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 Population Health Policy No. 204.00 

Policy Title        
 
Patient Outreach and Patient Engagement with Care Management 

 

PURPOSE 

The purpose of this policy is to provide common guidelines which describe the process used 
by SoNE HEALTH CARE to successfully screen and enroll a patient referred for Complex 
Care Management Services. 

PROCEDURE  

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.  

Initiation of Care Management Services by the RN begins when the patient consents to the program 
and an initial assessment have 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 
the practice’s 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 and problem-solving 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. Use of Motivational 
Interviewing technique to establish and maintain patient engagement.   

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 

• Problem Solving & self-care. 

• Disease education, self-management 
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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. 

APPLICABILITY 

This Policy applies to all employees, volunteers, members, agents and other persons employed 
directly by or providing services under the direction of SoNE HEALTH for each of the entity/entities 
selected below (check all that apply): 

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

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 
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• 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 needs based on living with one or more chronic 
conditions.  

 

RESPONSIBLE DEPARTMENT 

Population Health Management 

RELATED PROCEDURES AND OTHER MATERIALS 

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

Initial Approval:  12/19/23 

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

Responsible Party for Maintenance and Revisions: Chief Population Health Officer 

 


