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	POLICY STATEMENT: The Aspire Health Center is committed to providing quality health outcomes for all patients served. Following clinical assessment of the patient, Primary Care and Specialty Providers establish recommendations in concert with the patient’s personal health goals that forms a Treatment Plan.  Based on national best practice standards, the Treatment Plan is focused on achieving evidence based outcomes that will support the patient’s highest level of wellness.  A patient’s non-compliance with these recommendations carries with it the risk of a compromised health status and potential exposure to disease.  In cases of non-compliance, the Primary Care Provider/Specialist should set clear expectations regarding the patient’s treatment plan, outline the risks of ignoring the recommendations and advise the patient that non-compliance with the plan of care may result in discharge from the medical practice. 


RESPONSIBILITY:




PROCEDURE:

	Primary Care Provider/Specialist
Primary Care Provider/Specialist;  Nursing Staff; Care Coordinator
Primary Care Provider/Specialist; Nursing Staff; Care Coordinator; Other Agency Personnel as Appropriate
Primary Care Provider/Specialist;  Health Center Administration; Care Coordinator; Other Agency Personnel as Appropriate
Primary Care Provider/Specialist;  Health Center Administration; Care Coordinator; Other Agency Personnel as Appropriate (continued)

	1. Conduct a thorough history and physical exam or assessment initially and annually; establish recommendations for treatment, based on the patient’s medical history, current status and in accordance with best practice standards. 
2. Clearly outline education for patient regarding medical needs, Primary Care Provider/Specialist recommendations for treatment and anticipated health outcomes.  Afford consideration for learning styles, cognitive abilities and communication needs as well as sensitivity to the patient’s cultural orientation.
3. Develop a treatment plan in concert with the patient’s contribution of personal health goals.  The treatment plan will be discussed with the patient to include medication protocols, potential specialty referrals, order changes and to the extent possible, potential needs for current and future diagnostic testing.  Consideration for Care Coordinator intervention will be considered at this point, if concern exists that the patient may choose not to assist with executing the treatment plan.
4. In cases where patients have chosen to ignore the advice of the Primary Care Provider/Specialist in following the proscribed treatment plan,  an additional effort will be put forth to provide additional education, in an effort to achieve patient engagement.  At this time, the patient will be clearly advised that continued non-compliant behavior will result in discharge from the medical practice.  Initial efforts to educate and engage the patient will be completed through phone outreach, in the form of care coordination. If unsuccessful, formal written correspondence will be utilized. All efforts at outreach, engagement and education will be documented in the medical record. 

5. When ongoing efforts to educate and engage the patient have been unsuccessful and the patient remains non-compliant with the medical recommendations in the treatment plan, the Primary Care Provider/Specialist will review the current jeopardy of the patient’s actions and may choose to make the determination to discharge the patient from the medical practice.
6. Once the decision to discharge has been made, formal, written notification will be provided to the patient clearly outlining that medical care will be offered for a period of 30 days, following the date of discharge. This notice will include attachment of the document:   “Patient Rights and Grievance Process” (Addendum A) outlining the process for challenging the decision for discharge.  The patient’s record will be documented with the date of the notification, the method for notification (certified mail, etc.) date of conclusion of the 30 day support period and any other pertinent information necessary for the communication and adjudication of the decision.  
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