
    
  

  

 

  

   

Using an Electronic Health Record to Support 
Non-Medical Case Management Processes, 

Assessments, and Program Graduation, 16174 

Akosua Addo, MPH, CPH – Director of Case Management 

Leonardo Zea, BA, CHW – Lead Bilingual Case Manager 

Martha Guerrero, BA, CHW-I – Director of Health Equity Promotion 

Nicole Chisolm, MPH – Director of Program Evaluation 



2 

Patient Profile 

AGE ( HIV ONLY) 

23% 

4¼ 
>300<:, 

FPL 

HOUSEHOLD INCOME 

INSURANCE STATUS 

Personalized HIV Primary Care 

2 '5 7 4 PATIENTS 

850>/ U'4DETECTABLE /0 VIRAL LOAD 

17 CLINICAL 164PARTICIPANTS 
RESEARCH 
STUDIES WITH 

561 PATIENTSIN 
BEHAVIORAL 
HEUTHCARE 

Unique Interventions 

361 
FORMERLY 
INCARCERATED 
INDIVIDUALS 
CONNECTED TO CARE 

2 2 8 EMERGENCY 
HOUSING NIGHTS 
PROVIDED 

5 01 EMPOWERMENT 
EVENT ATTet<DEES 

OPERATING EXPENSES 

HIV Prevention 

405,48 
CONDOM/PREVEHT ION KITS 
DISTRIBIIUt> 

129 PREVENTI0'4 
COUNSELING 
PARTICIPANTS 

164 
PEOPLEONP.-EP 
(PRE·EKPOSURE 
PROPHYLAXIS) 

Prism Health North Texas by the Numbers 
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LOCATIONS THROUGHOUT NORTH TEXAS 

1. Oak Lawn Center 

2 . East Dallas Empowerment Center 

3. South Dallas Health Center 
1) 3 I las 

4 . Prism Health North Texas Pharmacy 

5. Oak Cliff Health Center 

6 . Community & Client Services, Administration 

7. Dallas County Sexual Health Clinic - PHNTX 

3&4 ~ 

Prism Health 
TH TEXAS 

AETC AIDSEducotion& 
Training Center Program 

South Centra I 

 North Texas Locations 



Fr :rilt"G nr:-~!':!': 
t· Hr,; 'l~': -'l-:nr 

BEHAVIORAL 
HEALTH 

1 •rnmnt1ng rM'l"':'11 
l'P.Ftltt'lFtnri,\'P.IIMM 

HIV EMPOYIERMEHT 
H:IPlf"G!)C:P C 
...,•1th 11., ·n :"I" 

l°"al1wo": st" lf. 

RESEARCH 
hl~l'O'/ r~ li,,·e:ttrc"'~h 

1rn.;JL .. I ;.u.t,,;,i·u,;'- _ 

MEDICAL CARE 
:>-:•,1c1ns -uv c;ro 

& ·,1e111c;c cc'\' ;cc 

OUlf?EACH & 
EDUc..A.TIOH 

TRAHSCEHDER 
PRIMARY CARE 

Frv1rt~ ·nr· t· t'l~ 
Tr.lr!':S(!'lW ~ r.nmm1n11y 
'el3rdleH ot I ll'J ~fltl S 

ITl TRU. TM£H l 
l·W(AY :.,OU' Cl~tl.C 
~ "'11 ~r.r.P.~: r.FtrP. 

M'.P 
=>-c,;:rt t-1\' wilt 
:'I O'l"P. a r.Fttfl II 

CASE MANAGEMENT 
Ena~I r;;.icc3H 
» ·11.J l.!I -.:..iu & 
=11rrnr1 =P.rv1r.= l 

 
  

 
 

 

4 

Prism Health North Texas 

Advancing the Health 
of North Texas 
through education, 
research, prevention, 
and personalized 
integrated HIV care. 



RECEIVE HIV TEST 

HIV NEGATIVE 

I 
• 

I 
Orientation 

Session 

I 
Meet Your 

Medical Provider 

I 
Receive 

PrEP Services 

.i. 

L 

LIVING WITH HIV 

I 
CO NNECT 

Welcome Visit 
• ~c&.ment &Screening 
• Q'lre Pltm developed 

Case Management 
• Culturally ~nsitive 

8t.1ppott availabl9 

• Addrees bEl'riers. provide 
referrals. link to additonal 
care as needed. 

Medical ) ) ) 
Home 

I 
Empowered 
Community 

INSU"Al'fCI 
,fr,$SUTANCI 

f'HARM.ACY 

MIDl"""U.ll 
MANAC:.IMINT 

$tlfHTltU_. 

PROVIDING HIGHLY SPECIALIZED APPROACHES 
TO ADDRESSING UNIQUE NEEDS 

5 

Integrated Care and HIV Medical Home 
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Learning Objectives 

1. Outline the implementation  phases  of non-medical case 
management (N-MCM) workflow  processes  to  document reportable 
and non-reportable activities 

2. Detail case management assessments  embedded  within  an  
electronic health record  (EHR) system  to determine assessment 
outcomes  and the needed interventions  to support patient care 

3. Provide details  on  creating  a care plan  model to  identify patient 
needs, a ction items,  patient goals  to decrease acuity and determine 
program graduation 
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PHNTX Care Engagement Process 

• The PHNTX N-MCM program aligns key  
activities with Texas Department  of State 
Health Services standards of  care: 

• Initial  assessment of service needs 
• Development  of  a comprehensive,  

individualized care  plan 
• Coordination  of services  required  to implement  

the plan 
• Patient monitoring to assess  the  efficacy of the  

plan 
• Periodic re-evaluation  and adaptation of the  

plan  as needed  over the  patient’s  enrollment  in  
N-MCM services 

PHNTX NMCM care engagement process 

Patient Care 
Begins here… 

Education & 
Testing 

Welcome/Intake  
Eligibility, initial 
care plan and 

referrals 

Assignment to
long- term 

case manager 

Care plan
continuation 

Referral 
outcome 

monitoring 

Reassessment 
Birth month, 

annual 

Graduation /  
Closure 
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Program Indicators and 
Documentation Structure in EHR 

Case Closure / Graduation Assessment Form 

Encounter Note, Encounter Log, Needs Assessment, Care 
Plan, Referral/Intervention Monitoring 

Encounter Note, Encounter Log, Needs Assessment, Care 
Plan, Referral/Intervention Monitoring 

Encounter Note, Encounter Log, Needs Assessment, Care 
Plan, Referral/Intervention Monitoring 

Encounter Note, Encounter Log, Needs Assessment, Care 
Plan, Referral/Intervention Monitoring 

Encounter Note, Encounter Log, Needs Assessment 
(System Acuity Measurement Scale) 

Case closure / graduation assessment 

Ongoing assessment of patient’s and key family 
members’ needs and personal support systems 

Re-evaluation of care plan at least every six 
months with adaptations as needed 

Continuous patient monitoring to assess efficacy 
of the care plan 

Development of a comprehensive, individualized 
care plan 

Initial assessment of service needs 
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Learning Objective 1 

Outline the implementation phases of N-MCM workflow processes to 
document reportable and non-reportable activities. 

Education, 
Support, and 

Implementation 

Template 
Design 

Standards of 
Care 



Education, Support, 
and Implementation 

• Education 
• Internally developed  N-MCM 

workflow  electronic health record  
user guide  with frequent  updates  
to reinforce current standards 

• Support 
• Beta testing: one-on-one and  

small N-MCM group  practice  
sessions 

• Implementation 
• Go Live for  entire department  
• On demand/immediate  on-site 

assistance 

.l\ssessme nt Points ·····························-········-················································································-········- ············23

I. INelcome (Intake) Session .............................................................................................................................. 23

Reserve a Room ............................................................................................................................................. 23

Determine if Client Has a Patient ID Number ........ ................................ .......... .......... ................................ ... 25

If account is verified to exist proceed to section II. Reactivation for the next steps .................................. 25

If account is not found proceed to section Registration (New Patient) . ..................................................... 25

Registration (New Patient) - Create New Patient Account.. ........................................................................ 26

Patient Survey (CHE or Community Health Enhancement tab) ................................................................... 27

Addit ional Tab ...... ................................ .......... .......... ................................ .......... .......... ................................ ... 31

Insurance Tab ................................................................................................................................................. 33

Contacts Tab ................................................................................................................................................... 34

Documentation of a Patient Appointment and Appointment Status .......................................................... 36

Encounter Logs and Notes ............................................................................................................................. 39

SAMIS (Substance Abuse and Mental Illness Screener) ...................... .......... .......... ................................ ... 39

Behavioral Risk Assessment. ......................................................................................................................... 39

Cara Plan ......................................................................................................................................................... 39

Acuity Assessment (System Acuity Measurement · SAM Scale) .................................................................. 39

II. Reactivation .................................................................................................................................................... 39

Patient Tab ........... ................................ .......... .......... ................................ .......... .......... ................................ ... 39

Patient Survey (CHE) ........................... .......... .......... ................................ .......... .......... ................................ ... 40

Additional Tab ................................................................................................................................................. 40

Contacts Tab ................................................................................................................................................... 40

After Appointment - Update Appointment Outcome on a daily basis ........................................................ 40

Ill. Half Birth Month Recertification ................................................................................................................... 41

IV. Birth Month (Annual) Certificat ion ..... .......... .......... ................................ .......... .......... ................................ ... 4310 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Eligibility Update 

A 

linkage to HIV Medical Care 

link:age to Referra /Resource 
Care Plan 

Crisis Intervention 

Travel Time 

Client Tracking/ Unsuccessful Contact 
Case Conferencing 

Case Documentation 
Other 

If Other, 
specify 

Reportable Minutes 
(I._ __ __, 

( 

" 
" 

Total Reportable Minutes: ~o _____ __, 

Conditional 
Eligibility 

Total Encounter Duration: o 

I Prev Form (Ctrl•PgUp) 11 Next Form (Ctrl•PgDn) I 

Non-Reportable Minutes 

) 

Total Non.Reportable Minutes: (..c..o _____ _, 

Units: 

" 
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Encounter Log Template Design 
(Time Allocation) 

• Goal:  capture  total encounter time   
N-MCM  spends to assess a  patient’s 
needs to facilitate access to services. 

• Key  template features 
• Key assessment areas 
• Reportable, non-reportable data 

points 
• Holding  an incomplete  log 
• Signing  a completed  log 
• Appending  a completed  log  with  

Supervisory approval 
• Emergency  assistance / 

conditional eligibility  
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 Encounter Log Documentation 

Case Scenario 
A case manager travels to a 
patient’s homeless encampment 
(20 minutes one way). During 
the encounter, the case manager  
reviews and updates the 
patient’s Ryan White eligibility 
documents (18 minutes), 
assesses the patient’s needs (7 
minutes), reviews the care plan 
(9 minutes), prepares documents 
to fax to service providers (7 
minutes). 

El igibility Update 

Needs Assessment 

Linkage to HIV Medical Care 
Linkage to Referral/Resource 

Care Plan 

Crisis Intervention 
Travel Time 

Client Tracking/ Un,ucceMful Contoct 
Case Conferencing 

Case Documenllllion 
Other 

If Other, 

Reportable Minutes 

7 

7 

9 

0 

" ., specify 
Condit ional 

El igibility 

--------------

Total Reportable Minutes: 41 

Total Encounter Duration: 31 

I Non-Reportable Minutesl 
0 

0 

0 

Total Non.Reportable Minutes: 40 

Units: 2 

,. 

  Visual representation of an encounter log documentation 
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Encounter Log Data Uses 

Reportable vs Non-reportable Time (n=2,202) 

• Averages
• 42 minutes encounter duration 
• <3 days  to complete  documentation 
• 7 encounters  per client 

• Top Reportable Activities 
• 60% of  efforts are reportable to RW 
• Assessments 
• Linkage to referrals/ resources 
• Care plan 
• Eligibility updates 

• Top Non-reportable Activities 
• 40% of  efforts are not reportable to  RW 
• Case documentation 
• Case tracking 
• Travel time 

Reportable 
Time 
60% 

Non-reportable 
Time 
40% 



Encounter Content 

Pri,nary Purpose of 
C o ntact: 

Staff Fo llow Up: 

Client Fo llow Up: 

Aculiy Assessmenc ':ii yes 
Sy$t e,n Acuity Seitle 

(' no 

Basie Necessities.ll.ife skils: 

M ental Heahn: l 

Sub s lan ce- A bus e,: 

llousing:: l 

suppon system: ,.. 

hr:su ,-;mce 8e11efit s:,: r 
I ransportabOn: 

Legal: (' 

Se If Effi cacy: (" 

HIV [ d u cat ion/Preven tion : ~ 

Employmentllneome: C 

, 
1 

1 

1 

, 
1 

C' 2 r 3 C' 4 

~ 2 :.I 4 

r. 2 r 3 (' 4 

2 .. 3 

(i 2 ,· 3 r 4 

2 3 4 

C 2 lit 3 C 4 

;, .l 

r. 2 (' 3 (' 4 

(' 2 (ii 3 (' 4 

2 3 

(i (' (' 4 

Weighted Acu ity Score: ~ 

Ac:uity I P.VP.I: (J_ 
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Encounter Note Template 
(Contact Purpose and Acuity) 
• Goal:  To capture case 

management  session details to  
support encounter log (time) 

• Template Features 
• Primary purpose  of  contact 
• N-MCM required  follow-up 
• Patient required  follow-up 
• Acuity Assessment  (used  to  

assist  in assessing case 
management need) 
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N-MCM Documentation 
Structure in the EHR 

• Acuity Scale – Used to determine the  
level of  case  management  need 
across 14 life areas (Systems  Acuity 
Measurement Scale) 

• Systematic  approach – ensures  
standardized assessments across  all  
case  management teams 

• Calls  the case manager’s  attention  to the  
areas of unmet need 

• Provides a clear set of  objectives to  work  
towards to meet  the patient’s  needs 

• Outlines guidance for frequency of 
contact, based on need 

Medical / clinical 

Basic  necessities  / life  skills 

Mental health  / psychosocial 

Substance use 

Housing /  living situation 

Support system 

Insurance benefits 

Transportation 

HIV-related legal 

Cultural / linguistic 

Self-efficacy 

HIV  education  / prevention 

Employment / income 

Medication adherence 
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Encounter Note Data Uses 

  

 

  Acuity Level 4 CM Not 
Indicated 

Acuity Level 1 
56% 

Acuity Level 
2 

33% 

Acuity Level 3 
6% 

1% 
4% 

 

Acuity Level of N-MCM Patients (n=538) 

• Identifies non-HIV related  support needs 
• Informs caseload  distribution 
• Contact standards 

• Level  0: Case Management Not Indicated 
• Level 1:  CM  initiated contact bi-annually 
• Level 2:  CM  initiated contact quarterly 
• Level  3:  CM initiated  contact monthly 
• Level 4:  CM initiated contact  every two  weeks  minimum 

• Graduation is indicated  when  an acuity le vel of 1 
or CM  not indicated  is  achieved and the patient is  
able to navigate  the health system  and  has  
achieved  a  level of self sufficiency.  
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~inoncial/ tmployment 1 
C Family/Social Support 

L Hospice 
I Health Insurance 

L End of Life Planning 
Housing Servic~s. 

L Legal/CJ Histo ry 
1 Mental Heallh Services 

L Nutrition 
I 01111 Ht111l~1 

L Resource Navigation 
I Out1><>tient/Amb11 l<>tory Medic<>! Care 

L Risk Reduction: Sexual Behaviors 
r Treatment Assistance 

L Rick R9duction: Substance u,9 
I Crisis Support 

L Substance Abuse> 
L Education 

1 Transportation 
I Emergency Financial Assistance 

r Other/Mistell<lfltlUUS 

Creole or Revise Core Pion Core Plan Progress Note 

Encounter Note Template 
(Identified Needs) 
• Template Features 

• Additional assessment ar eas 
• N-MCM  creates  a care plan to  

address  the  identified needs on  
the encounter  notes 

• N-MCM launches  care  plan  
from a needs assessment  page 
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Uses Beyond Encounter 
Documentation 

• Supports integrated  team-based approach  to serve  patients 
• Facilitates structured data reporting 

• Monthly service utilization  reporting  to  administrative agency (ARIES Importing) 
• Internal ad hoc reports for  supervisors 
• Provider reports for  performance monitoring 

• Automates 
• Calculations (acuity, time, unit  conversion) 
• Reminders to  sign documents  (provider document dashboard) 
• Creation and  follow  - up of  patient-centered care plans 

• Supports compliance monitoring 
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Learning Objective 2 

• Objective 2: Detail  case management assessments tools embedded  
within an electronic health record  system  to  determine assessment 
outcomes  and  the necessary interventions t o  support patient care. 
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Embedded N-MCM Assessments 

• Screening/assessment 
tools yields a  positive or 
negative response 

• Positive screening  
results allow N-MCM 
and the  patient to 
decide  on the  next 
priority 

System Acuity  
Measurement Scale 

• 14 needs assessment 
categories  to identify 
unmet needs 

• Offer  case management 
services to patient 

• Assigns a N-MCM level 
(1-4) to each  patient 

Substance Abuse and 
Mental Illness Symptoms 

Screening (SAMISS)  

• 16 questionnaire/  tool 
to screen  for  mental  
health and substance  
abuse conditions 

• If negative – intervention 
is  not required 

• If positive – referral is  
offered 

• Patient is  already in  
program  

• Patient declined  
referral 

Behavioral Risk 
Assessment 

• Identifies behaviors  
which  increase HIV 
exposure  risk to patients 
and  persons with whom 
they engage  in such 
behaviors 

• If negative – intervention 
is  not required 

• If positive – referral is  
offered 

• Patient is  already in  
program  

• Patient  declined  
referral 

System Acuity Measurement (SAM ) Scale Acuity was developed by Washington State Department of Health 
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Determining Appropriate 
Interventions 

• Case managers 
• Work with patients  to identify the most appropriate intervention to support 

patients. 
• Advocate and help facilitate  access to care with service  providers  

• Outpatient medical  care  
• Behavioral health 
• Health insurance  assistance 
• Empowerment events 
• Prevention services 
• Substance abuse/misuse treatment (Outpatient / in  patient treatment) 
• And other necessary  services  
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Learning Objective 3 

• Provide details  on  creating  a care plan  model to  identify patient 
needs, a ction items,  patient goals  to decrease acuity and determine 
program graduation 



Identified r~eeds 

NJn - Me:!ical Case Managemert 

Target Date: 12/4/'2fY2f) 
Oescriptic,n: Client is seeking non - medical case mana5ement ssrv'ces to help client acce;s supp:,rt seNces. 

Objectives: welcome/ Intake specialist will assign client to a N-MCM within 7 z hours to ass is, client access support services. 
Current Measure: Client lad<s support ser\'ices. 
Dccircd Mc;:icu .. c; Client wiD cJcccccfolly ;:i:cccc non mcdicol GJc:: n ;:in;:igcmcnt/ t:upportccrviccc. 

Client 1\ction lt~ms 

PH\JTX tJon - M?cfr~ C:;:i~? M;:in;:izPmE=nt - C.M will follow 11r with rliPrlt 11r:on rliPnt ;:i~!=ignmPnt 

Problems 

Z60.9- Prcblem related to social emimm1ent, unspecified 

lnter,entbn., 

create Keferral (1 t ime per week for 1 week) ~tarted on oo/O~/ww 
rJon-Me:!ical C.,se M3nagement folbw-up visit (1 t ime ~er week for 1 week) Started on 06/JS/2020 

Cm~ T P.rlm 

Signatures 

Iii◄ 
Test, Leo "Rafe" 

Addo. Akosua 

I? Revise Care Plan ~ Activate care Plan 
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Care Planning Components 
(Case Management) 

• N-MCM work with patients 
to  identify the following  : 

• Problem statement/need  
• Goal(s) 
• Intervention  (tasks, referrals,  

service delivery) 
• Responsible  party  for the  

activity 
• Timeframe for completion  
• Client acknowledgment 



ldentifi P.d l~P.P.c15. 

I 
HIV Outpat ient Medical Care 

Name 

HIV Outpat ient Medical Care 

Description 

Client is seeking access t o HIV medical care. Non-medical case manager will work with client to faci litate access to care. 

Current Measure 

Client is not connected to HIV medical care. 

Target Date 

i 12/09/ 2020 

Objectives 

Client will access HIV medical care within the next 30 days. 

Desired Measure 

[ Client will access HIV medical care. 
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Care Planning Process 
(HIV Medical Care) 

• Layout of  care plan  to  facilitate 
access to HIV medical  care 

• Sets  expectation  for non-medical 
case  manager and the  patient. 

• Case  manager works with service  
providers  to ensure patient get  
services within  30  days 
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Patient Centered Care Plan 

Th patient action list outlines  patient 
responsibilities 
D Parkland: Amelia Court Clinic - foll ow up with service provider 

D PHNTX: Oak Cliff - follow up with service provider 

D Parkland: Bluitt-Flowers COPC - follow up w ith service provider 

D \lehmrns Affui rs Menir.;il Center • follow up with servir.e provider 

D Parkkrnd: DcHaro-Saldivar COPC - follow up with service provider 

D PHNTX: Oak Lawn ahealth Center - follow up with service provider 

D Parkland: Southeast Dallas COPC - follow up with service provider 

D Your Health Clinic (North rural) - follow up with service provider 

D HSN I (North rural) - follow up w ith service provider 

D PI-INTX: South Dallas - follow up with service provider 

D Parkland: SDHC Women's COPC - follow up w ith service provider 

D SI IRT ([ast ru ral) - follow up with service provider 

The intervention  and referrals  list outlines  
N-MCM responsibilities 

13 

13 

Frequency 

Category Start Date 

Croato Rc?forral y 11 06/09/2020 

Non-Medical Case Managomont fol!o• y I 06/09/2020 

week ~ for ~ week(s) 

~ 1-~
1 
t o E x per ~ m_o_n_th __ v~I for E month(s) 
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 N-MCM Status Monitoring 

• Longitudinal view of  patient’s N-MCM acuity  levels 
• Displays  areas of unmet  and met needs 
• Supports  program graduation or continuation based on identified needs 

Vie•I C&CSAcuitv l ...!!..I To i..!,] 

• . 05/08/2019 05/07/2019 05/06/2019 01/31/2019 03/12/2018 01/19/2018 10!15/2017 03/2412016 I 0312212016 I 
MEDCLIN 1 ( 1 1 1 ( 2 2 3 2 4 
BASICNEC 1 < 1 1 1 ( 3 3 4 2 4 
MENTHLTH 1 ( 1 1 2 ( 3 2 3 3 4 
SUBSABUSE 1 ( 1 1 3 ( 3 3 4 2 4 
ACU HO 1 ( 1 1 1 ( 3 3 3 2 4 
SUPSYSTM 1 ( 1 1 1 ( 3 3 4 2 4 
INSBEN 1 ( 1 1 1 ( 1 2 3 3 4 
ACU TR 1 ( 1 1 1 ( 4 3 4 2 4 
LEGAL 1 ( 1 1 1 ( 3 2 3 1 4 
CULTLING 1 ( 1 1 1 ( 4 2 4 2 4 
SELFEFFICAC 1 ( 1 1 1 ( 4 3 3 1 4 
HIVEDPREV 1 ( 1 1 1 ( 4 2 4 2 4 
EMPLINCOME 1 ( 1 1 1 ( 4 3 3 2 
MEDADHERE 1 ( 1 1 1 ( 4 2 4 1 4 
WGTDSCORE 14 ( 14 14 25 ( 63 49 73 37 88 
ACUI---YFINAL CM Not L.. ( CM Not I. .. CM Not I. .. 1 ( 4 3 4 3 4 
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Case Closu Graduation 
Date: 

Cliants who are no longer engaged in ao.ive ,:ase mansgement services shoul,j have their cases ,: losed 
based l n the criteria an,j protocol outlined below. 

Act on on Case: @ Casa Closura O Graduation 

Commcn rc-Jconc for C3SC clo~urc include: 

C) aient is referred to another case management prog;am 
0 Oient reloc;.tes :>utside of ;ervice ;.rea 

C) aient choo?es t •J terminate ?ervices 

O a ient is nl longer eligible for services oue to not mee1ing eligibilly r 
0 aient is lest to care l r does not engage in ~ervi,:e 
()r.liF.nt inr.arr.P.r;:atinn !JrP.;:n:u than !-ix (6) montffi ·n a r.nrrP.r.tinnal fad 

C) Provider initio.tcd tcrminotion due tc bch,:wiorc.1 violo.tions, per ~gc 
0 a Iem dea1h 

Appeal I Reestablis~,ment "rocess: 

Documentation explaining the reason(s) for discharg~ and process t 
r.lie=mt P.li;r.~ to ;:ipp~;:il thF. ci~r.har9P. from !;P.rvir.P. i!; in 1hP. d iF.nf$.. pri 

Uocumentation that t1e client was provided with iniormation, contact 
process 10· raestablishmeni. 

Case Closure Graduation 
Date: f 

Clientf 'llih o are no longer engaged in ac.ti\'e case management fervic.es ::hou!d have their c.ases closed 
based on the cmerla and protocol oJtllned below. 

Actioo on Case: 0 Case Cl:>sura ® Graduation 

urad Jation Criteria: 

O Clien1 c,)mpleted case mana~ement qoals for increased access to service~/c3re needs 
O Clien1 is 0 1) longer in need of case management sen·ic?s (e.g. client is capable of resd ving needs 

independent of co.cc m 3nJgcmcnt o.t.ci~t3ncc) 

Ap:>eal/ Redstablishment Procese: 

norumP.Ot~tinn P.tpl;:iining thA rAa~nn(~:, for rti~r.ha·gA ;md proci:._c.~ to hA followF.rl if thF. O Ye.s () NIA 
cl ent elects to appeal the discha·ge f·om service is in the client's primary record. 

Documentation that the client was provided with infom,ation, contact information and 
process for reestab!ishme'1t. 

C o111111~ 11l s 

0 Y~s () NIA 

  Case Closure, Graduation, and 
Reengagement 

• Identifies reason  for N-MCM 
status change  to  graduation  
or closure 

• Case  closure is for patients  
who are lost  to care and  are  
not reachable 

• Graduation is  for  patients who  
achieve self  sufficiency and  are  
able to  navigate  the health  
system  to access 

• Outlines documentation  
requirement  for appeal and  
reestablishment process 
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COVID 19- Managing Patient 
Care 

• Priorities and program  adjustments  due  to COVID-19 pandemic: 
• Incorporated  telehealth  case management appointments 
• Increased telephone patient assistance 
• Provided state approved  emergency applications  to support patients  
• Increased use  of patient portal  to allow  patients  to submit eligibility  documents 
• Expanded use of HIPAA  complaint  SMS platform to allow for secured  messaging and 

document sharing between  non-medical case managers and  patients 
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Questions/Comments/Feedback 

Akosua Addo  – Akosua.Addo@prismntx.org 

Leonardo Zea  – Leonardo.Zea@prismntx.org 

Martha Guerrero  – Martha.Guerrero@prismntx.org 

Nicole Chisolm – Nicole.Chisolm@prismntx.org 

mailto:Akosua.addo@prismntx.org
mailto:Leo.zea@prismntx.org
mailto:Martha.Guerrero@prismntx.org
mailto:Nicole.Chisolm@prismntx.org
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