Charter Document for Establishing a Chronic Care Management (CCM) Program
Purpose
The purpose of this charter is to establish a Chronic Care Management (CCM) program at Sparta Community Hospital to improve patient outcomes, enhance care coordination, and generate sustainable revenue through efficient management of chronic conditions. This program aims to support Medicare/Medicare Advantage members with two or more chronic conditions by providing comprehensive care management services aligned with CMS guidelines.
Program Objectives
1. Improve Patient Outcomes: 
· Enhance the quality of care for patients with chronic conditions.
· Reduce hospital readmissions and emergency department visits.

2. Optimize Care Coordination: 
· Facilitate seamless communication among care team members.
· Promote patient engagement in their health management.

3. Generate Revenue: 
· Utilize CMS reimbursement opportunities for CCM services.
· Improve financial sustainability through value-based care initiatives.
Scope
The CCM program will serve Medicare/Medicare Advantage patients with two or more chronic conditions that place them at significant risk of death, acute exacerbation, or functional decline. Services will include, but are not limited to:
· Personalized care plans.
· Monthly follow-ups with patients.
· Coordination with primary care providers and specialists.
· Medication management and adherence support.
Stakeholders
· Executive Sponsors: [Name(s)] 
· Provide strategic direction and ensure alignment with hospital goals.
· Program Manager: [Name] 
· Oversee the implementation and daily operations of the CCM program.

· Care Team: 
· Physicians, nurse practitioners, care coordinators, and other staff responsible for delivering CCM services.
· IT and Data Analytics Team: 
· Provide technical support and data analysis for monitoring program performance.
Governance
The CCM program will be governed by [administrative team] comprising representatives from clinical, administrative, and IT departments. The [administrative team] will meet monthly to:
· Review program performance metrics.
· Address operational challenges.
· Recommend adjustments to improve outcomes.
Implementation Plan
1. Program Design (month 1-2): 
· Develop workflows and standard operating procedures.
· Identify eligible patients.
· Establish IT infrastructure for documentation and billing.

2. Staff Training (month 2-3): 
· Train care team members on CCM protocols and billing practices.
· Conduct role-specific education sessions.

3. Program Launch (by month 4, factors depending): 
· Begin enrolling patients into the CCM program.
· Start delivering CCM services.
4. Performance Monitoring (Ongoing): 
· Collect and analyze data on patient outcomes, care coordination, and revenue.
· Report key findings to stakeholders monthly.

Key Performance Indicators (KPIs)
· Patient Outcomes: 
· Reduction in hospital readmissions (e.g., 20% decrease within 12 months).
· Improvement in patient satisfaction scores.



· Operational Metrics: 
· Number of patients enrolled in the CCM program.
· Percentage of patients with documented care plans.
· # of eligible versus QTY billed

· Financial Metrics: 
· Monthly revenue generated through CCM billing.
· Reduction in uncompensated care costs.

Resources
· Staffing: 
· One full-time care coordinator per 150-200 CCM patients.
· Administrative support for billing and documentation.

· Technology: 
· Electronic health record (EHR) system with CCM capabilities.
· Patient engagement tools (e.g., secure messaging platforms).

· Funding: 
· Initial funding from hospital reserves or grants.
· Ongoing funding through CMS reimbursement.

Risk Management
Potential risks and mitigation strategies include:
· Low Patient Enrollment: Implement targeted outreach and education for eligible patients.
· Staff Burnout: Ensure adequate staffing levels and provide professional development opportunities.
· IT Challenges: Conduct thorough testing of EHR integrations before program launch.
Approval
This charter is approved by the following individuals:
Executive Sponsor: _________________________
Program Manager: _________________________
Date: _________________________

