
Care Management reviews 
ADT Feeds (NC Notify, Care Links, 

Hospital Portals) and Direct Referral 
(CM Desktop) to identify Transitional 
Care Management COVID-19 patients 

Is the patient an 
established ACH 

patient?

Care Management 
completes mini-registration 

and schedules patient for 
telehealth visit

(note: PRR will follow 
standard workflow for 

registration)  

Care Management calls patient, reviews 
discharge summary with patient, 

assesses barriers to self-management, 
schedules provider TCM COVID-19 
telehealth appointment following 

standard workflow and add  COVID-19 
status  in appointment note

 Is the
 patient s 

appointment and 
COVID19 status 
confirmed on 
schedule appt

notes?

Was the 
provider 

visit 
completed?

Provider sends task to MA to schedule 
fo llow-up appointments, referrals, 

screenings and CM Desktop if TCM COVID-
19 patient. Provider signs-off Telehealth 

Vis it following standard workflow

COVID-19 patients  are 
rescheduled by Care 

Management

Advance Community Health 
Transitional Care Management for COVID-19 Patients: Soft Landing back to PCP and Care Management of COVID-19 Patients Workflow Model 
(Version 7, updated 04/28/2020)

no

yes

yes

no

Care Management reviews Discharge Summary 
(ED, Hospital, Urgent Care) and uploads records 

into the patient s chart in Centricity via 
Document Manager  - Documenting  Care 

Management  note to include: Med 
Reconciliation (assessment of ACH Pharmacy 
Home Delivery criteria), Med Adherence, and 

enough meds (and SDOH assessment)

yes

Care Management completes follow up call after 
telehealth visit, reviews Plan of Care and educational 
guidance, and following provider guidance, schedules 

telehealth visit or Care Management phone call.  

Notes: 
 COVID-19 pos itive patients are referred to Care Management
 When assessing COVID-19 patients, have objective measures to determine status  (e.g. Roth test-helps quantify 

pulse ox actual measurement)
 Report to Risk Manager any readmits or emergent intervention (e.g. new oxygen requirement)

Reference and follow the ACH CM TCM COVID-19 Workflow Guideline Procedure for additional details and scripting, 
including, but not limited to, the following topics:

 COVID-19 Signs  and symptoms 
 How to decrease spread of COVID-19
 Patient education re: age groups (elderly)
 Travel restrictions for suspected or recovering patients
 Obtaining test results from ED visits 
 Communicating and contact precautions with family members

Must meet at least one of the following criteria:
1. Patient resides within 5 mile radius 

of ACH Pharmacy OR
2. Resides  at designated Homeless Hotel identified by Wake County 

If patient resides  within 5 mile radius of ACH Pharmacy, patient must also meet one of the following criteria:
1. Age > 65 years old OR
2. Vehicle mode of transportation: no OR
3. Pill pack OR
4. Specialty prescriptions (i.e. HIV, Hep C) OR
5. Recent hospital discharge/ED discharge OR

6. High risk COVID-19 OR

Please reference and follow 
the ACH CM TCM COVID-19 

Workflow Guideline 
Procedure for additional 

details

Care team reviews the 
daily schedule 

Care Management coordinates with the 
provider to determine the COVID-19 Care Plan 
and frequency for follow up telehealth visits or 
phone calls (CDC guidelines recommend daily 

check ins) 

Does patient 
qualify for ACH 

Pharmacy Med Home 
Delivery?

COVID-19 Patients are referred to the  
Care Management Desktop for Care 
Management to refer ALL COVID-19 

positive patients to RN Care Managers

no

Patients are identified if they qualify for ACH 
Pharmacy Medication Home Delivery 

yes

Confirm patient s pharmacy of choice 
and offer ACH Curbside Pharmacy 

Service as an option 

no

Care Management 
will offer ACH 

Pharmacy Med 
Home Delivery 

option

Did patient 
accept the ACH 

Pharmacy Home 
Delivery option?

yes

Care Management enters 
note  home delivery  and 
handoff to ACH Pharmacy 

no
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