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I. Welcome and Introductions- The following stakeholders participated in the workgroup meeting facilitated by Workgroup Chair, Brenda Schmitthenner:

Name                                      Agency



Bud Sayles


IHSS Public Authority

Luigi Angilello

Catholic Charities

Jill Mendlen


Light Bridge Hospice

Saundra Campbell

IHSS Advisory Committee

Emmy Garnica

Kaiser Permanente

Cynthia Archuleta

Consumer Center for Health Education & Advocacy

Floyd Willis


Aging & Independence Services

Holly Younghams

Neighborhood House Association

Lyn Farrell


Council of Community Clinics

Nicole Otto


Evercare

Heather Nelson

Catholic Charities

Stacey Stefflre


SCAN Health Plan

Denise Furmanski

Kennon S. Shea and Associates

Doris Steinman

AIS Advisory Council

John Stevenson

IHSS Advisory Committee

Sara Barnett


Aging & Independence Services-LTCIP

II. Workgroup Goal 
To develop consensus that the draft Care Management recommendations for Acute and Long Term Care Integration (ALTCI) in San Diego, known locally as Healthy San Diego Plus (HSD+), are ready to be disseminated to the larger community over the next six months for education, input and discussion before final recommendations are generated for the Board of Supervisors and the State Office of Long Term Care in early 2006.  

III. Stakeholders reached consensus on the following preliminary recommended Care Management requirements:

1. Member-driven multidisciplinary team consists of:

a. The member and/or caregiver and/or legal representative are the central team members and are responsible for participating in the care planning process, stating preferences, self-care management, following the treatment plan, and working closely with the care manager to get needs met. 

b. The care manager (CM) is the on-going contact between the member and others on the team and is responsible for standardized multi-dimensional assessments, including a level of care assessment which includes cost benefit analysis, care planning, service brokerage, team coordination, on-going monitoring of quality outcome indicators as set in the care plan, reassessment and member/family/caregiver education The CM may accompany the member to initial and appropriate PCP appointments, as determined by the care plan and member preference.

c. The primary care physician (PCP) who is a medical doctor, and office staff, as appropriate, will partner with the member and CM to coordinate healthcare services within the multidisciplinary team, working closely with the CM and the member to support meeting member need across the health and social service continuum.

d. Other involved health and social service professionals or advocates may be involved at the request of the member or others on the team, when active/involved in implementing the care plan.

2. Care manager qualifications:

a. Bachelor degree prepared nurse or social worker with additional ALTCI training and a minimum of 2 years’ experience in comprehensive care management with seniors and/or persons with disabilities. Exceptions must be approved by the Department of Health Services.

b. Care management support staff may be paraprofessionals for activities other than assessment and care planning.

3.  Care management staffing and frequency of CM contact:
a. The Health Plan must ensure adequate staffing and manageable caseloads to meet care management requirements by establishing and detailing a caseload plan.

b. Once screened as a high-risk member, the assigned CM must contact member for an in-home assessment within 10 working days.

c. Paraprofessional staff can complete telephone monitoring with a standardized format and CM supervision.

d. Team members should discuss/decide upon contact schedule (telephone or face-to-face) as it is established during the care planning process.

4. Who gets CM:

a. A risk screen will be required on all new members.

b. Every member screened as high risk will be assigned a CM, receive a full health assessment (PCP) within 60 days and a multi-dimensional, in-home, CM assessment and care plan within 30 days of enrollment.

c. Every member without an assigned CM will receive quarterly telephone contacts by a paraprofessional to assess changes in status.

d. Health plans must describe system by which members will have immediate access to a contact person for assistance in meeting individual needs. 

5. Care Plan:

a. The care plan will be electronic.

b. The care plan will include:

· Diagnosis: primary and secondary

· CM and other providers and contact numbers

· Needs

· Preferences, strengths, diversity and special access needs (e.g. physical, cognitive or sensory impairment)

· Advance Directive instructions, if applicable

· Service authorizations (must state frequency and duration of service; must maximize the efficient use of resources)

· Non-covered ALTCI Health Plan services (existing, referred and informal supports)

· Medications (Rx and OTC) and allergies

· Goals/desired outcomes and indicators for data analysis

· Immediate health education/prevention needs and plan

· Emergency contact information (family)

· Reassessment schedule, CM name and phone number

· Name of legal representative (if appropriate)

· Emergency contact person(s)

· HIPPA-compliant member consent for services and to share information (include special consents for Behavioral Health, HIV)

· Comments-red flags

· Documentation on all contacts and visits with member

IV. Group Discussion

Multidisciplinary team consists of:

· The team must be member driven. The member is the most important person on the team.

· The member may request that his or her caregiver also participate on the multidisciplinary team.

· If the member is incompetent or if the member desires, the member’s legal representative may also participate on the multidisciplinary team.

· The cost benefit analysis cannot be the primary determinant of service provision. The level of care assessment should include a cost benefit analysis, however.

· Even for those members who are at risk for institutionalization, it will not be appropriate for the Care Manager (CM) to always accompany the member to the initial or to follow up appointments with the primary care physician (PCP). However, the CM may accompany the member, if either requested by the member or if agreed upon in the care plan.

· It is not solely the responsibility of the PCP to coordinate healthcare services for the member.  This should be a shared responsibility between the member, CM, PCP and the PCP’s office staff.

· The member may request involvement of an advocate in the implementation of the care plan.

Care manager qualifications:

· A specialized ALTCI certificate should not be required as a qualification for employment as a CM.

· Specialized ALTCI training can and should be provided to CMs as continuing education.

· Consideration should be given for a nurse or social worker’s years of relevant experience rather than simply requiring a bachelor’s degree. 

Care management staffing and frequency of CM contact:

· The Health Plan must establish and describe in the contract a reasonable caseload plan to ensure care management quality. 
· The established caseloads must be reasonable and manageable given the acuity and risk of the members.
· The CM must make every attempt possible to contact a new member within 10 working days of enrollment to complete an in-home assessment.
Who gets CM: 

· An in-home assessment and initial care plan must be completed by the CM within 30 days of the member’s enrollment.
· Because of difficulty scheduling appointments with the PCP, the full health assessment should be completed within 60 days rather than 30 days of the member’s enrollment. 
· The quarterly telephone contacts with members who do not have an assigned CM, should be conducted by a paraprofessional. All members should be given the name and phone number of an assigned paraprofessional to contact as needed.
· The paraprofessional must assess quarterly for changes in the member’s complete status, not just the member’s functional status.
Care Plan:

· The Care Plan must also include documentation of all contacts and visits that are made by the team with the member.
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