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Training Outline

#%* Why do we provide Care Transitions?

.f:). When do Care Transitions happen?

Q What goes into a Care Transition?




When we
provide Care
Transitions

Care Transitions should be provided anytime a Member
transitions from one setting or level of care to
another. This may include the following.

» When a Member visits the Emergency Department

» When a Member is discharged from an inpatient
hospital stay - medical or behavioral health

» When a Member is released from incarceration

» When a Member is discharged from an inpatient
substance abuse facility

» When a Member is discharged from a detox facility



IMPORTANCE OF CARE
TRANSITIONS

When Members are inpatient or in a structured facility, they are
under the care and supervision of skilled professionals. Once
discharged, those supports are completely removed.

This is where we come in to help!

Studies have found that some patients lack understanding
around hospitalizations. One study of discharged patients found
that at the time of discharge:

» 42% were able to state their diagnosis
» 37% were able to state the purpose of their medications
» 14% knew their medication's common side effects




Studies among Medicaid beneficiaries (our population) have
found that:

» 50% of patients who are re-admitted within 30 days

Im po rtance Of of a discharge did NOT visit a provider in those 30

days
Care

1$1 » The likelihood of a re-admission increases with the
TranS]tlonS patient’s number of diagnosed chronic conditions

» One of the common causes of re-admissions is a
breakdown in patient education in terms of
discharge instructions




What goes into a
Care Transition?

True or False?

A Care Transition is a phone call to
the Member to check-in after Hixny
alerts or receipt of information that
they were discharged or released
from another setting.




What goes into a Care Transition?

False!

Care Transitions are not a “one and done”

Care Transitions should involve a warm
handoff/transition when possible

Care Transitions require documentation and
sometimes updates to the Plan of Care




What goes into a Care Transition:
Documentation

Give yourself credit for the work you do!
Document both successful and unsuccessful efforts to provide Care Transitions

This may include:
= Coordination with a hospital, rehab, or jail

= Communication with outpatient providers, including
provider’s meetings / case conferences

= Efforts or barriers with obtaining discharge
paperwork

» Reviewing discharge instructions and providing
assistance with follow through

= The Member’s willingness to participate with their
aftercare instructions




Key Elements of a Care Transition

Medication Management

Transition Planning

Patient/Family Engagement and Education
Communicating and Transferring Information
Follow-Up Care

Healthcare Provider Engagement

Shared Accountability Across Providers and
Organizations
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Key Element:
Medication Management

Ensuring the Member is aware of and has medications post-discharge or ER
visit

» New medication prescribed

> Refills or new scripts are called into the pharmacy
» Understanding when and why to take medications
» Was missed medication the reason for the event?

If so, there may be an opportunity to provide education on importance
of taking and refilling as prescribed and problem solve for barriers




Key Element:
Transition Planning

Participate in Discharge Planning whenever possible
> Likely only applies to inpatient stays

» Help draft the plan for post-discharge - this is our opportunity
to help make sure the plan can be successful

» Update our Plan of Care to reflect new needs - will we be
helping to secure new supports or helping the Member to
engage with new providers?




Key Element:
Transition Planning

For example, if the hospital discharge summary indicated that the Member was

referred to a neurologist, then the Plan of Care should be updated with this
change in needs. This might look like:

o Establish with Neurologist for Migraine Treatment

Objective Status:
New

Intervention
CC to assist with making connection to Neurologist
Member to advise CC of outcome of appointment
CC to assist with scheduling MAS Transportation, as needed

Member to advise CC of follow up appointments, when needed

Status Target Date

02/12/2021

03/12/2021

06/12/2021

06/12/2021




Key Element:
Patient / Family
Engagement and Education

Provide education to Member and
Family whenever possible

>

Inpatient stays and ER visits:
helping to understand
discharge summaries and
needed follow-up
appointments and even the
reason for the stay

ER Visits: Education on when to
use the ER and alternate
resources in the community
(Urgent Care and PCP)

Reminders of coping skills and
supports that can help to avoid
an event

Who To Call for Help

*  Take your medications as ordered by your doctorts). Review all new medicines,
induding over-the-counter medicines, with your primary care provider
*  Gotoall scheduled doctor appointments.
o Call your primary care provider if:
You seed 1o change your scheduled appointment date of time:

o You have any changes in your bealth or if you fedd L

= You have any questions about your treatment plan or medicines.

2 You have recently visited an urgent care or emergency department/bospital

Call your Primary Care Provider. You may need an appointment within

the next 24 hours, Problems may include:

o Cold syugros thar are lastung a Jong tene (thes could nclude fever, mnny nose, soce
duoat, or earache)

o Backache that doesn't go sway

*  Paun or bunsng when vou unsate, of the fraguent wrge 1o unoate (these are sympooms of a
anmary tract mfection)

*  Sumple cuts or scrapes, or tick bites

Yellow
Zone

(Urgent)

Call your Primary Cave Provider. Your provider will either make an

urgent appointment or instruct you to go to an urgent care center.,

Problems may include:

o Muluple bagh blood sugars

o Vision changes

* Shormess of breath or mcreased congh

¢ Harder for you to breathe when lymg down. or you need to sleep with more pulows or in
a chas

e Feelmg more tired or a lack of energy

¢ Doziness

¢ Feelmp uneasy, hke sommethang 15 not nght

¢ Increased swellmg m your feet, ankles, or stomach

o Mamor myunes such as cuts, bums, o spemns

EMERGENCY!!!
Go to the Emergency Room or ¢call 911 if yvou have any of the following:
¢  Uneeheved chest pam
*  Swugghsg o breathe or waeheved shortness of breath whale samng sull
*  Sudden weakness or d&fficulry speaking
®  Severe uncontsolied pain. wncontrolied bleeding, oc 2 Joss of comscionness

[ JINNOVATIVE
[~ Health Alliance

"N



Key Element:
Patient / Family Engagement and Education

« Can you tell me what medications are prescribed to you, as well
as how and when to take them? If not, how can we work
together to support this?

0 « Where are your follow-up appointments scheduled? What form of
Some questlons you transportation will you use to get to these appointments? Do you

may want to ask need help scheduling or arranging transportation?

Members ,pPSt care e Is there any additional support needed post-discharge? If so, are
transition: there people in your life who can help with these needs? If not,
would you be open to exploring resources?

 Are there any concerns about the event or about returning
home? If so, would you like any support with this?




Key Element:
Follow-up Care

Work the Discharge Instructions!

» Schedule follow-up appointments, ensure access to
transportation and explore a way to remind the Member

> Ensure Members have medications
» Review for other social determinant or lifestyle change

instructions and help implement this by referring Members to
appropriate resources and providers




Don’t forget to update the HML Assessment!

Step 1: Upload clearly labeled supporting HML documentation

TIRLLTE0GE 0635 Al EDT -!-ii.r"ﬂm'.-ln Hospital Inpatient Lescharge Summary 11,1 .43 pdi samarfan Hospaal Inpabend Digchargs Summary 11,143

Step 2: Update HML Assessment

6. Has the member been discharged from an inpatient stay for a mental or physical illness within the last year?

The member was discharged from an inpatient stay due to physical health within the past year

6a. When was the member discharged from the inpatient stay for the illness?

1170172023




Key Element:
Communication and
Transferring
Information

This is what we do!!

Coordination and Communication is
the cornerstone of Health Home
Services

»Notify providers about:

»The event and what led up
to it (missed appointments,
missed meds, etc.)

»|f they have a role in the
discharge instructions

»What next steps may entail
to avoid another event

nﬁa@ﬁ%ﬂ I 2
o NS
Dk %«o»g@dﬁ‘li,
M- Tl IRTd P
19!agaslit
Community Health Connections (CHC) g
Health Home Name
Or$
Patient ]n«wls

N
Community Health Connections (CHC) \X%

Name of Participating Partner

Care Management Agency (CMA) - uamﬂfmﬂ Ca(c Aﬁﬁ&ﬂr‘,’mff\[' QW Ei

Name of Participating Pariner

Managed Care Organization (MCO) - Fidelic Q{} 'fw ?,L

Name of Participating Partner

Sacizl Support Contact - Wﬂﬂ'b{i Sme%h “W‘ Qfg !

Name of Participating Partner

Primary Care Provider - uﬂpﬁﬁ»f Pws;c»ans (4l S’rﬁf{ Wf}um( 6\ m\; (m) Q’? lfl‘ff
Name of Participating Partner Vo
Preferred Pharmacy -

Name of Participating Pariner

Preferred Hospital - Al G!\\j Nedica| Cfﬂ’f”(’.t’ {ﬁﬂéf&ff ermq o N‘\J Cﬁsc) Qr% i;’f‘%f?«l
Name of Participating Parlner U ‘

Local Department of Social Services (DSS) - ABM\! CWM\ Q{}; E‘”LL

Nameof Participating Partner .
hlpany Covaty Mental fitaisn (8l sﬁﬁ WMM o0 m\g Lise QU(? 4l

Name of PartiSpating Pariner




Key Element:

Healthcare Provider Engagement and
Shared Accountability

The ongoing engagement of providers in
the Care Transitions process is critical!

Some things to consider:
v' Facilitating a provider’s meeting
v' Engage the MCO

v Use the Complex Case Discussion
forum

v Contact CHC to talk through
provider connectivity challenges




Policy References and Helpful
Documents

Policy: CHC Website Documents and Tools:

Policy D1: Critical Events and Care Care Transitions
Transitions

Care Transition Case Vignettes Care Transitions Training Slides
Care Transition Case Vignettes Answer Guide

Care Transitions Guide for Members

Care Transitions Training Video
Education on Use of ER

Use the tools and you’ll be
sure to address all potential
areas of need and help
prevent a re-admission!

Care Transitions Guide for Providers Focus on Care Transitions
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