Best Practice Care Coordination Conference

At the Intersection of Care

Transitions, Care Plan Goal
velopment, and Consistenc

Jutcomes Documentatic

guality improveme




| Intersection of Care Transitions
and
Care Planning with members

) Blueshieid MEDICA.

Minnesota

SOUTH COUNTRY
TEALTHALLIANCE "’ HealthPartners W
Bringing Wellbrness Fome HE A |




Managed Care Organization
Collaboration

e QOverview of streamlining processes:

— Collaborative Care Plan
— Care Plan Development and Goal Writing
Transitions Management




Why Are We Here?

innesota Health Plans history of collaboratio
view CMS and DHS requirements
istent interpretation and training whe




'hy the Focus on Transition Managemen

1S focus

ide efforts to reduce readmission
itions Program — Dr. Eric Cole







DHS Care Plan Requirements

omprehensive Care Plan development is base
1 available information including issues or
ds identified by risk and comprehensive
ments, medical records and/or pre
o the extent they are avai
amily ing




HS Care Plan Requirements (Part 1)

dvance directive planning

ique primary, acute, long-term care, mental
th, and social service needs of each memb
propriate coordination and communi
providers




Why a Collaborative Care Plan?

re coordination/case management delegates aske
care plan that all health plans would accept for

tive Care Plan was develope




Health Plan Workgroup Collaborative Care
Plan History

 Participating Health Plans: Blue Plus, Health
artners, Itasca Medical Care (IM Care), Medica,
tropolitan Health Plan (MHP), PrimeWest H
h Country Health Alliance, UCare

orking together in February, 200




are Plan Differences Between Healt
Plans

1e health plans use different care plan
nents, but required elements are the sar

v Health Alliance




Care Plan Development

ere to find information for goal writin

riting

member-centered goal




Where to Find Information for Goal
Writing (part 1)

t practice recommendation: document addition
mation in comment sections on LTCC to use ir

pports/social resources




here to Find Information for Goal
Writing (part 2)

n - Weight loss/gain
cco/substance use




Where to Find Information for Goal
Writing (part 3)

Member Input:

e Member’s concerns

e Health conditions that may be causing
difficulty

e Mental health needs

e Preventative care




Where to Find Information for Goal
Writing (part 4)

oorative Care Plan:

antion/chronic conditions




Goal Writing

hat is a goal? A desired result

it does the member want to accomplish?

rotocol requirement




Developing Member Centered
Goals

ART goal writing model
ecific
surable




Not SMART vs. SMART goals

Not SMART Goal SMART Goal

Member wants to lose weight Member wants to lose 15 pounds
(not specific) within the next 6 months

Member wants help with his diabetes = Member’s blood sugars will remain
(not specific, not measurable) stable over the next 12 months

Member will stay living in her home . Member will be compliant with
(not specific) high blood pressure medication
Member will be free from falls for
the next year
Member will eat a minimum of 1
healthy meal/day




Care Plan as a “Living Document”

pdate care plan as required by health plan

dit protocol requirements (common audit error)

onitor & document progress- how is member doing at
ieving their goals?

goal outcomes
member meet the goal?
| be discontinued, modified or c




‘A Collaborative Approach to
Transition Management

Zm@ EluesShieida MEDICA..

Minnesota




2012 CMS QIP / 2013 DHS PIP:
Improving Transition Post-
hospitalization




dI'€Plan 2012 CMS QIP/2013 DHS PIP:
1proving Transitions Post-hospitalizatic

llaborative data set for HEDIS®
All-Cause Readmission (PCR) Rate (30-day)

1sition of Care (TOC) Log




anage Discharge from One Setting to
Another

Movement of a member from one care
setting to another as the member’s he

status changes.

ansition:

lon Goals:

ommunication with Interdiscipli
d others involved in th




Transition of Care Log

TRANSITION OF CARE (TOC) LOG

Communication tasks to be completed within 1 business doy of notificestion include notify members PCP; share care plan: inform member/responsibie party 3bout care transition
SC56855 and SUPPONt person, communicte with member/responsible party about changes to member's health status and Gre plan.  (Effectve: 4/15/13)

Member Name: MCO Name:

PMI&E: | | Preduct: MCO/Health Plan Member ID&:

Care Management Contact: [ AgenchCountvICan System:

Transition Communication Actions from Care Management Contact
Notification Date: Transition Date: Transition From: [Type of care setting) Transition To: [Type of care setting)
== = = =i

Is this the member’s ususl core setting? O Yes O No | ks this the member's ususl core setting? O Yes O No

Transition Type: ml’hnned EUnphnned
Jronsition Description:

Notified PCP of transition via miaq Eﬂhcnz EE.!R ({OR) m;mten PCP was the Admitting Physician

Shared care plan with receiving setting [Review current services).

Communicsted with member/responsible party sbout chenges to the member’s hesith ststus snd plan of care.
Communicsted with member/resp ible party ab the care transition process.

Es A mer/ ible party sb a2 and how to p gl 4 2a2 ¥/ o

1=

This section should be complieted only when the member discharges TO their usual care setting.

Does the RamBesRaxs a follow-up sppointment scheduled with primary care or specialist?

Can the member ;yaepe. their medications or is there a system in place to manage medications (eg. home coreserug)?

Can the member yerbales weming signs snd symptoms to wetch forand how to respond?

Dces the memberuse 3 Personal Heslth Core Record® Check “Yes™ if wisit summary, discharge summary, and/or hecithcare summary are being used os a PHR

disc
E[ Yes E[ ne O wa Heve you updated the member’s care plan? Check “N/A” if SNFE/facility scaff is responsible for the careplon.

¥ No, explain: |
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(Referred to as the “Care Plan Data Collection Guide” in
the DHS Triennial Compliance Assessment (TCA)
conducted by the Minnesota Department of Health)

e Goal: To facilitate an interdisciplinary, holistic, and
preventive approach to determine and meet the health
care needs and supportive services needs of members
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