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Disclosures

It is the policy of the AAFP that all individuals in a position to
control content disclose any relationships with commercial
interests upon nomination/ invitation of participation.
Disclosure documents are reviewed for potential conflicts
of interest and if identified, they are resolved prior to
confirmation of participation. Only these participants who
have no conflict of interest or who agree to an identified
resolution process prior to their participation were involved
in this CME activity.

All individuals in a position to control content for this activity
have indicated they have no relevant financial relationships
to disclose.
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Seminar Objectives

Participants will be able to:

— Explain the role of the clinical care manager

— Name at least three critical success factors for effective
implementation of an integrated, interdisciplinary clinical care
management (CCM) system in primary care practices

— ldentify the 5 phases of clinical care management Continuum
of Care

— Name and describe the 4 key components of an integrated
interdisciplinary care plan

— List 3 strategies for successful interdisciplinary team
collaboration

Join the conversation on Twitter: #CPI13
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Seminar Outline

1. MA Patient-Centered Medical Home Initiative
2. Overview of Clinical Care Management

3. The CCM Continuum of Care: A Patient Case Study
— Activity #1: Identifying the highest risk patient

— Activity #2: Intake Assessment and developing an integrated
care plan

— Discussion: Evaluating care plan effectiveness/discharging
patients from clinical care management

4. Wrap-up

Join the conversation on Twitter: #CPI13
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The Patient-Centered Medical Home
Represents a Paradigm Shift

 From episodic, visit based care to a more
proactive approach to care which is person-
centered

e Shifting from a “sick-care” system to a “health-
care” system

 Requires a team-based approach to care delivery

e Coordination and integration of care — important
components

Join the conversation on Twitter: #CPI13
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MA Patient-Centered Medical Home
Initiative

Statewide initiative MASSACHUSETTS
Sponsored by MA EOHHS PCMHI
Multi-payer Patient-Centered Medical Home Initiative
44 participating practices

3 year demonstration

Start date: March 29, 2011

Vision: All MA primary care practices will be

PCMHs by 2015

Join the conversation on Twitter: #CPI13
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Care Coordination.......Care Management:
Populations of Focus

Adapted from: ©MacColl Institute for Healthcare In versation on Twitter: #CPI13
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Clinical Care Management (CCM) Scope of
Service... The CCM “Continuum of Care”

Tracking, Coordinating & Managing Care of Highest Risk Patients across the “Continuum”

8 Join the conversation on Twitter: #CPI13
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Clinical Care Management System Components

System for Identifying Highest Risk Patients:
Hospital & ED Visit Notifications, Provider/Team Referrals, Payer Data

System for Tracking and Managing Care of Highest Risk Patients:
Clinical Care Management Highest Risk Registry

System for Delivery of Clinical Care Management Services:

Workflows for interdisciplinary team communication & collaboration in the development, implementation, &
evaluation of the care plan

Care Coordination and Referral System:

Communication system with interdisciplinary care team, external providers & community resources; tracking of
referrals and their completion

Join the conversation on Twitter: #CPI113
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Care Manager’s Role

 Leading and coordinating the Clinical Care Management
process

e I|dentifying, tracking and managing care of “highest risk”
patients

e OQOverseeing the development of an individualized and
integrated (medical and behavioral health) patient care plan

e OQOverseeing the Implementation of the integrated care plan

e Ongoing clinical assessment, monitoring and follow-up of
highest risk patients

Join the conversation on Twitter: #CPI13
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Care Manager’s Role, cont’d

e Behavioral patient activation interventions, including
motivational interviewing and self management support

e Patient teaching

e Medication review, reconciliation and coordination with a
licensed professional for medication adjustment

* Intense medical and medication management
* [ntense transition management

e Ensuring care coordination of highest risk patients across the
practice & healthcare system

Join the conversation on Twitter: #CPI13
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Interdisciplinary Team Workflow for Clinical Care Management (CCM)

/ Bi-weekly CCM Interdisciplinary Team
Meetings:

- Identify HR patients/validate HR list

- Review/discuss patients

- Develop/update/evaluate care plans

s ™\ / Develop care plan for each \

Implementation & Highest Risk patient to include:

evaluation/updating of care plan: :
fup & P - Patient Assessment

-B ith t input
. v (Gellite nnelneige il el e p - Problem List (Risk Drivers)

- Goals & Interventions J

~

Determine team member
responsibilities re:

-~

Care Manager (CM)
finalizes care plan with
patient

care plan implementation

12 \_

vitter: #CPI13
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The Clinical
Care Management “Continuum of
Care”
A Patient Case Study

Join the conversation on Twitter: #CPI13
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The Clinical Care Management (CCM) “Continuum
of Care” .....

Tracking, Coordinating & Managing Care of Highest Risk Patients across the “Continuum”

14 Join the conversation on Twitter: #CPI13
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Our Patient

60 y/o male referred to care manager per office-based
provider referral:

e 3 ED visits past 6 months

— Most recent, 2 weeks ago w/chest pain resulting in inpatient
admission to r/o Ml (negative)

« Dx: morbid obesity, hypertension, CAD, asthma/COPD,
dementia, major depressive disorder, hyperlipidemia,
chronic pain

 Medications: metoprolol, NTG, ASA, lisinopril, simvastatin,
cholestyramine, warfarin, morphine, memantine,
aripiprazole, citalopram, amytriptiline, montelukast,
budesonide/formoterol, albuterol

Join the convél'réation on Twitter: #CPI13
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Our Patient, cont’d

* Physical/Functional/Cognitive Impairments:
— Self care deficit
— Knowledge deficit
— Memory loss

e Behavioral Health Concerns: depression, high stress level

o Safety: bleeding risk 2° warfarin therapy, cognitive
impairment

e Socioeconomic: financial barriers

e Support Systems: considerable family responsibility for
grandchildren; few available supports

Join the conversation on Twitter: #CPI13
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Is Our Patient “Highest Risk?”

e Why? Why not?

* How would we determine if he is or
is not appropriate for referral to
Clinical Care Management Services?

Join the conversation on Twitter: #CPI13
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Activity #1:

Risk Stratification &
Discussion of Risk Drivers

Join the conversation on Twitter: #CPI13
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Identifying Highest Risk Patients/Risk Assessment

Complex Care Management Triage Tool
iuQ_'H_13 Cambridge Health Alliance Complex Care hanagement

Fatiert Marme: MR ME:
Refemead by Referral Date: Ooe: foge:_
Triaged by Trizge Date: Qinic:

Patiert Activation: Patient willingtoengagein Chi: Yesd Mo Paient bnows of referral: Yesd Mo

Higher Risk DIvers (3 Points Each)

Poirt= | Utilization:

= hpatent admissioninpast 30 days OR

o 2+ hpatiert admis=ions n past G months OR

o 24 ED vists in past 6 months (medcal or psych) OR
o 30-dayReadmission in past year

High Ri=sk of:
o npatent admissiond ED visits in ne st § months
o Declinein functio nal status nead for bng termm care in nest § monthe

Moderate Risk Drivers (2 Poirt=s Each)

Chronic Disease(=]: Hgh Risk- poory cortrolled [2 Points Eazh]  _ CAD _ CHF
_ Dimbetes _ COFD  __Chronic Pain _ End stage diseasze:

R ¥ Meds: 10+ active prescrptions OR recent change in high risk me d= (anticoagulant, insulin, etc)

Diseng=age reent: significant, chronic condition(sland [2 Poirts Total )
o inadequate follow-up with PCP, or
o not following care plan, o
o specialty care without coordingtion

Dis=bility: significant Physicalf Mer@l’ Leaming dizability which impacts re asons ©or refermal

FP=yzho-Social risk factors which prevent 3adequae mgmt of high risk diseazes (2 Poirts Each)
(emamples: |languagediteracy, safety, homelessness, poor supports, etc )

Substance Abuse: Actiwelyusing, newly sober, mativated to change (2 Points Totd )

Mert =l Healtth Dizgnosis that is 2w re persstent, and uncontrolled: (2 Poirts Tobal)
(examples: Wejor Depression, Bipolar, Schizophrenia, Debiliating Ao siety, ete.

Fund amental RISKDIWers |1 Paint Each)

Chronic Disease/ Comorbidities — not wel controlled fand not noted abowe [1 Point Each)

Functional Impair ment=s - Fal Ask, impaired ADL=, impaired ambulation, mpaired judgment,
difficulty getingto appts, unableto ®lkow med regimen [1 Point Each)

15 or greater = Highest Risk — offer Care Management
= 15 = Does not meet citetia for Care Management

=Total Score

Join the conversation on Twitter: #CPI13
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Activity #1

Break up into groups

2. Complete Triage Tool utilizing the patient case
provided

3. Answer these questions:

= Are these the right criteria?
= Who in your practice would complete this assessment?

= How would you implement this assessment and
communicate across your practice?

3. Reconvene for debrief/discussion

Join the conversation on Twitter: #CPI13
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Is Our Patient Highest Risk?

Complex Care Management Triage Tool

19.11.13 Cambndge Healh AlB e Compkx L3k Maiageme it

Patiert Narme: MRMW®:
Referredby: Referral Date: O0E: Boe:
Trizged boy: Triage Oate: . dimic:
Patiert Letivation: Ptwilling to engage in Chi: Yess/No Patient knows of referral; Yes' Mo

Higher Risk Drivers (3 PointsEach)

Pomts | itilization:
o Inpatient admizzionin past 30 daws OR
6 o I+inpatient admissions in past Gmonths OR
o 2+ ED stz n past 6 months (medical or psyeh) OR
o 30-day Readmizsion in past year
High Riskof:
3 o Inpatient admizziond ED wisits in nest G months
o Decline in functional statuss need for long temm care oo nest 6 months

Moderate Risk Drivers (2 Points Each)
Chronic Disease - Hgh Rizk- poorlycortrolled (2 Poirts Each)  _i_CA&D _ CHF

6 _ Diabetes 4 _COPO  _X_Chroric Pain _ End stage disease _
2 RX Meds: 10+ active preserptions OR recent changein high riskmeds (anticoagulant, insulin, et
Dizengagerment: signiicant, chronic conditionis) and [2 Pairts Tatal)
o inadequate follow-up with PCP, or
2 o not fllowing care plan, or

o specialty care without soordingtion

2 Dizabiliky: signiicant Physical s Merntals Leaming disability which impacts reasons B referral
4 Paycho-Social rigk factors which prevent ade quate mgmt of high rizk dizeases (2 Pairts Each)
(examples: languagefiteracy, safety, homeless, poor supports, ete)
Substance Abuse Sotivelyusing, newly sober, moivatedto change [2 Foints Total]
2 MentalHeakh DX thatis severe, persistert, and uncaontralled: [2 Foirts Total]
higjor Depression, Bipolar, Schizophrenia, Debilitating Anwiety, ete.
Fundamental Risk Drivers (1 Point Each)
Chronic Disease! Comorbi dities - not well controlle df not noted above [1 Foirt Each]
1 Functional Impairments - Fallrizk, impaired A0Ls, im paired ambulation, impaire d judgment,
diffculty getting to appointments, unable ta folow med ragimen (1 Poirt Each)

150r greater = Highest BRisk — offer Complex CM
< 16= Does not meet criteria for Comples Chl

28 - Tota Score

Join the conversation on Twitter: #CPI13
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The Clinical Care Management (CCM) “Continuum
of Care” .....

Tracking, Coordinating & Managing Care of Highest Risk Patients across the “Continuum”

22 Join the conversation on Twitter: #CP113
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Intake Assessment: The 4 Domains

Social
Support

) Access to Care & Home Environment
Experience with Providens) € | Job & Leisure
Getting Needed Services Social Support
Coordination of Care € Social Relationships
Medical Home, Services Risk ¢ Social Support Risk

Medications & Treatments ¢ , e :

Chronicity {
Symptom Severity &

Engagement/ Coping
iy Adherence to Treatment
L Mental Health History

4

Condition Factors . N Mental Health Symptoms
Diagnostic/Therapeudc Medical Status & Self Management Self Management&
. 9 Mental Health Risk
Challenges = aalth Trajectory & Mental Health ental Health Ris

Utiliz ation Factors &

The Team = Patient, Providers, RN Care Manager, patient’s support network

Humboldt IFA PRIGRITY CARE Domain Assessment Adapted fromcam Gmeon The 5 Domains and INTERMED Complexity Grid LARNOZ2 2001

Join the convgréation on Twitter: #CPI13
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Intake Assessment Template

Intake Assessment

[Date]
Patient's Name: DOB: _ / { Code Status: Insurance Info:
Demographic/Family Information: ADLs/M ohility: Medications/
Reconciliation issues:
Safety Concerns:
Inswrance/Financial/Socioeconomic issues: Current Medication List:
Sleep Concerns:
Risks:
Patient/Family Strengths: Special Needs:
Adhererce:
Hospitd Admissions: Current Comumunity & Social Services | Behaviord Health Concerns:
{Le. WHA, &5 APV Elder Services, “Ivkals on
Wheek”, Corrnmaity Support Worker et ):
ER Visits: Other Barriers to Care:
. Current Rehahilitation Therapies stotate
&Treatmenis (ie. OT/FTIST/RT,
Cardiac Prubnonary Rehab, Cleranete.):
Diagnosis(es ) Medical Hx: Current Specialty Care: Risk Drivers:
Surgical Hx: Current DME/ Assistive Devices:

Join the conversation on Twitter: #CPI13
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Care Plan Components

Intake
Assessment .

e To inform Plan of Care; determine problems, risk drivers & barriers to
care

~

Problem List

e “Risk Drivers?” (“drivers” that led to the patient being identified as
Highest Risk)
e Co-morbidities, barriers to care

|
|
[ Goals
|

Y }
| e Short & long term goals, to mitigate “risk drivers”, address problems
and barriers to care
| Set goals with patient (specific, measurable, meaningful to patient)
N
. e Interventions to mitigate risk., achieve goals, address barriers to care
Intervention P
I and meet patient’s needs
an > * The Care Team, including the patient/family, should have input
\
_ - .\ 5 5
Evaluation of J Has.the patient’s risk been mitigated/decreased? Needs met? Goals
achieved? If not, why not?
the Plan; . , . :
Discharge e Barriers to care addressed? If not, what are the barriers and how might
& they best be addressed?
v

25

Join the conversation on Twitter: #CPI13
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Root Cause Analysis: The 5 Whys
“DRIVERS of the DRIVER”

Why was the patient’s risk score so high?

SOCIETY OF TEACHE
FAMILY MEDICINE
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ED Visits/inpatient admission & 3 chronic conditions (poorly

controlled)

Why was the patient admitted to the hospital?

Rule out M1

Why was the patient admitted for rule out MI?

ED visit with chest pain

Why did the patient develop chest pain?
Medication non-adherence.......RISK DRIVER

Why did the patient have difficulty with med adherence?

Knowledge and cognitive deficits
Med regime complexity
Financial barriers?

Join the conversation on Twitter: #CPI13
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Activity #2:

Care Plan Development
& Discussion

Join the conversation on Twitter: #CPI13
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Care Plan Template

Patient’s Name: XXXXX DOB: XX / XX / XX Code Status: XXXXXXX Insurance Info: XXXXXXX
UNew Care Plan: | have actively participated in the development of my Care Plan with my Care Manager/Team.

*| have a copy and will actively partner with my Team to follow this Care Plan.

Patient’'s Name: Patient’s Signature: Date: / /

UCare Plan Update/Change(s): | have actively participated in the development of my Care Plan with my Care Manager/Team.
* | have a copy and will actively partner with my Team to follow this Care Plan.

Patient’'s Name: Patient’s Signature: Date: / /
Date| Problem(s) | Goals/Target | Intervention Plan Responsible Evaluation &
Date Party Follow-Up

Join the convgrgation on Twitter: #CPI13
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Activity #2: Care Plan Development

. Break up into groups

. For each Risk Driver/Root Cause (Problem)
identified in the “5 Whys”:

" setagoal
" create a plan to reach the goal

= jdentify responsible party(ies) for
implementation

. Reconvene to discuss the plans developed by
each group

Join the conversation on Twitter: #CPI13
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Patient's Name: XXXXX

The Integrated Care Plan

DOB: XX / KX /KX

Code Status: XXXXEXX

SOCIETY OF TEACHERS OF

(STEM
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Insurance Info: XXXX XXX

Date |Problem(s) Goal(s) Intervention Plan Responsible [Evaluation
{"Risk Drivers” — {Goal relative to "Risk {The plan to meetgosals, service needs and | Parties: &
factor or factors that | Driver”, sped fic, rmitigate risk TR _
led to the patient r‘neagural:F:Ie & meaningful ® ‘ E;x;];zrl‘lgsible for Follow-Up
being identified as to the patient) implementing
Highest Risk) the plan?}
Medication Medical: Minimize Complexity: " Care
non-adherence |1- FPatent will Explore w/ provider, possible Manager
2° to: accurately opportunities to decrease complexity |® Provider
verbalize the name [of med regime {i.e. reduce dose = Patient &
= knowledge of ea.ch fjf his frequency by switching to long acting Farmily
deficit medicatdons, formswhere possible, dentfy
reason for use, combination meds that could replace
= complexity of possible side two separate prescriptions, etc.)
medication effects, and Patient Education & Support:
regime administraton = Assess/identify “knowledge gaps”
= cognitive 5 SFZhr:;?:f”irll wupport = Provide tea-::hirjg wl']ere ga[:fs exist
i pairment Y fverbal and written instructions)
patient’s = Confirm patient’s understanding
achieverment of = Eeminder strategies {pill organizer,
medication calendar, phone reminders)
adherence. = F/u assessment/reinforcement
Patient: " | mvolve family supports
1. Tobehealthy to ke
able to do more
wifgrandchildren.
1

30

Join the conversation on Twitter: #CPI13
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The Clinical Care Management (CCM) “Continuum
of Care” .....

Tracking, Coordinating & Managing Care of Highest Risk Patients across the “Continuum”

31 Join the conversation on Twitter: #CPI13
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Discussion:

Is Our Patient Ready for
Discharge from the
Clinical Care
Management Service?

Join the conversation on Twitter: #CPI13
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Our Patient Post CCM Interventions

After implementation of the care plan, interventions were
effective in reaching goals ....our patient is now med-adherent
and appropriately engaging in his treatment plan

Last ED visit/inpatient admission 6 months ago

Taking medications as prescribed, BP under control, no
Incidences of chest pain

Stress level manageable
— has decreased childcare responsibilities

Safety is still an issue that continues to be monitored:
— bleeding risk (2° to warfarin therapy)
— cognitive impairment

Join the convg’r%ation on Twitter: #CPI13
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CCM Discharge Criteria Categories

1. CCM goals have been met/service needs addressed

2. Patient referred for CCM and has not responded to
outreach (Unengaged Referral)

3. Patient enrolled in CCM and has stopped responding
to outreach

4. Patient is in communication with care manager but
is not addressing significant health goals

Source: Cambridge Health Alliance Complex Care Management 2013

Join the conversation on Twitter: #CPI13
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Discharge/ Transition Process

e Care Manager & patient review Care Plan to assess what, if any,
health goals remain

e (Care Manager discusses with Care team, indications for ending
CCM

— Risk Assessment Tool can be used to validate risk reduction or assess for
residual CCM needs

e Care Manager works with patient to:
— Titrate the relationship
— Review patient’s successes, new skills/ supports
— Develop plan to address potential future set-backs

Join the conversation on Twitter: #CPI13
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Wrap-up

e Clinical care management focuses on highest risk
patients

e Care Manager leads an interdisciplinary team to
develop and implement an integrated care plan

e Risk stratification tools are helpful to identify the
highest risk patients in your practice

 The integrated care plan addresses risk drivers and
goals developed with the patient

e Guidelines and criteria for discharge from CCM help to
keep the highest risk registry dynamic

Join the conversation on Twitter: #CPI13



STFM

on : 4 «
Practice Improvement B MRS

Clinical Care Management Tools & Resources

e Complex Care Management “Toolkit” (CA Quality Collaborative)

e CCM Triage/Risk Assessment Tool (Cambridge Health Alliance)

e Intake Assessment & Care Plan Template (UMass Medical School)
e CCM Intake Assessment 4 Domains & Scoring Levels (Humboldt)
e Adult Meducation (www.AdultMeducation.com )

e Medication Reconciliation Toolkit (AHRQ)

e Post-Discharge Follow-Up (AHRQ)

e Highest Risk Registry (Excel)

e Discharge Follow-up Tracker (Excel)
e Risk Stratification Tools

Join the conversation on Twitter: #CPI13
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