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Welcome and Introductions

Lightning Introductions

+* State Your Name
< Your Job Title

<+ Your Agency Name
% Level of Care

Course Objectives

» Gain an understanding of Care Coordination and Case Management in

the Waiver environment,

» Describe how coordination of care and case management activities
can lead to improved patient outcomes and experience of care.

b Describe the key components of case management and who should
perform these functions in your agency

P Identify at least one care coordination or case management workflow
to develop further in your agency

b Identify barriers to full implementation of Care Coordination and Case
Management services and develop strategies to reduce or eliminate
these barriers.
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What is the difference between Care
Coordination and Case Management?

9/9/2019

Coordination of Care for the Treatment
of Chronic Disease

[ Integrated Care is the routine and systematic coordination
of health and behavioral health services in order to achieve
improved health outcomes; improved patient satisfaction, \

and to reduce overall healthcare costs. \t\

 Care Coordination is the deliberate organization of patient
H care and treatment activities and the sharing of
infermation among multiple providers to ensure that all
areas of need identified are addressed.

Fresno County Provider Manual

Case Management Services - Method of Meeting
Care the Goals of Coordination required by DMC-
0DS Special Terms and Conditions

Case Management is defined in the Medi-Cal 2020 section 11 15(a) |
Medicaid Demonstration Special Terms and Conditions (STCs) as:

. aservice [benefit]to assist beneficiaries in accessing needed medical, "\
ducational, soci revocational, vocational, rehabi itative, or other

community services

As Defined by National Center for Quality Assurance

a collaborative process of assessment, planning, facilitation, care -

- coordination, evaluation and advocacy for option and services to meet /

comprehensive, medical, behavieral and social needs of clients and their
families while promoting quality, and cost effective outcomes.
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How One Earlier Adopter Has
Defined Case Management

9/9/2019

Case Management Checklist of Core
Functions (examples of activities)

Connection

» establishing and maintaining benefits including transferring benefits from Pprevious
county of residence

»  link beneficiary to community resources and services
Coordination

»  facilitate necessary transitions in SUD levels of care by coordinating and
forwarding necessary treatment documentation

»  coordinate care with health clinics and providers, mental health providers to
ensure a whole person approach

coordinate social services activitics with state, county and community entities
coordinate with criminal justice entities - probation and courts

v v

13
Los Angeles o 2 i
County S i
Provider S & T
hanua AL
Definition of —— : :
Management offers support services to
Case increase.sel?—efﬁcaqr, self-._ad\’r)u Cy, basic life
Management * skills, ‘coping strategies, self-management of |
“biopsychasocial needs, benefits and resaurces,
. and l_'ein tion into the commiunity. |
14

15
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What Are the Knowledge, Skills and Attitudes
Needed to Provide Case Management Services ?

» Understand madels & theories of addiction and other problems related to SA

# Describe the philosophies, practices, policies, and outcomes of the most
generally accepted and scientifically supported models of treatment,
recovery, relapse prevention, and continuing care for addiction and other
substance-related problems

* Recognize the importance of family, social netwaorks, community systems,
and self-help groups in the treatment and recovery process

> Understanding the variety of insurance and health maintenance options
available and the importance of helping clients access those benefits

¥ Understanding diverse cultures and incorporating the relevant needs of
culturally diverse groups, as well as people with disabilities

* Value of an interdisciplinary approach to addiction treatment

9/9/2019
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Case management services can be provided in the following
settings as long as the services are affiliated with a DMC
certified location:

where Can = DMC provider sites
Case » County locations
Management )
. » Regional centers
Services be
. > Inal i i lined and d in th
Provided? cﬁqﬁ'%.‘igéﬁﬁﬂ'lﬁnﬁ&?{' cluding fatd-based
services

Fach county as the PIHP is responsible for determining the design a[;deumy
the rates and which entity monitors the case management activities

20

How Can Case Management Services Be \
Delivered?

Case management can be delivered to a client in the
following ways:

» Face-to-face
» By telephone
» By telehealth

If case management services are provided in the community, the provider /
delivering the service must be linked to a DMC certified site / facility. -

21
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Case Management Tasks Continued

Link to Primary Care for preventizn as well s treatment services

LR DURTVSII Ferer aadink to Medication Assited Tréatment

Supper: Care Transitions

‘Referand tink Evaluaie, refer and Hink to HIV and/or Hepatits C services

ST EIEIEE  Conritinate medical care

Referand link | e,

_14__|_|%u

9/9/2019

25

Case Management Tasks Continued

Evaluate, refer and linkfor tabacca cessation

Evdluste, refer and linkto mental heaith services

| Eveluate, refer and link for domestic vislerce services

| e conto:pat s st e

Evaluste, refer and link for soclal services

Evaluste, refer and link for family meeds

Evaluate, refer and link for hosing assstance

_AJUGJ

26

Case Management Tasks Continued

T ——

0 | Lealuate, refer s lii for vcational. asssiance ond empisyment

I Evaluate, refer el ik for educarional sstance & i1l sevelopman ssbiance

Coeuct manitaring of activities and achvevement of abjectives

Fariciite in Care Team meetlrgs and husdies

sidmeate for cllent

t nextLevelof Care Sippot

27
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Case Management Services Updatesin the
Treatment Plan

When the treatment plan kupdated and/or the need fér
case management services changes, the case \
managementcomponent also needs to be updated \

Updates mayinclude:
b Contacthistorywith the client
¥ PResultsof actions taken by theclientand case manager

b Other relevant case managementsuccess, challe
and interventions

9/9/2019
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Documentation Shall Include:

The client’s name, identification number and preferred language

The purpose of the case management service

Description of how the service relates to the treatment plan

Date of the service

Actual start and end time of the service

Typed or printed name of the LPHA or AOD counselor whe performed the
service, their signature, and the date the service was documented

VWhether the service was provided fn-person, by telephone, or in the field. If
field-based, also include the location the service was provided and how |
confidentiality was ensured.

32

\

\
The timea Medical Director; LPHAor AOD counselo
spends on case management al:l:wn:le'sanh’i:!u:hi

timeandis DMCreimbursable,

»Record completion of progress notes, case
managermentnotes, treatment plans, continuing |
i servicesjustifications, and discharge documentation
Documentation including thefollowing: |

T-m » Client's name |
ime b Dateof the original service \
» Date documentationwas completed |
2 . -
a ? » Startand end times of the documentation activity |
D1 d y0|.| kn ow: » TheMedical Director, LPHA, or AOD counselor’s

typed/legibly printed name, signatureand date:

33

11
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Managing Case Management = Defining and
Monitoring Caseload and Productivity
One Program Example: Caseload of 40 clients

Calculate ivity Goals & Exp ions =

> wg;_m’?y?d minutes a day (6.4 hours or 80%

> Maximum = 420 minutes o day (7 hours of wark)
Identify & Monitor Quality Assurance Metrics

Weekly Productivity Reports

Were gll clients assessed for case management services?
Was treatment plan initiated?

Completed linkages?

Unduplicated clients served

Average number of units (15 minute increments)

YYyvvyewyw

'Every Client Will Not Need The Same Level of Case
Management Service - How do we plan for this?

Y o S, sy e
Pl st i
.

- A
Aoy o0 et
- Gt st ace et Y k-

d
 Feaef g ¥
o

Mt = P
BOOTETEMGE | Omaidwdmm | (YA o i
Sy it it b - Lrgm vy B - s 2 i
30, s b e e lorsdresciers | stnmen
<k e - dtuer & S o v part o g
| sy i e

The Future: Chronic Care Risk Stratification Model - America
Academy of Family Physicians

9/9/2019
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How can the AAFP framework be used to plan
workload and/or structure the case
management benefit?

» Aclient is assessed and assigned a risk
score of 1 to 6 based on domains of need

m » Clients with a SUD diagnosis will fall )
u T within the range of 3 through &
> Clients with a score of 6 are likely to be |
m 1260 hospitalized in an acute psychiatric or
. general hospital, leaving risk scares 3, 4
m 1680 and 5 to be most commonly encountered
N in the context of SUD treatment

13
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Key Care
Coordination
Processes

4. Ensuring and monitoring consent
to share clinical information

v

v

5. Supporting client self-
management

v

6, Ensuring and communicating
shared care plan ﬁoals among
client/patient and providers
(primary care, mental health, and

substance use providers)

7. Conducting multidisciplinary
clinical care conferences

v

43

Key Care
Coordination
Processes

% 8. Ensuring and monitoring routine
medication reconciliation and
compliance

¥

©. Facilitating and following up on
referrals

10.Monitoring transitions in care

b4

44
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Defining the Care Team

» Defining the Care Team (including natural supports) for each
client/patient

» Goal:

> Milestones:
» Process in place for identifying care providers
: » EHR infrastructure in place to record and easily see client’s care tean

~
» Contingency documentation and contingency plan for non-EH
environment

9/9/2019
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Sharing Information

» Ensuring and monitoring consent to share clinical informatio

» Goal:

> Milestones: \

» Release of information form and process developad flexible enough for “|

clients” care teams

¥ Mechanism established for easily tracking if in place and current )‘
» Procedure for regularly updating releases in place

50

Client Self-Management

> Supporting client self-management

» Goal

» Milestones:

» Mechanism in place for identifying client self-care goals, motivators, and\
support needs, and integrating into care plan

» Procedure in place for regularly checking in with client and modifying plan)
and actions as needed

» Resources in place for supporting client self-care goals
» Self-management workshops, peer groups.

el

51
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Linkage and Effective Referrals
> Facilitating referrals

> Goa.

» Milestones:
» Formal referral protocols developed and shared with key partner agencies

» Capacity in place to track referrals and include referral reports in HER or
secondary system if no EHR available

¥ Process in place to support client in successfully completing a referral and
following up to ensure success

» Navigation protocols included in case management services
» Use of Peer Navigators

55

Transitions in Care
» Monitoring transitions in care

b Goal:

b Milestones:
» Process in place to identify clients being transitioned into your
services and making sure transition is successful

» Process in place for supporting transitions out of your services and making <1
transition is successful

9/9/2019
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Care Coordin ation Registry an organized system to collect
uniform data for a defined population, one use is to help improve care for\
patients with chronic disease

» Entering clinical information into caseload registry tool

» Goal;

> Milestones:
¥ Registry functions developed and in place
¥ Staff trained and routinely entering data in registry
> Registry review of population indicators routine part of care plani iﬁ§

57
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Care Coordination Process Analysis Example

collects at Where are the consents

Consents fo share clinical  Intake staff

information intake; primary counselor  found? How can we easily
collects at time of know a consent is in
treatment plan; place?

case manager
collects at referral

Screening for medical, Intake staff collects intake Who is responsible to
mental health, substance information; ensure all needs are being
use conditions, and social  counselor/LPHA collect  addressed or deferred?
determinants during assessment; case

manager collects during

interview; new conditions EXERCISE 2

9/9/2019
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Workflow Example - Referrals Out

Q Start - who generates the referral?

e P
¥ » Clinician or care manager
L o O What is provided to the client?
N~ » Contact information and procedure for making
‘. appointment

0 What is needed from client?
> Signed consent to exchange info

62

Workflow Example - Referrals Out

0 Anything sent to other provider?

» Referral report - reason for referral, treatment goals, contact info to send
report back
3 What follow-up? Confirmation completed? Results? Report
from provider?
» Care coordinater follows up with client and agency to see if appointment
made and completed

b Care coordinator makes arrangements to help client make appointment if
needed (transportation)

¥ Care coordinator follows up with agency to get report on results and
enters in EHR

63
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Assign Key Processes for Care Coordination to

Team
o0 £
L_.{__! i
.
Identify any care coordination processes not Goal is to eventually be able to perform all
currently performing and assign someone to the key processes and make sure someone is
be responsible for that process accountable for that process

9/9/2019
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Action Item Options

+ Identify who on the internal care
coordination team will be responsible for \
care coordination processes not currently
being performed

v Work with those responsible for quality 4
improvement to test changes to find what
waorks best for these new processes

o,

68

Enhance
Capacity to
Coordinate
Care

69
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73

Provisions
Related to the
Obligations o
the Care

Caordination
Partner

Provisions Related to
Patient Privacy and Data Sharing

Lontain a provision stating each party agrees to comply with any federal or state law.
governing the privacy and confidentiality of the individually identifiable health
anformation of consumers originating with either party.

ify that the parti ill provide treatment planning and care coordination
activities, as set forth in the care coordination agreement, in compliance with HIPAA,

42 CFR Part 2, and ather applicable federal and state laws, including consumer
privacy requirements specific to the care of minors.

Specify that the parties will request consumers’ consent for the disclosure of their §
healthinformation, in accordance with state and federal laws and regulations }

9/9/2019
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Contains assurances that the other party
and each of its professionals providing
services pursuant to the care coordination
agreement: l

s » Are appropriately licensed, certified
Provisions andior otherwise qualifed to fomih
the senvices, with appropriate training,
Related to education and experience in their
particular field
Standards of ¥ Are not excluded from participating in \
Medicare, Medicaid and other federal 1
Care health care programs |
Will furnish services in accordance with
applicable federal, state and local laws
and regulations

v

75
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Action Item

+ Develop a screening procéss'
- when, who, how often, \&

and then what

v Test and implement
screening tools

9/9/2019

Medication Reconciliation

The process of compaﬂng a
Patizit's medication orders to
‘all of the medications that the |

ng =

pe\ient has. benn takin|

“Can help identify intennunat o
mmisuse and prescription

shopping

80

Medication History

Collection of lnfcrmatmn for purpe ses oI crean ng an up-tu—date
‘medication fist
on | bom Uurgﬂ.‘\'llxmh,
n

T Review EACH medication
hﬂN{ﬁJaLly including medication Slpp‘?ll\en
e, dasage, and frequency o

Ask patis bring
medications Cll_h‘!_f\tly l_allr!_g |

81
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MY TOTAL-HEALTH PLaN

L CCUNIC/LOCATION - TELEPHONE
IONSHiP. -

Considerations

Client goals often are not well
supported by current treatment
planning and payment processes

9/9/2019
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Resources

¥ Center for Substance Abuse Treatment. Comprehensive Case Management for Substance
Abuse Treatment. Treatment Improvement Pratocol (TIF) Series, No. 27. HHS Publication
No. (5MA) 15-4215. Rockville, MD: Center for Substance Abuse Treatment, 2000,

Fundamental of Case Management Practices: Skills for Human Services (Fifth Edition),
Summers, Nancy. Bosten, MA. 2016

California Institute of Behavioral Health Solutions. Strength: Based Case Management,
Rich Gascha PhD, htty cibh:

*  What Case Managers Should Know About Their Roles and Functions Professional Case
Management: November/December 2015 - Volume 20 - Issue & - p 771-29¢

Closing the Quality Gap, McDonald, 2007 McDonald, et al., Vol. 7. AHRQ, 2007
Case Management Under the Drug Medical Organized Delivery System FAQ

https:/hvrww. dhes.ca gevipr art/Decuments/DMC-
/a 150 emen .30.16.pdf

v

=

v

v

Hational Center for Quality Assurance Standards
b https:/i ncga. &
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