes physicians, nurses, case managers, and care coordinators across hospitals, 
emergency departments, accountable care organizations, physician practices, skilled nursing facilities, home 



health agencies, inpatient rehabilitation centers, and payers. Bamboo enables providers to deliver higher quality 
and more cost-effective care, helping to improve outcomes and reduce costs. 

Comprehensive health assessment: Assessments used by both the PCT include (when applicable); current patient 
health status, including medical and behavioral health issues, clinical history including medications, activities of 
daily living, cognitive functions, social determinants of health, health beliefs and behaviors, life-planning goals, 
cultural and linguistic needs, preferences, and limitations, visual and hearing needs, preferences and limitations, 
caregiver resources and involvement, and available benefits. 

EMR:  SoNE HEALTH has participation agreements with providers on accepted EMRs. The PCT documents 
CM (Care Management) assessment, CM interventions and CM and patient co-development of patient Care Plan, 
Patient Self-Care Goals, and progress. The PCT uses a system of Trackers to organize outreach and follow-up. 
The PCT can document initial and follow-up assessments and care plans in approved EMRs. 

Administrative Oversite: 

1. Training: The SoNE HEALTH Care Management Department staff shall receive onboarding, training, 
and education as a new employee, and at least once annually, or more frequently as needed, on all Care 
Coordination policies and procedures 

 

2.  Monitoring: On an annual basis, SoNE HEALTH Clinical Operations Department will select key 
policies to determine that they were disseminated to the workforce or to key business areas, as 
applicable. The Care Management Department has operational metrics tracked monthly, quarterly, and 
annual with oversight by the Manager of Care Management.  

 

3. Corrective Action: If gaps in the execution of this policy are identified through monitoring or other 
oversight processes, the Manager of Care Management or designee will develop corrective actions and 
timelines for implementation. 

 

4. Compliance Reporting: The Manager of care Management is responsible for operational issues or 
deficiencies in adherence to the requirements set forth in this policy and actions to address deficiencies, 
and/or of significant revisions to this policy. 

 

5. Records Retention: Records related to the execution of and any improvements to this policy will be 
retained based on SoNE HEALTH Records Retention schedule. 

 
Entities this Policy is applicable to: 

☒ Southern New England Healthcare Organization, Inc. 
☒ SoNE HEALTH ACO LLC 
☒ Saint Francis Healthcare Partners Foundation, Inc.  
☒ Southern New England Affiliated Physicians Purchasing Group, LLC 

 

RESPONSIBLE DEPARTMENT 

Population Health Management 

RELATED PROCEDURES AND OTHER MATERIALS 



All policies related to Complex Care Management, Disease Management and Transitions of Care 

APPROVALS 

Initial Approval Date:  12/19/23 

Anticipated Review Date (no longer than three years): 12/19/26 

Responsible Party for Maintenance and Revisions: Chief Population Health Officer 

 

 


