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Care Management and Support (CM)

The practice identifies patient needs at the individual and 

population levels to effectively plan, manage and coordinate 

patient care in partnership with patients/families/caregivers. 

Emphasis is placed on supporting patients at highest risk.

2



CM Competency A



CM –
Competency A

4

Criteria Criteria Description Required Evidence 

CM 01 

(Core)

Identifying Patients for Care Management: Considers the following in 

establishing a systematic process and criteria for identifying patients who 

may benefit from care management (practice must include at least three 

in its criteria): 

A. Behavioral health conditions

B. High cost/high utilization

C. Poorly controlled or complex conditions

D. Social determinants of health

E. Referrals by outside organizations (e.g., insurers, health system, 

ACO), practice staff or patient/family/caregiver

Protocol for 

identifying patients 

for care management 

OR

CM 03

CM 02 

(Core)

Monitoring Patients for Care Management: Monitors the percentage of 

the total patient population identified through its process and criteria.

Report

CM 03 * 

(2 Credits)

Comprehensive Risk-Stratification: Applies a comprehensive risk-

stratification process for the entire patient panel in order to identify and 

direct resources appropriately.

Evidence of 

Implementation

The practice systematically identifies patients who may benefit from 

care management.



https://chcleadership.com/wp-content/uploads/2019/05/CM_PCMH-Standards-and-Guidelines-2017-Edition-Version-4.pdf

https://chcleadership.com/wp-content/uploads/2019/05/CM_PCMH-Standards-and-Guidelines-2017-Edition-Version-4.pdf


CM Competency A -
Documentation Examples







CM Competency A -
Frequently Asked Questions



What is NCQA looking for regarding the percentage of a clinic's 

patients that should be receiving care management (PCMH 2017 CM 

02)?

• NCQA does not document a 'percentage requirement', but emphasizes the 

intent of the element is that practices use a defined criteria to identify true 

vulnerability. 'Unofficial' guidance suggests an estimated 5-15% of a 

clinic's patient population is reasonable starting point.

• The practice determines its subset of patients for care management, 

based on the patient population and the practice’s capacity to provide 

services. CM 02



CM Competency B



CM –
Competency B

12

Criteria Criteria Description Required Evidence 

CM 04 

(Core)

Person Centered Care Plans: Establishes a person-centered 

care plan for patients identified for care management.

Report 

OR

Record Review Workbook AND

Patient examples

CM 05 

(Core)

Written Care Plans: Provides a written care plan to the 

patient/family/caregiver for patients identified for care 

management.

CM 06 

(1 Credit)

Patient Preferences and Goals: Documents patient 

preference and functional/lifestyle goals in individual care plans.

CM 07 

(1 Credit)

Patient Barriers to Goals: Identifies and discusses potential 

barriers to meeting goals in individual care plans.

CM 08 

(1 Credit)

Self-Management Plans: Includes a self-management plan in 

individual care plans.

CM 09

(1 Credit)

Care Plan Integration: Care plan is integrated and accessible 

across settings of care.
Documented Process AND

Evidence of implementation

For patients identified for care management, the practice consistently 

uses patient information and collaborates with patients/families/ 

caregivers to develop a care plan that addresses barriers and 

incorporates patient preferences and lifestyle goals documented in the 

patient’s chart.
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CM Competency B -
Documentation Examples



CM 04, 05, 06, 07, 08 –

Example of Person-

Centered Care Plan





CM 04, 05, 06, 07, 08 –

Care Planning and 

Self-Care Support 

Record Review 

Workbook





Documentation Tips

• CM 04 - CM 08

• Report from electronic system or

• Record Review Workbook (RRWB) and 1 example for each 

criteria

• Report may be used to meet some criteria and RRWB with 

examples for other criteria – choose based on what is easiest to 

pull



Documentation Tips (continued)

Most Common errors: 

• No examples to support RRWB responses (CM 04-CM 08); site 

specificity for multisite practices

• Missing components of the care plan

• No evidence of actually giving patients care plans; reports 

acceptable if performance threshold of 75% is satisfied. CM 05

• Neglecting to assess and address barriers to meeting care plan 

goals CM 07



CM Competency B –
Frequently Asked Questions



Does a clinical summary meet the requirement for 

a “plan of care”? CM 04, CM 05

• No, not on its own, although a plan of care can be a 

component of a clinical summary. 

• Clinical summary might include a  diagnosis, medications, 

recommended treatment and follow-up, and information about home 

management of an acute or chronic condition, when appropriate. 

• Plan of care is tailored for the patient’s use at home and to the 

patient’s understanding (e.g., an asthma action plan). 



What are the parameters for a care plan? CM 04

A care plan is based on the acute, chronic and preventive care needs of a 

patient and can include:  

• Patient preferences and goals; 

• Treatment goals and status; 

• Assessment of barriers and strategies to address them; 

• Problem list

• Expected outcome/prognosis

• Medication Management;

• Allergies; 

• Self-care plan

• Schedule to review and revise plan, as needed



What are the parameters for a care plan? (cont.) CM 04

• This criteria requires practices to document a patient-centered view of the 

care plan and share the plan with the patient between visits. A care plan 

does not need to be re-created at each visit but must be reviewed and 

updated as needed (document when this is done).

• A practice updates the care plan at ‘relevant visits’.  A relevant visit 

addresses an aspect of care that could affect progress toward meeting 

existing goals or that require modification of an existing goal.



Can practices make the individualized care plan available via 

patient portal, or are they required to provide the document in 

writing? CM 05

• Although the care plan can be made available via the patient portal, it is 

essential that all patients have access to the document. 

• If patients are not registered for the portal, they will not have access. 

• Practices should use an alternative method to provide the written care 

plan to patients, to ensure that all patients have access after an 

appointment. 

• Practices must document that the care plan is provided in writing to the 

patient in the patient’s medical record.



Are practices required to document that they identify and discuss 
potential barriers to meeting goals in individual care plans? CM 07

• Yes. Practices must assess whether there are barriers to meeting goals 

and should address any identified barriers. 

• Both components must be listed in the medical record in order to select 

“Yes” in the Record Review Workbook. 

• If the practice assesses potential barriers and none are identified, the 

practice may answer “Yes.”

• Note: Practices must provide an example of how they meet each 

criteria and complete the Record Review Workbook. Examples are not 

required if a practice provides a report as documentation.


