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Overview

This toolkit is designed to support your health center in developing and implementing an
effective care management program.

The resources included are intended to be customized and scaled to fit unique health
center environments.

Follow along with the information in this toolkit to build a sustainable care management
program that advances health access, improves quality of care, and reduces avoidable
healthcare costs.




Program Development

Care management refers to activities you and your team perform to coordinate patient care across the
health care system. Successful care management programs increase patient satisfaction, improve
outcomes, and reducing costs to the health care system by avoiding unnecessary hospital and emergency
department utilization. This page outlines 10 steps for starting a care management program, adapted
from NACHC.

Follow these steps to design or review your care management program. A similar approach can be
utilized for case management and care coordination programs.

10 Steps For Starting a Care Management Program

Step 1: Identify or Hire a Care Manager
This staff member will serve as the central point of contact for a panel of patients and will
manage the individual care plans of each patient in their panel. See “Who to Hire” on Page 2.

Step 2: Identify Patients
Identify a group of patients within the health center’s patient population to enroll in care
management services. Risk stratification is used to select a manageable group of pations based
on the size of your health center and the number of care managers.

Step 3: Define how your Care Team Works Together

Define how and when a patient’s care management and primary care provider collaborate as a
team.

Step 4: Define the Services Provided

Create a care management program for patients that is modeled after CMS’s reimbursable CCM
services. Outline key duties and responsibilities, documentation requirements and processes,
and associated workflows for care managers. Consider requirements around patient consent and
provider communications.

Step 5: Enroll Patients in Care Management
Establish processes to refer, introduce, and onboard patients into care management.

Step 6: Create Individualized Care Plans

Develop and document personalized care plans by the care manager, in collaboration with the
provider and patient.

Step 7: Enhance & Expand Partnerships
Establish relationships with a continuum of providers and other partners in the community for the
referral and care of patients’ health, social, and related needs.

Step 8: Document & Bill

Utilize the NextGen care management templates, or create another, to document all billable care
management services. Use applicable diagnosis codes for billing. (See page 13)

Step 9: Graduate Patients from Care Management
Establish a process for patients to move out of care management as they reach care plan goals
and return to routine care and follow-up.

Step 10: Measure Outcomes
Track care management program effectiveness using the measurement tools on Page 15.



http://www.nachc.org/nachc-content/uploads/2022/01/Care-Management-AG_December-2021.pdf

Define Your Program

The lines between Care Management, Care Coordination, and Case
Management are blurred and confusing. This chart outlines the key
differences between each so that you can best plan your health
center's care management program. i

Care
Management
Program

Principal Care

All of the roles outlined below are key to achieve better patient
outcomes, lower costs, improved patient experience, and improved - Case
staff satisfaction FEREEREE

Coordination

Chronic Care
Management
(CCM)

Read through the table and consider:

1.How does my CM team match with these roles? Are there any changes we need to make to existing roles?
2.What combination of these roles are needed to build our clinic's ideal CM program? How do we achieve that
vision?

. Principal Care Chronic Care o
Program Title Management (PCM) Management (CCM) Care Coordination Case Management

No requirements, often an
RN or other role with
supporting protocols such
as an MA, CHW, or health
navigator

No requirements, often an
RN or other role with
supporting protocols such
as an MA, CHW, or health
navigator

RN RN
Recommended Recommended

For patients with a single,
complex chronic

For patients with two or
more complex chronic

Any patient identified as
needing additional support

Any patient identified as

Patient needing additional support

Eligibility

Tasks might
include:

Program Goal

Certifications
to Consider

Billing Status

condition

conditions

to manage their care

to manage their care

Assessment & Care
Planning

Disease Education
Schedule
Appointments,
Monitoring & Follow-Up
Coordination and/or
Transition of Care
Medication
Reconciliation
Support for Self-
Management

. Assessment & Care

Planning

» Disease Education
- Schedule

Appointments,
Monitoring & Follow-Up

« Coordination and/or

Transition of Care

« Medication

Reconciliation

« Support for Self-

Management

« Appointment and
Referral Scheduling &
Management

« Medication
Reconciliation
Assistance

« Results Data Entry

« Resource Coordination

« Appointment and
Referral Management

« Medication
Reconciliation
Assistance

- Patient Advocacy

« Review Results &
Notify Provider

- Patient Outreach for
Overdue Screenings

Stabilize the patient's
condition and develop a

disease-specific care plan

Stabilize the patient's
condition and develop a

disease-specific care plan

Organize and manage a
patient's healthcare
activities across multiple
providers and settings to

ensure safe, effective, and

patient-centered care

Improve outcomes,
experiences, and value for
patients, ensuring they
receive necessary support
in a coordinated, effective,
and efficient manner

N/A

N/A

Certified in Care

Coordination and Transition

Management (CCCTM)

Certified Case Manager
(CCM) Certification

Medicare & Some Private
Insurers

Medicare & Some Private
Insurers

Not Billable

Not Billable




|dentify Your Patients

Risk Stratification

Risk stratification is a strategy that helps divide up the health center’s patient
population into smaller groups. It is useful to help identify a group of patients to
enroll in care management services. Depending on the size of the clinic and the
number of care managers, your Care Management program may need to divide
patients into a manageable subgroup for initial focus. For example, it may be
easier to start with a specific age group or those in need of a certain preventive
service. Depending on your patient population, it may be more impactful to focus
on patients at a moderate risk level, rather than high. More information to come
on this topic, but feel free to reach out to HCAN for individualized support.

Download the Risk Stratification Action Guide from
NACHC HERE.

Caseload Considerations

The target caseload for a care manager ranges from about 50-150 patients depending on several variables
including health center environment, the care manager’s experience, the clinical and social complexity of
patients, available social supports, and target care management outcomes. Evaluate caseload size and
manageability on a monthly basis using the metrics on page 15.

Consent to Treat

If billing, all patients must consent before care management can begin.
. Consent will ensure the patient is engaged and aware of the cost share involved. It only has to be
obtained once and it may be verbal or written, but must be documented in the medical record.
. Consent must include:
o Cost share
o Explanation that only one practitioner can furnish the service and be paid during a calendar month
o Explanation that the patient has the right to stop CCM services at any time

Step 1 Provider discusses care management services with a patient during a visit

Step 2 Another member of the care team (e.g., nurse, medical assistant, and other staff under direct
supervision of the provider) completes the consent process

Step 3 After consenting to the service, any provider (e.g., MD, PA, NP, PharmD., RPh, CSW or qualified
support staff with direct supervision from the provider) can provide care management services

Download an example care management consent form from NACHC HERE.


https://www.nachc.org/wp-content/uploads/2020/03/Sample_Care-Mgmt_Informed-Consent-NACHC-03.25.20.docx
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Risk-Stratification.pdf

Workflows

health center care managers through the various types of support
they may need to provide. Read through each of the workflows D
and consider how they might be utilized in your health center, who C

would provide the service, and any potential barriers in completing
the workflows.

See below for the use case of each sample workflow.

The next 5 pages outline several example workflows for different
care management scenarios. These workflows can help guide your D

General Care Management Workflow

Use this workflow for patients needing additional support with things like making specialty appointments,
resource coordination, or health education. This workflow might be used for patients with a recent
diagnosis needing specialty care, patients needing routine preventative screenings, or patients
experiencing situations of need.

New Patient PCM & CCM Workflow

Use this workflow for new patients who are eligible for Principal Care Management or Chronic Care
Management services.

Existing Patient PCM & CCM Workflow

Use this workflow to progress your existing PCM and CCM patients through the care management
program.

Care Coordination Workflow

Follow these steps for care coordination of patients needing to schedule a specialist follow-up
appointment, including monitoring for the outcome of the appointment and notifying the provider when
needed.

Transition of Care Workflow

Review the workflow and consider which approach you are currently utilizing and if the alternative may
be a better fit. Follow this workflow for patients transitioning from the hospital or emergency department
visits.




Sample General Care Management Workflow

Provider Identifies Patient Needing Support
& Sends Referral to Care Manager

Receive Referral
Care manager receives referral through NextGen
Patient outreach
Care manager assesses current needs and determine barriers to care or wellness.
Typically done by phone with 1:1 appointments scheduled for patient as needed.
Document all touchpoints in the EHR.
Provide disease or results education
As applicable; if care manager is NOT an RN, must follow a script for education.
Appointment & Referral Support
Care manager helps patients make appointments and sends referrals for social needs.
Follow-up with existing patients to verify appointments were attended and to offer additional
support.

resolved and patient program is completed.
Document the outcome of the patient care plan in the EHR.

Monitor for Program Completion
Follow health center policy to identify number of required touchpoints to determine if case is




Sample New Patient PCM & CCM Workflow

Provider Sends Referral for PCM/CCM

Receive Referral

RN Care Manager receives referral through NextGen

I
Review Chart

Review chart to ensure the patient meets the PCM or CCM criteria.
See pages 12-13 for more information.

I
Patient Outreach

Contact patient to offer care management services
Document all touchpoints in the EHR.

|
Provide Patient Consent

All patients must consent to participate in the program.
See page 5 for more information.

I
Schedule 1:1 Billable Visit

Can be in-person or virtual.
See pages 12-13 for more information on visits.

1
Disease or Results Education

[
Appointment & Referral Support

aYaaYaaYaalaaYie

Help patients make appointments and send referrals for social needs.
Follow-up with existing patients to verify appointments were attended and to
offer additional support.

|
Monitor for Program Completion

e

Follow health center policy to identify number of required touchpoints to
determine if case is resolved and patient program is completed.
Document the outcome of the patient care plan in the EHR.

\;/\_\/v\g/\g/\;/\_x/

e




Sample Existing Patient PCM & CCM Workflow

Review Caseload

Patients Scheduled Patients Needing

Patients in Clinic

Today Follow-Up
These are patients you are scheduled to meet These are patients in your caseload who are These are patients due for routine follow-up
with today about their care management plan. scheduled for a separate clinic visit today. based on health center policy. For example,
patients with upcoming appointments, recent
| I hospital or ED admissions, etc.
. . - |
Review Chart Coordinate Connection
Contact Patients
Review NextGen and HIE chart to inform your Notify the front desk and/or care team that
visit. Check with the care team to identify any you would like to speak with the patient before
priority needs. or after their visit. By phone, care message, or other

This helps build trust and sustain your communication.

\ relationship with the patient.

Disease or Results Education 3

As applicable; if care manager is NOT an RN, must follow a script for education.

Appointment & Referral Support
Help patients make appointments and send referrals for social needs.
Follow-up with existing patients to verify appointments were attended and to offer

additional support.

I
Monitor for Program Completion

Follow health center policy to identify number of required touchpoints to determine if case
is resolved and patient program is completed.
Document the outcome of the patient care plan in the EHR.

Examples of Chronic Conditions include, but aren’t limited to:

. Alzheimer’s disease . Diabetes . Migraines

« Arthritis « Endometriosis . Obesity

. Asthma . Epilepsy . Psoriasis
 Autism . Fibromyalgia . Sickle Cell Anemia
. Blindness . Heart disease . Sleep apnea

. Cancer . High blood pressure . Thyroid disease

. Cardiovascular disease . HIV/AIDS . Tuberculosis

. Deafness or hearing impairment « Hypertension



Sample Care Coordination Workflow

|

Patient REQUIRES
scheduling support

This might be due to high
risk/urgent need, language barrier,
or other criteria

I
/ Call specialist to

Provider Orders .

Specialist Follow-Up l

Patient DOES NOT need
scheduling support

These patients won'’t need help
scheduling their appointment(s).

I
/ Provide patient with \

schedule appointment

3-way calls are great for this!

If staff is providing education around
this referral, they must be an RN or

need have an approved script.

TIP: Get a ROl signed to make
Qllow-up with the provider easery

Patient DOES NOT
complete referral

Help with rescheduling\
and/or calls for

reminders /

Make sure you follow your clinic protocol

for the number of follow-up attempts.

If appomtment is rescheduled, return to
‘Monitor referral status’ step

Document &
Close Referral

contact information of

K specialist /

dentlfy and coordinate Make sure to tell the patient any

any other important information about making
needed Supports &helr appointment including a deadllry

Ex. financial, transportation,
mterpreter

Monltor referral status \

Use HIE/NextGen/Faxes Patient DOES
Ideally not phone calls - if you must,
BATCH call the referrals complete referral
|
Obtain copy of visit
notes and results & add
to EHR
Ex. imaging, lab results, diagnoses
I

Notify relevant
provider(s) for review

Refer to your clinic policy for how/when
to notify the provider of results. This
may be based on RN judgement or

specific protocols.

Document &
Close Referral

N>




Sample Transition of Care Workflow

l Transition of Care l
PRO-ACTIVE < RE-ACTIVE >
|

Coordinator is notified of
ED/Hospital visit

Coordinator is notified of
ED/Hospital visit via
PointClickCare

aYa

N\

| This may be through MCO lists, NextGen,
ADT alerts, faxes, or phone calls.
Review

Often notified after discharge which can
. . . .. lead to delays in care.
hospitalization/ED visit y

info via the HIE

Notify the provider per
clinic protocol

NN

Call Hospital/ED to

provide any relevant N ——
patient history

Monitor for
patient discharge

N
T

Call patient to schedule
follow-up visit

You ARE allowed to do this! HIPAA
allows for coordination of care.

TARYAR YR

Make sure the patient has sufficient
medications to get to follow-up
appointment.

Obtain copies of
Hospital/ED visit
documentation
& add to EHR

Notify relevant
provider(s) for review

oY
NN

A

Refer to your clinic policy for
how/when to notify the provider of
results. This may be based on RN
judgement or specific protocols.

YA
NN




Billing for Services

The following pages provide information on the associated billing codes and requirements for Medicare reimbursement
of Chronic Care Management and Principal Care Management. Medicare is currently the only public insurance provider
offering reimbursement of care management services. Speak with your billing department to ask about requirements and
rates for care management services reimbursement of private payers.

Chronic Care Management (CCM) Reimbursement

CCM Billing Criteria:
. Multiple (two or more) chronic conditions expected to last at least 12 months, or until the death of the patient
. Chronic conditions that place the patient at significant risk of death, acute exacerbation/decompensation, or functional
decline
. Comprehensive care plan established, implemented, revised, or monitored

BILLING CODE DEFINITION

99490 First 20 minutes of clinical staff time directed by a physician or other qualified health care
professional, per calendar month

Each additional 20 minutes of clinical staff time directed by a physician or other qualified

99439 health care professional, per calendar month (List separately in addition to code for primary
procedure)
99491 First 30 minutes provided personally by a physician or other qualified health care professional,

per calendar month.

99437 Each additional 30 minutes by a physician or other qualified health care professional, per
calendar month (List separately in addition to code for primary procedure)

Comprehensive assessment of and care planning for patients requiring chronic care

G0506 management services (list separately in addition to primary monthly care management
service). Report when extensive assessment and care planning outside of the usual effort
described by the billed E/M code is performed by the billing provider.



Complex Chronic Care Management Reimbursement

Complex CCM Billing Criteria:
« CCM criteria AND moderate or high complexity medical decision making

BILLING CODE DEFINITION

99487 First 60 minutes of clinical staff time directed by a physician or other qualified health care
professional, per calendar month

99489 Each additional 30 minutes of clinical staff Yme directed by a physician or other qualified health care
professional, per calendar month (List separately in addition to code for primary procedure)

Principal Care Management (PCM) Reimbursement

PCM Billing Criteria:
. One complex chronic condition expected to last at least 3 months, and that places the patient at
significant risk of hospitalization, acute exacerbation/decompensation, functional decline, or death
. Condition requires development, monitoring, or revision of disease-specific care plan
. Condition requires frequent adjustments in the medication regimen and/or the management of the
condition is unusually complex due to comorbidities
. Ongoing communication and care coordination between relevant practitioners furnishing care

BILLING CODE DEFINITION

99424 First 30 minutes provided personally by a physician or other qualified health care professional, per
calendar month

99425 Each additional 30 minutes provided personally by a physician or other qualified health care
professional, per calendar month (List separately in addition to code for primary procedure)

99426 First 30 minutes of clinical staff time directed by physician or other qualified health care professional,
per calendar month

99427 Each additional 30 minutes of clinical staff time directed by a physician or other qualified health care
professional, per calendar month (List separately in addition to code for primary procedure)




Measure Your Impact

Reviewing data regularly will help you understand if your care
management program is working. In the long-term, that data can be
used to identify areas for program improvement and to determine
program value in terms of cost savings, clinical improvements, or
improvements in care.

Use the lists below to help you identify different data points and frequencies to evaluate your care
management program.

Are care management staff meeting expectations?

Monthly Staff capacity:
« How many FTE are currently working in care management?
« How many Care Manager (CM) positions are currently open?
« What is the assigned caseload of each CM?

Staff engagement:
. How many 1:1 patient meetings are scheduled each week?
« How many scheduled 1:1 patient meetings are kept vs. no-show?
« How many virtual touchpoints are completed with patients each week? (Phone calls,
text messages, etc.)

Quarterly = Staff satisfaction:
« What is the turnover rate for CM roles?
. How do CM staff perceive their roles? What do they need to feel successful?

Program compliance:

. How many total patients are eligible for CM? Out of that total, how many were
referred to CM?

« What proportion of referred patients complete enrollment in CM?

« When a patient is referred to CM, how long is it taking for CM to contact them?

« Do all patients enrolled in CM have a signed consent on file?

« Are patients being contacted for CM services at your clinic’s established frequency
(weekly, monthly, etc.)?

. For billable CM services, how often is the billing code being entered properly?



Measuring Your Impact

Are patients receiving case management benefiting from the program?

Quarterly Engagement
. How many total patients are currently enrolled in CM?

« How many total patients were discharged from CM within the measurement period?

- What proportion of discharged patients are due to program completion, program
withdrawal, or unable to contact?

« What proportion of enrolled patients have attended more than one CM visit?

- What is the average number of touchpoints per patient for enrolled CM patients?

Disease Management
. Are patients enrolled in CM meeting standards of care for their chronic disease? (i.e.
prescribed correct medications, scheduled for correct health screenings, completing
lab draws at recommended frequency)
« Are patients enrolled in CM completing recommended preventative health measures?
(i.e. attending well-adult visits, completing cancer screenings, etc.)
« Are patients enrolled in CM taking their medications as prescribed?

Utilization:

. Are patients enrolled in CM attending their scheduled primary-care visits? What is the
no-show rate within your CM population?

« Are patients enrolled in CM attending their referrals to specialty providers?

« What proportion of patients enrolled in CM had a hospitalization or ED visit within the
measurement period?

. Is there any change to frequency of unscheduled acute visits within the measurement
period?

Is the clinic seeing a larger impact (ROI) from the case program?

Annually Financial:
« What is the cost to operate the current care management program? (Staff time,
technology needs, etc)
« How many billable visits were completed? What proportion of those were approved
and reimbursed?

Clinical Quality:
« Is there any change to applicable UDS measures? (i.e. A1c control, statin therapy,
IVD, cancer screenings)
. Is there any change to patient satisfaction as reported by patient satisfaction
surveys?

Staff satisfaction:
- How does the clinical team perceive team-based communication?



Care Manager Brain Sheet: Daily Planning

This daily planning tool can be used by care managers to help organize their day and monitor patient progress
through the program

First, review your caseload and write in all the CM visits scheduled for the day and any associated notes. Then,
review your caseload for any patients with other clinic visits that day and write them in the associated column.
You may want to touch base with these patients as your availability allows. Review your hospital/ED admissions
list and fill out the corresponding table with admitted patients information. Monitor these patients for discharge
and notify providers as needed. Use the F/U List box to list any patients you need to connect with that day.

Download the printable PDF HERE.

Time Scheduled CM Visits CM Patients in Clinic Hospital /ED to Monitor for D/c
(Top Priority) (Meet with as available)
Patient | Hosp. | D/c? | Notes

8:00 | Pt:Toby F. PCP:Holly NP | Pt: PCP: Kelly e Bolby boy, Dr-
AM Reason: CM orientation Reason: G Fri Lewis to follow
8:30 Pt: PCP: Pt: PCP: Erin H Kearney ? Call sW
AM Reason: Reason: ‘| Reg < | 402-444-4444
9:00 Pt: PCP: Pt: Michoel <. PCP: Dr. Lewid|

AM Reason: Reason: B n

9:30 Pt: Roy A PCP:Dr. Palmer] Pt: PCP:

AM Reason:lr;un Hour! Reason:
10:00 | Pt : Pt: Darryl P. PCP:Dyr. Nunez

New diobetes,

AM Reason: print log template Reason: pgptg)
10:30 Pt: PCP: Pt: PCP:

AM Reason: Reason:
11:00 Pt: PCP: Pt: PCP:

AM Reason: Reason:

F/u List

11:30 Pt: PCP: Pt: PCP: )

M | Reason: Reason: [ Phylis V. - £/u mammo
12:00 Pt PCP: /NPCP: D Creed B - d/c? unresponsive
PM W} Reason: [[] Meredith P. - check in cal due

Lor annual visit
12:30 Pt: PCP: Pt: PCP: D
PM Reason: Reason:
1:00 Pt: PCP: Pt: Angela M. PCP:  yas¢ for D
J P \ogf
PM Reason: Reason: Psych £/u, = []
1:30 Pt: PCP: Pt;5+an|ey g. PCP:Dr. Smith I:‘
PM Reason: Reason:ep £/u - New meds!
2:00 Pt: PCP: Pt: PCP: D
PM Reason: Reason: D
2:30 Pt: PCP: Pt: PCP:
PM Reason: Reason:
3:00 Pt: PCP: Pt: PCP: Notes
PM Reason: Reason:
3:30 Pt: PCP: Pt: PCP:
PM Reason: Reason:
4:00 Pt: PCP: Pt: PCP:
PM Reason: Reason:
4:30 Pt: PCP: Pt: PCP:
PM Reason: Reason:



https://hcanebraska.sharefile.com/public/share/web-s35453dd0cf144ebc82c64af6436a85a6

Additional Resources

The resources linked below provide additional information on many of the topics covered in this toolkit.

Program Development

What is a Care Manager? NACHC Care Management Action Guide
Care Management Framework RN Care Manager Job Description

Case Management Fact Sheet Chronic Care Management Specialist Job
Case Management Framework and Guiding Description

Principles Care Coordinator Job Description

Care Coordination Self Assessment Case Manager Description

CMS Chronic Care Management Booklet

Billing Measuring Your Impact
FQHC Care Management Billing_and Coding Case Management and Program Evaluation
NACHC CCM Reimbursement Tips HECMA Program Evaluation Rubric

CMS Information for FQHCs AHRQ Care Management Evaluation

References

American Academy of Family Physicians Case Management Society of America
National Association of Community Health Centers Centers for Medicare & Medicaid
ChartSpan InFlight Health - Care Management Impact
Health and Wellness Medical Services Agency for Healthcare Research and Quality

... This project is supported by the Health Resources and Services Administration (HRSA) of
the U.S. Department of Health and Human Services (HHS) as part of an award totaling
HC AN $868,241 with 0% financed with non-governmental sources. The contents are those of the
author(s) and do not necessarily represent the official views of, nor an endorsement, by
Health Center Association HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.

OF NEBRASKA



https://argano.com/insights/articles/integrating-case-management-and-program-evaluation-for-better-outcomes-in-nonprofit-organizations.html
https://www.hecma.org/wp-content/uploads/2019/05/Case-Management-Program-Evaluation-Rubric-HECMA-2016.pdf
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/hcbs/medicaidmgmt/mm7.html
https://www.chartspan.com/blog/what-is-a-care-manager/
https://www.chcs.org/media/Care_Management_Framework.pdf
https://cmsa.org/case-management-at-a-glance/
https://cmbodyofknowledge.com/content/introduction-case-management-body-knowledge
https://cmbodyofknowledge.com/content/introduction-case-management-body-knowledge
https://ruralhealthvalue.public-health.uiowa.edu/files/RHV%20Care%20Coordination%20Assessment.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf
https://nachc.org/wp-content/uploads/2022/05/Slides_FQHC-Care-Management-Billing-Coding.pdf
https://www.nachc.org/nachc-content/uploads/2023/07/Reimbursement-Tips_CCM-CCCM-PCM.pdf
https://www.cms.gov/medicare/payment/prospective-payment-systems/federally-qualified-health-centers-fqhc-center
https://www.nachc.org/wp-content/uploads/2023/07/Action-Guide_Care-Management.pdf
https://hometownhealthcenter.org/wp-content/uploads/sites/61/2020/12/RN-Care-Manager-120720.pdf
https://www.cvfp.net/images/careers/CCM-Specialist.pdf
https://www.cvfp.net/images/careers/CCM-Specialist.pdf
https://www.myrgh.org/documents/Care-Coordinator.pdf
https://www.uwhealth.org/files-directory/position-descriptions/registered.nurse/case.manager-utilization.review/rn.complex.case.manager.801022.pdf
https://www.aafp.org/family-physician/practice-and-career/delivery-payment-models/medical-home/care-management.html
http://www.nachc.org/nachc-content/uploads/2022/01/Care-Management-AG_December-2021.pdf
https://www.chartspan.com/blog/what-is-a-care-manager/
https://healthandwellnessmedicalservices.com/what-are-the-duties-of-chronic-care-management/
https://cmsa.org/the-impact-of-case-management-on-the-healthcare-system-3/
http://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf
https://inflighthealth.com/healthcare/playing-the-long-game-part-8-measuring-performance-in-care-management/
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/hcbs/medicaidmgmt/mm7.html

