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Session Objectives

Participants will be able to:

* Provide an overview of the role community
providers can play in improving transitions in
care.

* Indentify opportunities for enhancing care
coordination with: Home Care Organizations;
Community-Based Service Organizations;
Skilled Nursing Facilities; Physician Office
Practices and Clinics; and Palliative Care
Programs and Services.




THE EXPANDED CHRONIC CARE MODEL:
INTEGRATING POPULATION HEALTH PROMOTION
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The Expanded Chronic Care Model, (Barr, Robinson, Marin-Link, Underhill, Dotts, Ravensdale, & Salivaras, 2003).



 System and contractual integration becomes
clinical integration
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Community Care Linkages

Community Care Linkages 1s a strategic
initiative to effectively integrate services

of the Massachusetts Aging Services
Access Points (ASAPs) into the evolving
healthcare delivery system.

Who are the MA ASAPs?

— 2’7 Not-for-Profit Organizations

— A 35 year old statewide network linking community resources
to individuals and their families

— Managing 70,000 covered lives annually in home care
programs (Over $350m of services across MA)

— Bring value to evolving community based health care systems.

www.Communitycarelinkages.org
www.masshomecare.org 5




ASAPs Capabilities

% Statewide, interdisciplinary, Recent comments about
experienced care management . . .
infrastructure and vendor network Options Counseling services:

— entry point for community supports
for adults with chronic conditions (. brings knowledge of community )
and their carcglvers resources and public benefits and how to
— eyes and ears in the home & navigate the system. If he doesn’t know he
community @oes the research quickly.
- > <

s 103 Coleman-Model Transition ...50 valuable that he can see the patient
Coaches trained in any setting, assists in continuity of care

especially for difficult, complex cases.

¢ Options Counseling > <

— Educate consumers and families ...provides a point of accessibility to
about community resources during community resources right into the

hospital, SNF and/or rehab stay hospital that we never had before

|
¢ Well positioned to support hospital, ( \

physician practice and SNF ...some of these older and disabled
initiatives to reduce readmissions and | Patients usually stayed in the hospital a lot
improve care transitions longer before Options Counseling.

\ y
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ASAPs Programs and Services

Evidence Based Programs

Community-Based Supports

Care Transitions (The Coleman Model)
— Patient Centered
— Interdisciplinary

— Addresses continuity of care across
settings and practitioners

— Uses Personal Health Record
— Teaches Self Management
Healthy Aging Programs

—  Chronic Disease Self Management
(Stanford Program) 176 leaders trained statewide

— Diabetes Self Management

— Mental Health and Depression Screening
— Matter of Balance Fall Prevention

— Healthy Eating

— Power Tools for Caregivers

* Home assessments of a person's
functional ADL's & TADL's

— Cognition, Depression and Nutritional
Screening

— Home Safety Assessment
— Advance Directives

e  Caregiver supports

e Authorize, purchase and monitor home &
community-based services (extensive
vendor network)

*  Medication management assistance
*  Nursing Home Pre-Admission Screenings
*  Counseling on Community Options

e FElder Abuse & Neglect Investigations and
Intervention

* Referrals to wellness/disease prevention
resources




TransforANED

-
Access to Care and Information

# Health care for all

= Same-day appointments

» After-hours access coverage
» Acpessible patient and kab information
» Online patient services

= Electronic wissts
= Group visits
Fi
|'ll
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Practice-Based Services

» Comprehensive care

for both acute & chronic conditions
= Prevention soreening and servicss
» Surgical procedures:
= Ancillary therapeutic and support services |
= Ancillary diagnostic services

.

"rﬂam Management

= Population management

= Wellness promotion

= Diseaze prevention

# Chronic dissase management

= Patient engagement and education
* Leverages automated technologies

b oy

ASAPs offer an
Interdisciplinary Care
Management Team that connects
practices with the community to
assure clinical staff work at the
top of their license to deliver
patient-centered and cost
effective care.

~

The TransforMED Patient-Centered Model
A Medical Home for All

N\

Practice Management
» Disciplined financial management
» Cost-Benefit decision-making
= Revenue enhancement
= Dptimized coding & billing
# PersonnelfHA management
= Facilities management
= Dptimized office designiredesign
+ Change management
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» Community-based resources
= Collaborative relationships
# Emergency Room
= Hospital care
# Behavioral heatth care
» Maternity cars
» Specialist care
» Pharmacy
» Phiysical Therapy
» Case Management
» Care Transition

= Provider |eadership

= Shared mission and vision

# Effective communication

= Task designation by skill set

= Murse Practitioner § Physician Assistant
= Patient participation

= Family imnvolvemnent options

> pS

a Health Information Technology h
= Electronic medical record
# Electronic orders and reporting
# Electronic prescribing
# Evidence-based decision support
* Population management registry
# Practice Web site
A continuous relationship with a personal physician s Patient portal
coordinating care for both wellness and illness . . A
* Mindful I:Jiniciun-paﬁenl communicafion: .JI!
trust, respect, shared decision-making Quality and Safety Y
* Pafient engogement * Evidence-based best practices
L3 Pl'ﬂ'fldﬂr"'rpﬂhefﬂ P’EII'hE'I"ShiP = Medication management
- Cl."l‘l.lrtll}f sensitive care #» Patient satisfaction feedback
* Confinuous relationship : E"nilml ?mu rira
- ua IMprossment
* Whale person care e ::m:mu“
» Regulatory compliance
- S
4 Care Coordination h i Practice-Besed Care Team )

Find out more at www.TransforMED.com

warmbon 3§ - 102000
G- 0 Transd orbliEl



STAAR Team Collaboration

ASAP STAAR Team/Hospital

* Deliver care transitions services o Identify & refer patients based on

* Provide trained coaches and Options inclusion/ exclusion criteria
Counselors  Facilitate coaches and Options

* Provide oversight and support while Counselors doing hospital visits
in the community « Data sharing / confidentiality

e Data sharing / confidentiality *  Meet regularly with coaches and

* Meet regularly with hospital STAAR Options Counselors
team

Elder Services Merrimack Valley, Inc. Transition Coach
Partnership with Saints Medical Center STAAR Team

A 63 year old female was referred to Elder Services for Transition Coaching from Saints Medical Center after
a 2 day stay due to exacerbation of COPD. Additional diagnoses include: HTN, Depression, Anxiety, obesity

and new diagnosis of CHF. After review of Coleman model red flags and medications, coordination with PCP
for follow up pulmonary rehab services, the Transition Coach spoke to her about attending the Chronic
Disease Self Management Program that she can attend at Saints Medical Center. She has enrolled along with
her sister and they are thrilled with the added support to keep her on the healthy track. She also has expressed
her pleasure that the transition coach has taken such an interest in how she is doing and that she knows she
has someone she can contact for support. (Refer to handout for full story)




ASAPs: Community-Based Partners

As community-based organizations, we...

serve our clients for life, not episode focused.
have a holistic approach to support individuals in their homes.

serve individuals across all care settings.

are the eyes and ears of medical professionals in the home.

provide one door to many services to support individuals in their homes.*

are the best value to improve the health of your community/patients.

have served your community/patients for 30+years and continue to do so
today.

Navigating Across Care Settings:

are partnering now: Choices for Successful Transitions (NACS)
* STAAR teams;
« CCTP, Section 3026, PPACA: $400k AoA funding to deliver evidence-based

“Coleman” Care Transition Intervention (CTI) to
300 people - elders and adults with disabilities -
over two year period who have been hospitalized
* Evidence-based Health Aging Programs. with congestive heart failure, chronic obstructive
pulmonary disease or diabetes. Coleman Plus

* Options Counseling;

¢ (Coleman Coaches; and

services provided, refer to description.

* “Vetted” network of vendors that support individuals in their homes, i.e., meals, transportation, house cleaning, home repair, etc.10




Community Care Linkages

STEERING COMMITTEE

Joan Butler
Minuteman Senior Services

781-272-7177
1.butler @ minutemansenior.org

Diana DiGiorgi
Old Colony Elder Services

508-584-1561
ddigiorei @oldcolonyelderservices.org

Rosanne DiStefano

Elder Services of Merrimack Valley,
Inc.

978-683-7747

RDistefano @ESMV.org

Linda George
Director
Boston Senior Home Care

617-303-8309
leeorge @bshcinfo.org

Roseann Martoccia
Franklin County Home Care

413-773-5555
rmartoccia@fchcc.org

Susan E. Temper
Springwell

617-926-5717

stemper @springwell.com

PROJECT ADVISORS

Al Norman

Mass Home Care
(978) 502-3794
anorman @fchcc.org

Paul J. Lanzikos

North Shore Elder Services
978-750-4540

planzikos @nselder.org

Contact information for 27 ASAPs: www.masshomecare.org

Valerie Parker Callahan

Research and Data Advisor

Director of Planning and Development
Greater Lynn Senior Services
781-599-0110

VParkerCallahan @glss.net

Mary DeRoo, RN, MS

Home Care Director

Elder Services of Merrimack Valley
978-683-7747
MDeroo@ESMV.org

Cheryl Krisko, RN
Director of Health Services
North Shore Elder Services
(978) 750-4540

ckrisko @nselder.org

PROJECT
DIRECTOR

Amy S. MacNulty
781-405-2298

amy @macnultyconsulting.com
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INTERACT"

Interventions to Reduce Acute Care Transfers

Improving Geriatric Care by
Reducing Potentially Avoidable
Hospitalizations

Laurie Herndon, MSN, GNP-BC
Director of Clinical Quality
|lherndon@maseniorcare.org




.M Building Evidence

m CMS Pilot
m Commonwealth Fund Project
m Practice Change Fellowship




%M Purpose of the Toolkit

m Aid in the early identification of a resident
change of status

m Guide staff through a comprehensive resident
assessment when a change has been identified

m Improve documentation around resident change
in condition

m Enhance communication with other health care
providers about a resident change of status




3 Working Together on STAAR Cross
Continuum Teams

INTERACT™

m QI Form

m CHF materials

m Job Shadow

m Advance Directives




www.interact2.net

m About INTERACT

m INTERACT Tools

m Educational Resources

m Links to Other Resources




MA Patient-Centered Medical Home
Initiative and Managing Transitions

Marge Houy, Senior Consultant
Bailit Health Purchasing, LLC



Background

* 46 primary care sites selected (list provided)

* Key program components:
— 3-year multi-payer, multi-stakeholder initiative
— Medical Home Facilitator support
— Participation in 9-session Learning Collaborative
— Enhanced data sharing with payers

— 32 are receiving additional payments from payers
and opportunity to share savings

— Robust evaluation by UMass



Key Patient Focus and
Approach to Care Management

* |dentify high risk patients, including those
recently hospitalized or at risk for
hospitalization

* Clinical Care Management, including
— Risk stratification and tailored interventions

— Transition management
e Obtaining IP admissions info from payers w/in 24 hours
* Clinical contact within 24-hours of inpatient discharge

 Clinical contact within 2 days of ER visit, if seen for a
documented chronic illness problem



Timeline

 11/10 through 3/11: Pre-work period

— Building basic infrastructure, including
measurement reporting capabilities

» 3/29-30: First Learning Session

— Focus on EB care, patient-centered care and
engaged leadership

* 6/29-30: Second Learning Session

— Focus on managing high-risk patients, care
transitions



STAAR-PCMHI Links

e Great opportunity for PCMHI practices to create
strong linkages with STAAR hospitals. Will be
trained on:

— |HI best practices for managing transitions from
hospital to practices

— Uniform discharge form when available

— STAAR program and opportunity to participate on
local Cross Continuum Teams

* Bi-weekly PCMHI-STAAR meetings to plan and
build linkages



MOLST Demonstration Update

Massachusetts STAAR Learning Session

Christine McCluskey, RN, MPH
Center for Health Policy and Research
University of Massachusetts Medical School
Commonwealth Medicine Division
508.856.4819

February 3, 2011

MASSACHUSETTS MEDICAL ORDERS,
for LIFE-SUSTAINING TREATMENT
(MOLST)

www.molst-ma.or

PATIENT Select one circle below to indicate who is signing Section D:
or patient’s 5 NN Py e

e O Patient O Health Care Agent O Guardian’ O Parent/Guardian* of minor

signature | Signature of patient confirms this form was signed of patient's own free wil and reflects his/her wishes and goals of care as
expressed to the Section E signer. Signature by the patient’s representative (indicated above) confirms that this form reflects histher
D assessment of the patient’s wishes and goals of care, orifthose wishes are unknown, his/her assessment of the patient's best
.| interests. *A guardian can sign to the extent of MA law. Consuit legal counsel with questions about guardian’s authority.
Select circle

and fillin | ignature of Patient (or Person Representing the Patient) Date of Signature
every line for
valid orders
Legible Printed Name of Signer Telephone Number of Signer

CLINICIAN | Signature of physician, nurse practtioner or physician assistant confirms that this form accurately reflects
signature | his/her discussion(s) with the signer in Section D.

E
- | Signature of Physician, Nurse Practitioner, or Physician Assistant Date of Signature
Fill in every
line for valid
i Legible Printed Name of Signer Telephone number of signer

SEND THIS FORM WITH THE PATIENT AT ALL TIMES.
HIPAA permits disclosure of MOLST to health care providers as necessary for treatment.

22



» A standardized form (bright pink) for writing medical
orders

» An appropriate way to meet the standard of care for
honoring patient preferences about end-of-life care



MOLST Demonstration Project

» Focused on a region of the Commonwealth
(Greater Worcester)

» Included nine settings across the continuum of
care, where patients enter and transition through
the health care system

» Settings included:

> Acute Care
~ Primary Managed Care
» Emergency Medical Services

» Nursing Homes, Home Health, Hospice Care

» MOLST form implemented April 1, 2010



or hospice discussion and referral

» Includes Do Not Hospitalize option

» Transported with patient during every care
transition

» EMTs authorized to honor as medical orders

25



> Assemble a task force

» Educate administrators about MOLST
» Begin review of related policies &procedures

» Limitation of Rx; health care proxy, advance directive; advance care planning;
informed consent; withdrawal of Rx

> See MOLST website: www.molst-ma.org

26



