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• The Initial Problems 

– No existing, one-stop spot in EHR for 
efficiently and effectively documenting 
Chronic Care Management. 

– The need to document Chronic Care 
Management in order to attain PCMH status. 
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• The Initial Goal 

– One location to quickly and concisely 
document Chronic Care Management 

– A one-page document that could be used by 
Medical Assistants, Nurses, and Providers 
alike. 

– A generic document that could cover all 
chronic problems (CHF, Diabetes, Obesity, 
etc.) 
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• The Initial Efforts 
– We listed the PCMH standards that we were not 

able to effectively document. 
• Criteria in which we must show examples that we meet the criteria: 

– 3C2 - Individual treatment goals set and plan of care together (Examples) 
– 3C4 - Assess and address barriers when patient has not met treatment goal (Examples) 
– 3C6 - Refer for additional care management (Examples) 
– 5B5 - Ask patients/families about self-referrals and requesting reports from clinicians (Ex.) 

• Criteria in which we must meet a specific goal in order to meet the criteria: 
– 3D4 - Assess patient/family understanding of medications (Goal: 50%) 
– 3D5 - Assess pt response to meds/barriers to adherence with dates of updates (Goal: 50%) 
– 4A1 - Provide educational resources or refer for self-management (Goal: 50%) 
– 4A3 - Develop and document self-management goals in collaboration (Goal: 50%) 
– 4A4 - Document self-management abilities (Goal: 50%) 
– 4A5 - Provide self-management tools to record self-care results for pts/families (Goal: 50%) 
– 4A6 - Counsels patients/families to adopt health behaviors (50%) 

 
* Must-Pass 
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• The Initial Efforts 

– Solicited feedback from front-line staff. 

– Mocked-up potential templates. 

– Collaborated with programmers. 

– Programmers created initial template and we 
began testing. 

– Continued testing and enhancements. 
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• The Continued Efforts 
– Resisting tendency to over-crowd and over-

complicate. 

– Intentionally working to keep generic. 

– Training of staff. 

– Working to expedite process (added 10 minutes 
initially, 5 minutes for update to rooming 
process). 

– Adding features with future collaboration in 
mind. 
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Thank you!  
Questions? 
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Making Modifications and Enhancements 
 

Shannon Nielson 
HealthSource of Ohio   

  


