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Model of Care Audit Protocol

CMS = Clinical Focus DHS = Person-Centered Focus



Model of Care Chart Review Findings



2.3: Did the ICP include 
measurable outcomes 
in accordance with the 
MOC?

Measurable and specific goals take the ambiguity out of what the member is wanting to accomplish  
Measurable and specific goals quantifies what the patient is aiming for

Fact: Measurable goals are not found just in health care, schools use them for IEP 
plans, businesses to help achieve outcomes, substance abuse prevention programs 
etc. 







CMS wants to see measurable goals



DHS + CMS Requirements



What is a SMART Goal?
Specific

Measurable

Attainable

Relevant

Time-Bound



Specific
What is the member wanting to accomplish?

What are they aiming for?

Narrow the focus

Short and concise

Avoid generalizations- they can’t be measured



Measureable
Ask yourself, ‘How would I measure this?’

Non-Measurable Measurable

Mary would like to have fewer falls Mary will report zero falls or Mary would like to avoid 
having any falls over the next year

Mary would like to have an improvement in her overall 
pain caused from her arthritis over the next year.

Mary would like to rate her pain as less than 5

Mary would like to have as few seizures as possible Mary will report less than 3 seizures

Mary and family would like weight to be stable over the 
next year

Mary will not gain more than 10 lbs



Attainable

Some goals need to be broken down into 
achievable steps/pieces.  

Not Attainable Attainable

Mary wants to lose 100 lbs Mary will lose 10 lbs

Mary will walk 5” 3x/day

Mary will eat sweets no more than 
3x/wk



Relevant
Relevant: 
Make sure the goal reflects what’s important to the individual. Use Motivational 
interviewing to help tie identified needs from the assessment to goals. 

Why is this goal important to the member? 
How will this goal benefit your member? 
Will the member stay committed to the goal? 

Mary wants to fly to 
Arizona to attend her 

granddaughters 
wedding



Time-Bound

Time-bound is built into the care plan goal section; no need to restate in your goal



Care Planning for Assessed Needs



Clinical Needs

Identified Clinical Needs are missing from the care plan



Clinically complex patient  with 
multiple inpatient stays. No 
clinical conditions addressed on 
care plan. Case notes describe 
medical conditions.

Mary will not gain more than 
3 lbs in one day.

Mary will rate pain as less 
than 5 on a scale from 1-10

Mary will report 0 falls

Mary’s blood pressure will 
remain below 150/90



Post Discharge Care Plan Updates



Easy Transition?
No, certainly not

Different way to think about care planning

Shorter goal target dates are needed. Not everything can wait 6 months to be 
reviewed- such as daily weights

Especially when patients are discharged from the hospital with unstable medical 
conditions



Next Steps: Phase 1
Read Goals to Care article which will give you more context into care planning using a 
SMART goal approach

With each care plan you complete or update going forward, create 1 SMART goal



Phase 2

We will review care plans and provide additional training & tools

Care plans to evolve to include more SMART goals and statements

Continue to work closely with your leaders



Phase 3
Age and Odyssey conference 7/31-8/1 will have a SMART Goal care planning session

Training for our collaborative workgroup

Other health plans starting to train.
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