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Care Management Workgroup Meeting

Summary Notes

April 13, 2005●12:30-2:30 P.M.

I. Welcome and Introductions

The following stakeholders participated in the workgroup facilitated by Brenda Schmitthenner, chair of the workgroup, and Evalyn Greb, Chief, Long Term Care Integration:

Name




Agency







Jody Shephard                                           San Diego Center for the Blind

Pam Hoye                                                  IHSS Advisory Committee (Consumer)

Pat Sussman                                              Contra Costa Health Plan

Ann Bradford                                            LivHome

Kurt Buske                                                Southern Caregiver Resource Center

Kathlyn Wee                                             Evercare

Leane Marchese                                        Elderhelp

Kate Petersen                                            Lutheran Social Services

Talice Luna                                               United Domestic Workers

Norman Hannay                                        Elder Care Guides

Heather Nelson                                         Catholic Charities

Lisa Hildreth                                             PacifiCare

Jane Flanagan-Brown                               San Diego Hospice and Palliative Care

Yunkyung Kim                                         CalOptima

Vernon White, MD                                   Geriatric Physician 

Barbara Fisher                                          Consumer Center for Health Education & Advocacy

Rebecca Steiner                                        Interfaith Community Services

Viviana Criado                                         County of San Diego Mental Health

John Stevenson                                         IHSS Advisory Committee (Provider)

Linda Young                                            CalOptima 

II. Goal of the Workgroup Meeting

The Goal of the Care Management Workgroup is to recommend a care management model, tools, and process with minimum performance standards and requirements for Acute and Long Term Care Integration (ALTCI) that address the unique needs of seniors and persons with disabilities.

III. Review of the Table of Recommended Care Management Requirements 

A table was distributed to all participants that outlined LTCIP staff’s draft recommendation for care management requirements. The table was used as the basis for the discussion that followed. For the purpose of discussion, the term consumer was used to represent the HSD+ ALTCI member (See table beginning on page 6).

IV. Group Discussion 

A. A multidisciplinary team approach to care management.

· The health plan must clearly define the consumer-driven care management system in the contract.

· Care management must be consumer driven. The consumer (or legal representative) is the primary member of the team.  
· The Care Manager (CM) must be an advocate for the consumer and must educate the consumer on rights and responsibilities.

· The CM should empower consumers in new “paradigm.”

· The CM should serve as a resource to the consumer, family, and caregiver. 

· The requirement for physicians to use the “Surescript” system should not “make or break” a physician’s eligibility to act as a Primary Care Physician (PCP).

· Specialists must be allowed by the health plan to serve as PCPs.

· The relationship between the CM and the PCP is critical. The CM should be involved in the consumer and PCP encounter.

· A CM could potentially be assigned to a group of PCPs to ensure communication, and to establish a strong team. 

· Consumers should be given a choice of CMs. 

· CMs should be assigned, but the consumer may change CMs at any time. 

· CMs could be assigned based on a consumer’s geographic location, cultural needs and preferences, language, and individual health and social needs. The Consumer should be matched to the CM’s skills.

· CM assignment should be determined on a case-by-case basis, as the consumer’s needs and situation and the CM’s skills and strengths must be considered in each case.

· The Care Management model could include a group of CMs assigned to a group of consumers to ensure consistency and coverage.

· A new CM may need to be assigned if there is a crisis that requires specialized skills. 

· Back-up CMs should also be assigned.

· If the consumer resides in a care facility, facility staff should be part of the multidisciplinary team (perhaps in a review capacity) and should be involved in care planning when appropriate. 

· The composition of the team needs to be based on the specific needs of the consumer. The team may include numerous specialists or may include only the CM and the consumer. The team composition changes with the needs of the consumer.

· The team must have the ability to understand the needs of the consumer, build a rapport with the consumer, and establish a relationship of trust with the consumer.

B. CM Qualifications

· The CM should have a Bachelor’s Degree and at least two years experience with the aged and disabled population. Experience and training are more important than whether or not the CM has a Masters Degree. 

· The CM must have access to referrals and resources that are frequently updated. 

·    Care Management training and continuing education must be a requirement of all care management staff. There should be a CEU requirement for all CMs.

· The CM must receive training on individual differences and capabilities.

· The CM should refer to “experts” and other agencies with expertise to meet specialized needs of the consumer.

· The CM should be skilled at and trained on completing a comprehensive assessment.

· The CM must be skilled in and trained on assisting consumers with transitions. Communication and continuity of care are critical during the transition from one level of care to another.

· CMs should be linked to the Network of Care to facilitate referrals for services needed by consumers.

· The CM must have access to all services across all funding streams.   

C. CM staffing and frequency of CM contact

·   The health plan needs to establish minimum caseload standards for CMs.

·   The County or State should set standards or at least general guidelines for caseloads.

·    CM caseloads must be reasonable to ensure low turnover.

·    If caseload ratios aren’t established by the health plan, performance outcomes may not be available timely to ensure the quality of care management services. 

·    Standards must be established by the health plan to ensure communication between the consumer and the multidisciplinary team and access to the 24/7, access line.

·    The frequency of CM contact should be set at the care plan meeting.

·    The reassessment frequency of the care plan’s services and interventions should be based on the consumer’s assessed needs, preferences, and the risk assessment. 

·    The County or State should set standards or at least general guidelines for frequency of reassessments.

·    The range of frequency of reassessments should be determined

on a case-by-case basis by the team.

·    A reassessment should be conducted on each consumer receiving 

   
   care management services a minimum of every six months.

· A reassessment could be conducted by phone rather than by an in-home visit. 

· An in-home reassessment should be conducted for anyone receiving much care, since these are the ones most at-risk of moving to NH care.
D. Who gets care management services?

· If the telephone risk assessment suggests risk, a CM would be assigned to the consumer. 
· An in-person (and more in-depth) follow-up risk assessment should be conducted prior to assigning a CM.

· The intensity of care management services should be based on the consumer’s needs and preferences.
E. Care plan and assessment

·    The consumer (and family member, where applicable – i.e., when the consumer is not entirely competent) must be involved in the development of the care plan, but the consumer’s abilities and limitations must be considered, and assistance must be provided to ensure that the consumer doesn’t get lost in the system. Assistance needs to include help completing forms, making phone calls for the vision impaired etc.

·    The consumer (and family member, where applicable – i.e., when the consumer is not entirely competent) is the primary decision maker during the care planning process.  

·    The consumer’s diagnosis, a detailed description of the consumer’s living arrangements and other, non-Medi-Cal, supports that are available must be included in the care plan.

·    The care plan must be available in a format that is understandable and that all consumers can access.  Not all consumers have access to a computer. 

·    The care plan should include interventions that have timelines, hours, scope etc.

·    The care plan should also identify if the member has other insurance and the details about that. This is critical info for CMs to use for coordination of care across responsible payers.

·    The goals for all services and interventions should be included in the care plan.

·    The care plan should include a transitional plan.

·    The health plan needs to decide who will have access to the care plan. Sections of the care plan may only be available to specific individuals because of privacy issues. 

·    There should be regular follow up with the consumer regarding

      the care plan.

·    A good assessment is critical. Overlooking anything could result in the consumer falling through the cracks.

·    A risk screen should be completed by telephone on all consumers within 14 days of enrollment.  

·    The risk screen needs to assess the consumer’s medical and social situation. It must be objective. There needs to be some means to verify that the information provided by the consumer is factual since the risk screen is being conducted by phone.

F. Other 

·    All consumers need to be informed about the availability of care   management services.

·    Every consumer should be given the name and number of a contact person, regardless of the outcome of the risk screen. That should be consistent with the member handbook.

·    The IT system must be practical and user-friendly for physicians.

·    The access line staff must be trained to be an extension of the multidisciplinary team.

·    Based on the outcome of the risk screen, health plan staff should contact consumers directly with prevention schedules and reminders. This is also an opportunity to manage chronic physical conditions that require preventive/maintenance medications (e.g., Asthma, Diabetes, CHF, etc.)

·    There should be minimum care management standards set by the health plan so when the $$ are tight, consumers will still receive care management services.

·    Although the CM is an advocate for the consumer, there needs to be an independent advocate that is not employed by the health plan available to consumers to address issues, complaints and grievances and to represent the consumer at a hearing. This role requires specialized skills. This individual could be a State or County Ombudsman, for example.
·    Barbara Fisher attends the State’s Access to Care Workgroup for Persons with Disabilities (in response to Medi-Cal redesign). 

·    Risk screens, options counseling and consumer education could take place at senior centers, community clinics, churches, Project Care sites, through RSVP, Meals on Wheels etc

Care Management Table With Draft Recommendations

Upon review of other national long term care integration models, previous input from stakeholders, the LTCIP Grant Scope of Work, and the Knox Keene regulations, the following have been identified as recommended care management components for further discussion and input to guide in the development of draft Request for Statement of Qualifications (RFSQ) language and subsequent contract terms for participating Healthy San Diego Plus (HSD+) health plans. The RFSQ is the process through which health plans will qualify locally to be approved to contract with the State Department of Health Services to participate in ALTCI in San Diego, locally referred to as Healthy San Diego Plus.

	Care Management

	Draft Staff Recommended Care Management Requirements
	Comments/Changes

	1. Multidisciplinary team consists of:

a. The Primary Care Physician (PCP) is responsible for coordination of healthcare services with Care Manager (CM) support and for using “Surescript” for Rx.

b. The CM is responsible for standardized multi-dimensional assessments, care planning, service brokerage, team coordination, on going monitoring, reassessment and member and family/caregiver education.

c. The Member/Caregiver is responsible for participating in the care planning process, stating preferences, self-care management, and following the treatment plan.

d. Other involved health or social service professionals may be involved at the request of any team member


	

	2. Care manager qualifications:

a. Nurse or social worker with ”certificate” and 2 years’ experience in comprehensive care management with seniors and persons with disabilities.

b. Care management support staff can 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 to meet care management requirements.

b. Telephone monitoring and face- to-face contact schedule will be set during the care planning process.

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

d. Members must concur with contact schedule established during the care planning process.


	

	4. Who gets CM:

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

b. Every member will have an identified contact person and will receive quarterly telephone contacts to assess changes in functional status.

c. Every member screened as “at risk” will receive a full health assessment (PCP) and a multi-dimensional, in-home, CM assessment and care plan within 30 days of enrollment.


	

	5. Care Plan:

a. The care plan will be electronic.

b. The care plan will include:

· Needs

· Reassessment schedule

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

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

· Providers

· Medications-allergies

· Preferences-advance directive

· Goal?

· Emergency contact information (family)

· CM name and phone number

· Name of legal representative (if appropriate)

· Member consent to share information

· Comments-red flags
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