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Welcome!
House Keeping
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Virtual Etiquette

Meeting participation:

 We will be using the raise your hand feature by clicking on the little blue hand

 We will be using chat function

* When we are taking breaks be sure not to leave the meeting but rather mute your audio

and video

Environment:
- Be aware of your backgrounds to not be distracting.
 Position yourself in the light.



Successful Completion Requirements:

® Attend the entire Introduction to Team-Based Care course, in-person or live virtual

Attendance criteria:

* |fthe Learner misses > 30 minutes; the Learner will not be counted as “attended” and will
need to retake the course.

* |fthe Learner misses < 30 minutes; the Learner will be counted as “attended”. The
Learner will need to review the missed course content located here: https://micmt-
cares.org/training

* If course is virtual — must attend by audio and video/internet

® Complete the Michigan Institute for Care Management and Transformation (MICMT) Intro to
TBC post-test and evaluation.
 Achieve a passing score on the post-test of 80% or greater. If needed, you may retake
the post-test

You will have (5) business days to
complete the post-test.


https://micmt-cares.org/training

Please take the
post test within 5
days for CE credit!
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There is no conflict of interest for anyone with the ability to control content for this
activity.

Claiming Credits:

The AAFP has reviewed Team Based Care and deemed it acceptable for AAFP credit.
Term of approval is from 10/23/2021 to 10/22/2022. Physicians should claim only the
credit commensurate with the extent of their participation in the activity.

* Credit approval includes the following session(s):

7.50 In-Person, Live (could include online) AAFP Prescribed Credit(s) - Team
Based Care

Social Work:

This course is approved by the NASW-Michigan Social Work Continuing Education
Collaborative

* Approval # 080821-00 7.0 Credits



Agenda

Topic
Who, what, why and how: Team
Based Care

Care Coordination and Care
Management across the team

Outcomes and Triple Aim

Simulation: Putting it all together

Debrief

Billing and Coding

Putting it all together

Speaker
Susan J. Vos BSN, RN, CCM

Susan J. Vos BSN, RN, CCM
Robin Schreur RN, BS, CCM

Robin Schreur RN, BS, CCM

Susan J. Vos BSN, RN, CCM
Robin Schreur RN, BS, CCM

Susan J. Vos BSN, RN, CCM

Robin Schreur RN, BS, CCM

Robin Schreur RN, BS, CCM

Susan J. Vos BSN, RN, CCM
Robin Schreur RN, BS, CCM

Time
8 am—9:30 am

(90 minutes)
10 Minute Break

9:40 am — 10:20 am
(90 minutes)

10 Minute Break
10:30—11:00 am

(30 minutes)
Lunch
11:30 — 1:30 pm

(120 minutes)

10 Minute Break
1:40-2:10
(30 minutes)

2:10-3:10

(60 minutes)
3:10-3:40

(30 minutes)

Objective
Identify key aspects of TBC

Review the roles of the team members in relation to care
coordination and care management

Discuss and link outcomes to the goals of triple AIM

Identify strengths and opportunities of the team in delivering
TBC

Sharing experiences and identify opportunities

Identify codes available to sustain the work

Identify next steps and application within the practice



Reference Guidelines

“Material based off of the Introduction to Team-Based Care course
developed through a collaborative effort facilitated by Michigan
Institute for Care Management and Transformation and
participating Training Organizations.”



Introductions: Polling

* Your name

* Your discipline

* How long have you been in your role

What’s most important for you to learn today

Introduction to Team-Based Care Revised 6.2021



Pre-Work

Completion of pre-work material
® Share the Care Document
®* SBAR Article

Introduction to Team-Based Care Revised 6.2021

*If you didn’t not have a chance
to view the pre-work, please
make sure to review

10


https://micmt-cares.org/sites/default/files/4.8%20leap%20team-step3-share%20the%20care%20worksheet-assess%20team%20roles%20and%20tasks_0.pdf

Why Team-based Care”?
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Team Based Care

The provision of health services to individuals,
families, and/or their communities by at least two
health care providers who work collaboratively
with patients and their caregivers, to the extent
preferred by each patient, to accomplish shared
goals within and across settings to achieve
coordinated, high-quality care.

https://pcmh.ahrqg.gov/page/creating-patient-centered-team based-primary-care

Intro to Team Based Care V1 5.18.2020
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https://pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care

Evolution of Team-Based Care

Dr. Tom Simmer, MD, Retired
Served as Senior Vice President and Chief Medical Officer for BCBSM
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Patient Centered Medical Home (PCMH)

PCMH is a care delivery model in
which patient treatment is
coordinated through primary
care teams to ensure patients
receive the necessary care when
and where they need it, in a
manner they can understand.

Introduction to Team-Based Care Revised 6.2021

Patient Centered Medical Home

“Neighborhood”
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PCMH and Chronic Care Model Alignment

Community
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Improved Outcomes

Introduction to Team-Based Care Revised 6.2021

Comprehensive Evidence-Based Framework
for improving care delivery and patient-
centered chronic condition management
across the spectrum of healthcare

Recognizes Primary Health Care as the
necessary foundation from which the
Community and Health System link to the
patient

Formal Quality Improvement process

Self Management Support becomes
universally accepted practice to engage
patients across the spectrum of care
continuum

16



Activating Patients — Self-Management Support

F N
Jenny Knight, NP

Mirss PracErtiomngr
Harl=m Hospital
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Patient
Improved health and outcomes
Improved engagement and satisfaction
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The Va I ue Of ® Decreased unnecessary visits to the emergency department and
hospital
Tea m Based Ca re. ® Improved ability to self manage
Pa t/ent; P/‘aC’t/Ce ® Improved ability to engage with the practice team
Practice

and Payer Improved patient care
PerSpECt/VE ® Improved engagement of practice teams

Improved patient outcomes
Decreased cost
Decreased burnout and turnover

Payer

® Payers support programs that demonstrate improved quality
and lower overall costs of care

® Outcomes measures, such as Alc, BP, Inpatient Utilization,
and ED Utilization demonstrate improved quality of care
resulting in decreased cost of care

® Improved patient care and quality resulting in decreased cost

to all equates a successful program s




Who is on the team?



Community Team Members

The affiliated Team Community

Medical
Neighborhood

Patient
Centered

The Core Team Medical Home

Patient

Intro to Team Based Care V1 5.18.2020



Activity: Review Roles and Responsibilities

Role

Responsibility Provider Office clerical Clinic MA | Care Team Member @ Patient
Participate in huddle
Identify patients for care management
Call patients after inpatient discharge within 48 hours
Complete proactive outreach using patient registry lists
Check-in process
Complete screenings
Complete patient assessment for plan of care
Assist in the development of the patient plan of care
Assess and reassess patient goals for success
Assist with navigation of services
Review/assist with medication management
Provide self-management support
Document/communicate the plan of care
Schedule follow-up visits
Coordinate case closures



Discussion: Review Roles and Responsibilities

Role
Task Provider Office clerical Clinic MA Care Team Member | Patient

Participate in huddle X X X X

Identify patients for care management X X X X X
Call patients after inpatient discharge within 48 hours X X

Complete proactive outreach using patient registry lists X X X

Check-in process X

Complete screenings X X X X

Complete patient assessment for plan of care X X

Assist in the development of the patient plan of care X X X
Assess and reassess patient goals for success X ) 4 X
Assist with navigation of services X X X X X
Review/assist with medication management X X X

Provide self-management support X X
Document/communicate the plan of care X X X

Schedule follow-up visits X X

Coordinate case closures X X

*The role of practice leadership is to support the tasks of the provider, office clerical, clinic MA, and care team members. They are not
directly involved in the day-to-day tasks of developing the patient’s plan of care.



Community Team Members

Where to Look

Referral Type

Community Team
Members/Schools

Health Department/Public
Health

Pharmacist

Social Worker/Behavioral
Health

Dietitian

Other/General Help

Community Resources (PO and Practice have a list)
School-Based Resources (Psychologist, Social Worker)
Faith-Based Partnerships

Maternal/Infant Health (CSHCS: Children’s Special Health Care Services)
Adult Resources
Education

Local Pharmacy (Walgreens, CVS, Rite Aid for drug specific questions)

Referral from PCP

Local Community Mental Health

DHHS: Department of Health and Human Services
Public Health Services

Referral from PCP
Online Resources (https://www.eatright.org/find-an-expert)

PO/Practice Leadership
MICMT (www.micmt-cares.org)



https://www.eatright.org/find-an-expert
http://www.micmt-cares.org/

Let’s Talk Team
Communication

Communication is........

...a taken-for-granted human
activity that is recognized as
important only when it has failed.”

24
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TBC Case
Study —
Focusing on

John

John is a 64-year-old male with a diagnosis of COPD.
He has  had COPD for the last 10 years.

Current findings:

* John was recently hospitalized last month due to
shortness of breath.

* John is a smoker even though his physician has
educated him on the problems associated with
smoking.

* He also has high blood pressure which at this
time is borderline.

e He currently takes Symbicort and albuterol for
management of his COPD.

* He is currently not on any medication for his
blood pressure although when discussed John
refuses to be on any medication.

* John lost his wife one year ago and is on his
own.

* The closest family he has lives out of state.

e Heis on a fixed income and sometimes has
difficulty paying his bills or putting food on the
table.

*25



sousladwo) [ednyng Jo [8poj\ sjooeg-eyuidwe)

1D Joy syl

juswanoidw| swalsAs |ea

Enhancing
Team

Communication

It’s about Relationship and Engagement with Team members
Seek out opportunities for interactions
Shadow and reverse shadow team members
Be curious
Recognize common goals and values
Recognize there may be differences in communication style
Seek to understand-address proactively

Assume the best

26
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Team Communication

Barriers to Good Communication

Personal Environmental

* Memory limitations .

e Stress/anxiety .
» Fatigue, physical factors .
e Multi-tasking .

* Flawed assumptions .
* New role/new team .

Many modes communication
Rapid change

Time pressure

Distractions

Interruptions

Variations in team culture

27



Communication Tools

Clear patient encounter documentation in the EHR
Messaging (skype)

Ad hoc conversations

SBAR (Situation, Background, Assessment, Recommendation)

Different communication tools serve different purposes — all are meant
to keep the team informed of patient progress, plan of care changes,
and operational changes that support better patient outcomes.



/

L —

Using SBAR Communications
in Efforts to Prevent Patient
Rehospitalizations

SBAR Reading & Worksheet

Article titled, Using SBAR Communications in Efforts to Prevent Patient Rehospitalization



SBAR

Situation: What is the concern? A very clear, succinct overview of
pertinent issue.

Background: What has occurred? Important brief information relating to
event. What got us to this point?

Assessment: What do you think is going on? Summarize the facts and give
your best judgement.

Recommendation: What do you recommend? What actions do you want?



ntroduc

SBAR Ineffective Communication

tion to Team-Based Care Revised 6.2021
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SBAR Effective Communication




Thoughts on SBAR Videos

What made the difference?



Your Turn

Mr. B
* o Age 83

e Increasing symptoms of fatigue, weakness,
shortness of breath

e Hospitalized 3 months ago for exacerbation
of his Heart Failure

e History of hypertension, coronary artery
disease, Myocardial infarction

e Temporarily living with his daughter

Situation:
Background:
Assessment:
Recommendations:

Unsure about his medications o Specifically, in the hospital they held
his hydrochlorothiazide and on discharge did not give any directions
on what to do about that

e States feeling “low”

* Not following the low sodium diet — can’t stand the food without
seasoning

e Worried about his living arrangements

e Wants to go back home but his daughter is concerned about that o
He has fallen once — no injuries other than bruises on his forehead

* He’s having trouble sleeping

* He is unable to complete his own activities of daily living without
some assistance o Tires easily and needs help dressing

o He can do his own personal hygiene

* He completed the SDOH screening o Needs assistance with
transportation to medical appointments

o Has housing needs (based on wanting to return home)



Operating Guidelines: Policies & Procedures

- Collaborative Practice
Agreements

- Standing Orders

- Meetings and Huddles

ntroduction to Team-Based Care Revised 6.2021
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Meeting Examples

Huddle

Meeting

Short, patient centered

Has an agenda, operational

Frequent, even daily

Less frequent, but scheduled regularly or ad hoc

Goal is to discuss arising situations that need multi-
disciplinary support and are complex enough for a
conversation:

* High risk patients, complex Plans of Care

* ED orIP visits

* Requests for different referrals

* Concerns for a patient

Goal is to improve the overall program

performance:

* Review operational opportunities, such as
scheduling or standing agreements/orders

* Review process for referrals

* Review outcomes measures / performance

Participants include the individuals directly involved
with the huddle topics

Participants expanded to include all involved with
the process on the agenda: front and back office,
billing, PCP, Care Team, MA, Office Manager




Collaborative Practice Agreements

* Alegal agreement that formally defines the
relationship between the physician and care team
member (usually used with Pharmacists) that
expands the role of the care team member beyond
the normal licensure confines.

* For pharmacists, this frequently gives the ability to
provide medication management through titration
of meds and ordering supplies.

Introduction to Team-Based Care Revised 6.2021

37



Standing Orders/Agreements

* Standing Orders/Agreements facilitate team-based
care by giving blanket agreement for proactive
outreach by the care team

* Standing orders examples:
* Transitions of Care phone calls

* (Calling patients for gaps in care / other preventive
care

* |Immunizations procedures
* Enrollment into chronic care management

Introduction to Team-Based Care Revised 6.2021

38
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TBC Case
Study —
Focusing on

John

John is a 64-year-old male with a diagnosis of COPD.
He has  had COPD for the last 10 years.

Current findings:

* John was recently hospitalized last month due to
shortness of breath.

* John is a smoker even though his physician has
educated him on the problems associated with
smoking.

* He also has high blood pressure which at this
time is borderline.

e He currently takes Symbicort and albuterol for
management of his COPD.

* He is currently not on any medication for his
blood pressure although when discussed John
refuses to be on any medication.

* John lost his wife one year ago and is on his
own.

* The closest family he has lives out of state.

e Heis on a fixed income and sometimes has
difficulty paying his bills or putting food on the
table.

*39



Key Takeaways

e Team-based care is derived from the chronic care
model and patient-centered medical home.

e Team structure and roles help define how the
team can work together.

e Communication tools help improve the team’s
ability to provide patient-centered care.

 Feedback loops help assure that the sender’s
message has been understood by the receiver.

Introduction to Team-Based Care Revised 6.2021
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Intro

Why, What,
Who, and How:
Team-Based
Care

Agenda

Care
Management
Process

Outcomes
and Triple
AlM

Billing
Applications

Putting It
All
Together
and
Wrap-Up



Care team members improve outcomes by using evidence-based care within the
framework of the Care Management Process and through productive interactions with
the patient.

Assess &
Care Plan

|dentify

The Provider & Care Communication
Team Members defines between care team
a population of focus, providers, patients /
with the goal of caregivers creates
impacting outcomes productive interactions
measures. that lead to an
Care Team Members evidence-based,
divide up outreach collaboratively
effort according to role. developed plan of care.

Introduction to Team-Based Care Revised 6.2021

Implement

Care Team Members conduct
the follow up, re-assess
utilizing productive
interactions to re-establish
patient self-management
goals and a follow up plan.

Evaluate patient clinical
outcomes and
determine if the patient
still needs additional
care team member
support.

42



Care Management Process

ldentify éasrseezslag; Implement

Build a panel of patients that is related to the outcomes
measures that indicate program success

Introduction to Team-Based Care Revised 6.2021
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Align Outreach with Outcomes

Work with your
practice team and
physician to identify
patients who need
support to improve
the key outcomes
measures.

Evidence-
based
Guidelines

Top Adult Outcome
Measures

Lower ED Utilization
Lower Inpatient
Utilization

Alc in Control

BP in Control

Top Pediatric Outcome Measures

Lower ED Utilization

Lower Inpatient Utilization

ED Visit Follow-Up for Mental
lliness

ADHD Medication Management
Asthma Medication
Management



Risk Stratification

Key Characteristics of
Rising-Risk Patients

Patient has 1to 2
well-managed
chronic diseases

15%-35% ... q

of your patient
population Is nsing nsk

Symptoms not severe
and can be ignored

Patient has co-occurring
psychosocial risk factors

Introduction to Team-Based Care Revised 6.2021

Patient Population Pyramid

T 1%-5% of patients = === == = === = - -

Risk
Patients

Rising-Risk
Patients

Low-Risk Patients

15%-35% of patients

60%-80% of patients

Common Characteristics
of High-Risk Patients

Three or more
chronic conditions

At least one
severe condition

In need of constant,
individualised management

45



Build a Targeted Patient Panel

* Referrals: Physicians and other care team members can
identify patients - often through screenings - who would
be appropriate and refer them to you for support.

* Registry: Proactive outreach using lists of patients from a
registry can be an easy way to find patients with the
diagnoses or gaps of focus.

* Transitions of Care and Admission / Discharge / Transfer
(ADT) Notifications: Your PO / practice will have a way of
knowing when somebody is discharged from the hospital
/ ED; usually on a daily basis, if not in real time!

* PO or Practice Risk Stratification Processes: Your PO /
practice may have a way to identify high risk and rising
risk patients.

Introduction to Team-Based Care Revised 6.2021
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Referral Process

* Developing a simple referral process for providers and care team
members to send you patients is one of the ways that you can build

your team.

* If your providers are open to the idea, set up regular short huddles
to review the patients who are coming in for the day or for the
week to see if there are appropriate people for care management.

* This keeps the provider engaged in the care and provides an
opportunity for the care team member to learn more about the

patient from the provider.



Proactive Identification:
A Critical Step Using Your Registry

It will take considerable time to build caseloads and impact
outcomes if we wait for patients to seek care and for members of
the team to make a referral.

e Patients who may need your service may not seek care or come
into the practice.

* Proactive outreach for gaps in care can help re-engage patients
with evidence-based preventive care.



Admission / Discharge / Transfer (ADT)
Notifications

* ADT notifications are the process by which your Physician
Organization (PO) or office knows when patients are admitted to the
hospital or present to the Emergency Department (ED).

It’s important to find out how your office receives ADT notifications
so that you can support the patient.

Resource: Improving Care Coordination Through Health
Information Exchange, Oakland Southfield Physicians



https://micmt-cares.org/webinar/improving-care

Transitions of Care (TOC)

* A set of actions designed to ensure the coordination and continuity of
health care as patients transfer from hospital to home.

 TOC services are provided after a patient is discharged from one of
these inpatient settings, with the goal of preventing a readmission:

Inpatient Hospital Skilled Other
acute care outpatient nursing inpatient
hospital observation facility (SNF) settings

Resource: Transitions of Care elLearning



https://micmt-cares.org/e-learning/transition-care-0

Transitional Care Management (TCM) Requirements

* TCM requirements are the steps needed for your provider to bill a higher

level code (99495 and 99496) after a patient is discharged home from the
inpatient setting.

 TCM requirements are also shown to reduce readmissions. Win/Win!

Care Team Provider visit

Recommended:
ADT Member calls within 7-14 days Care Team Member
Notificationin =»  the patient — (preferably — follows up with
Real Time within 2 sooner for higher patient to help avoid
business days risk patients) readmission.

*Note: The 98966-68 phone call codes should not be billed when calling the patient as part of the TCM codes.

Resource: CMS TCM Services



https://micmt-cares.org/sites/default/files/2021-06/TCM_Tools.pdf

020Z'8L°G LA ®Je) psseg wes] O} 04ju|

Transition of

Care : Poll

Key Elements of the
Transitions of Care Call

** Reference the MiCCSI
post-discharge call
template on our website
under the training
documents



What is your elevator speech?
(Write it down!)

Introduction to Team-Based Care Revised 6.2021
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Engaging the patient!

Introducing team-based care
management and other services to
the patient/caregiver: Elevator
speech

Meet the Patient Where They are At

_

Intro to Team Based Care V1 5.18.2020



Introduce team care
concepts to include
the provider and

Key patient
COmpOnentS Value to the patient
of the
Introduction

The patient’s role

What can the patient
expect, to include
timeline

Addressing cost
guestions




Demonstration

* Listen for key points to include in the introduction to
demonstrate competencies of:

Acknowledging the patient
Permission and expected time
Describe the roles of the team

Relationship of the roles to the provider and other
team members

Acknowledge and check-in

Patient value of TBC

Patient role

Expectations of TBC to include the timeline
Cost

Acknowledge questions

56



Key Takeaways

* Build a panel of patients that is related to the outcomes
measures that indicate program success through:

* Referrals
* Proactive outreach through registry lists
* ADT notifications to support transitions of care

Introduction to Team-Based Care Revised 6.2021

57



Care Management Process

Assess &

Care Plan B St

|dentify

* Engage with the patient to build a good relationship, review the plan of care

* Review the Physical, Behavioral, Social characteristics of the patient, as well as the patient’s desire to change
* Co-develop a plan of care that might include a Symptom Management plan

* Co-develop a Self-Management Action Plan with patient

* Determine the follow up plan

Introduction to Team-Based Care Revised 6.2021
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Assessment and Care Planning
Use of Motivational Interviewing: A Guiding Approach

Introduction to Team-Based Care
Revised 6.2021
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Patient Assessment

The assessment provides patient context and supports
co-development of the Plans of Care.

Review historical screenings, gather information from
the provider or other care team members as possible,
and talk with the patient to understand the patient’s
understanding of and situation with regards to their:
®* Physical diagnoses

®* Behavioral diagnoses or symptoms

® Social needs (Social Determinants of Health)

®* Desire for change

Licensed Care Team Members can bill a G9001 for a
Comprehensive Assessment.

Introduction to Team-Based Care Revised 6.2021
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Assessment Elements for Plans of Care

Key Area of Focus

Physical
®*  (linical diagnoses, medications

Behavioral
®* Behavioral health symptoms and/or diagnoses

Social
® Social Determinants of Health (SDoH), health literacy,
family / community support

Patient or Caregiver’s Ability / Desire

®* Desire and Ability

® Active role within the team

® Patient/Caregiver concerns, importance, priority, hope

Screening tools/Methods

Identify the extended care team (specialists, PCP, etc)
Chronic conditions

Functional status

Utilization

Patient’s risk score

Medication Review

Behavioral health diagnoses and if the patient is working with a Behavioral Health
Specialist

Substance Use (smoking, alcohol, controlled substances)

PHQ-9

GAD-7

Cognitive status

Evaluate patient’s understanding of his/her health

Social Needs Assessment

Nutritional Status

What is the support level? Does the patient have a caregiver?

Discussion about ideal state / goals

Confidence in achieving goals

Review with the patient the visit activities and reasons for the visit
Determine the patient’s readiness to set self-management action plan goals



Engage the Patient for a Successful Assessment

* Use open-ended questions
 Demonstrate interest in the patient
* Active listening
Group Activity: Create an open-ended
Key Areas of Focus qguestion for one of the Key Areas of Focus
* Linguistic and Cultural Needs
* Health Literacy
 Health Status
* Psychosocial Status/Needs
* Patient Knowledge/Awareness/Ability



Medical
Concerns and

Interventions
|dentified

Symptom Management

Medication Management

Education and coaching to self-manage
condition/health

Planned interventions: tests, procedures

Follow up schedule: planned visits, phone calls

Coordination of care across settings: specialists,
community, other services



Social Determinants of Health

Factors that Affect Health

Smallest

Eat healthy, be
Impact

ounseling physically active
& Education

Rx for high blood

Clinical pressure, high
- cholesterol, diabetes
Interventions

intervention, cessation

Long-lasting treatment, colonoscopy

Protective Interventions

” Fluondation, Og trans fat,
Changing the Context folic acid fortification,

to make individuals’ default lodization, smoke-free
Largest \ decisions healthy laws, tobacco tax
Impact
. e Poverty, education,
' Socioeconomic Factors housing, inequality

Introduction to Team-Based Care Revised 6.2021
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Social Needs
Video

e Social Determinants of Health

e https://www.youtube.com/watch?v=17iSYi3ziTlI



https://www.youtube.com/watch?v=I7iSYi3ziTI
https://www.youtube.com/watch?v=I7iSYi3ziTI

Behavioral

Needs

Screenings conducted to
identify patients with risk

* Depression Screening
(PHQ-9)

e Anxiety Screening (GAD-
7)

Workflows
e Documentation
e Confirm diagnosis

* Treatment plan




Plans of Care

Care Plan Type

Definition

Example

Management Plan

next steps based on
symptoms —i.e. when to use
the emergency department,
call the office, self-care.

Plan of Care Clinical care plan that Mrs. Brown comes into the office with shortness of breath. Peak flow is
identifies the outcomes evaluated; respiratory assessment is done. Provider team develops a
goals recommended by the plan of care that includes follow up visits and care management visit on
care team. ltincludes the a weekly basis for a month.
symptom management plan
and the self-management The patient is given an asthma action plan showing symptom
action plan. management progression and appropriate actions to take if her asthma
exacerbates.

A follow up plan with the

care team is part of the Plan | The patient discussed self-management goals with the care manager.

of Care. Mrs. Brown’s desire is to go walking again with a group of friends
without discomfort from shortness of breath. She committed to using
her medication regularly as a first step to being able to walk regularly
again.

Symptom Identifies the appropriate From the above example:

The Asthma Action Plan is the symptom management plan. It shows
Mrs. Brown when to go to the ED, when to call the office, and when the
symptom is something she can handle on her own with an inhaler.

Self-Management
Action Plan

Small, usually life-style goals
driven by the patient’s
desired outcomes.

Can also include elements
of the symptom
management plan.

From the Plan of Care:
Mrs. Brown committed to using her medication regularly.
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Self-Management Action Plan

e Supports the team-developed Care Plan

* Developed by the patient with support from the care team to set mutual goals and
actions to support improved health outcomes.

* Should be reviewed and potentially revised at every visit.

 SMART goals (developed with patient)

* Lifestyle changes

Symptom Management Plan

* Medication Management

e Education and coaching to self-manage condition/health

* Planned interventions: tests, procedures

* Follow up plan (both planned visits with the provider and in-
between visits with the care team)

* Coordination of care across settings: specialists, community

Components
can include
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Attainable

How

Is the goal reasonable
enough to be
accomplished? How so?

Make sure the goal is
not out of reach or
below standard
performance.

Worthwhile

Is the goal worthwhile
and will it meet your
needs?

Is each goal consistent
with other goals you
have established and

fits with your
immediate and long
term plans?

Your objective should
include a time limit. “I
will complete this step

by month/day/year.”

It will establish a sense

of urgency and prompt
you to have better time
management.
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“Guidance of the team reflects the needs of
the patient”

 While the care team may have goals for the
patient, it’s really the patient who decides the
goals that they can and want to work on.

* This frequently means the focus is on behavioral,
not outcomes goals.

 Use ascale from 1-10 to measure the
patients’ confidence in achieving the goal.
Higher confidence = more likely to succeed!

Introduction to Team-Based Care Revised 6.2021
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Symptom Management Plan Tool

Helps patients recognize and monitor their symptoms:

* Assist patients in recognizing early symptoms with the goal of
avoiding unnecessary utilization.

* |dentifies the symptoms to be aware of and appropriate
corresponding actions.

Frequently follows the ‘stoplight’ model:
* Green: Maintaining Goal(s)
: Warning when to call provider/office
* Red: Emergency symptoms



Self-Check Plan X RISE
v Q

ke I’'m sick or hurt...
Where do | go?

‘ (Or, where do | take my child or parent?)

Need medical care and feel safe

for HF Management

d N By @

Mo new or ysical MNo new Weight No sign of to wait a day.
‘worsening actlwty level swelling, feet check stable chest pain
shortness of is normal for and legs look Weight: EXAMPLES ARE:
breath you normal for you CALL OR SEE =Runny nose
MY DOCTOR +Simple backache
=Sore throat
=Earache

e P
My Asthma Act'.'on P’an Patient Name: Need medical care today and feel

“% 'i n safe to wait a few hours.
Age =5 years Medical Record # EXAMPLES ARE:

=Tried but could not reach my doctor

Dry, hackin ‘Worsenin Increased Sudden weight
CO":’Jgh ? shortnessgor swelling gain of morg Physician’s Name: DOB: =Reached the doctor and told to go to
breath with of legs, feet, than 2-3 Ibs an Urgent Care Center

In 24 nour perioa

activity and ankles for S om m atwras) Physician's Phone #: Ci by: Date:

Long-Term-Control Medicines How Much To Take How Often Other Instructions
1 —E\,;R";E;:::- i ms:;::l{:avt:is now and do not
Mer.hcal Ale; Warnmg e
EVERY DAY! EXAMPLES ARE;
times per day =Trouble breathing or chest pain
" EVERY DAY! = Fainting
times per day =Sudden numbness or weakness

[JFrequent [ Shortness D increased [ Sudden DNew or - EXERaT — *Uncontrolled bleeding
dry, of breath discomfort weight gain worsening Quick-Relief icil How Much To Take How Often Other i *Severe pain or serious injury
hacking at rest or swelling of more dizziness, NOTE: If this medicine is needed
cough inthelower  than2-31bs  confusion, Take ONLY as needed | frequently, call physician to consider

body @rsibs nawsey Sadness or increasing long-term-control medications. =

[‘A‘ILI'.|CI 1, © 2013
Special instructions when | feel (@) good, (T)not good, and () awful. ooalition

I feel good. m PREVENT asthma symptoms everyday:

C) D Take my long-term-control medicines (above) every day.
{My peak flow is i
inthe GREEN zane | My Patsora (M| EEEE TR GECT

Pesk Flow | L] Avoid things that make my asthma worse like:

GREEN ZONE

| do MOt feel good. CAUTION. | should confinue taking my long-term-control

asthma medicines every day AND:
{My peak flow is in the YELLOW zone }
My symptoms may include one [ Take
or more of the following:
* Wheeze 5 E
If | still do not feel good, or my peak flow is not back in the

Green Zone within 1 hour, then | should:

Shortness of braath [] Increase
‘Waking up at night with
asthma symptoms

+ Decreased ability to do [] Add

usual activities

@
r \ ] can
x e I e n C e R (M. poa fow B e MEDICAL ALERT! Get help!
RED zone} [ Take

YELLOW ZONE

‘Warning signs may include

W ‘Il one or more of the following: unti | get help immediately.
* It's getting harder and Taks
R harder fo breathe W=
8 + Unable to sleep or do
e E usual activifies because
=TT of trouble breathing [] can

.Call 9-1-1 if you have trouble walking or talking due to
shortness of breath or lips or fingernails are gray or blue.

Danger! Get help immediately!
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Plans of Care: Communication Needs

e Plans of Care should be documented and
shared in the EHR/patient record.

e Communication of the Plans of Care are also 4
important across locations of care:

* Verbally at huddles or with the provider
in the office

 Between PCPs and Specialists

e With the patient and his/her caregivers
(there may be multiple caregivers!)
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Key Takeaways

 Assessment includes the following components:
* Physical
* Behavioral
e Social
 The patient’s desire to change
 The assessment informs the patient’s Plans of Care,
which outline overall health goals, what the patient
believes he/she can do to improve health outcomes and

the follow up plan between the care team and the
patient.

Introduction to Team-Based Care Revised 6.2021
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Care Management Process

i 5

* Implement the Plans of Care through scheduling follow up
interactions, continuously re-assessing the patient’s progress.

Introduction to Team-Based Care Revised 6.2021
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Implementation:
Follow Up and Monitoring

Determine the
cadence and type
of follow up

Review with clinical
care team (including

the provider)
Scheduled Visits

and/or Calls

http://www.cmbodyofknowledge.com/content/case-management-knowledge-2

Intro to Team Based Care V1 5.18.2020
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Follow-Up and Next Interaction:
Frequency

The follow up plan is based on patient level of:

* Risk

e Safety issues

* Changes in condition or care: new diagnosis or medication
* Treatment to target goals/trend

e Self-management abilities

e Support needed to accomplish their goals

Schedule the next interaction, whenever possible!
* Consider the use of agenda setting to frame up the follow up visits




Relapse

Prevention

NOW 1O maintaln goals achievecd

Contacts

e See handout with an example on the
MiCCSI website
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Reassessing when patients don’t meet goals...
The patient’s needs drive the approach.

* Achieving targeted goals in the
AW g Plans of Care
?)f% \g" * Not the right goals; refocus
i? 3 * Not engaging
' ; * Not progressing; identify barriers

e Transition to another level of care
e Different service or specialty

o e U SN



Key Takeaways

- Implementation of the Plans of Care involve:
A clearly outlined, hopefully pre-
scheduled set of visits
- Goal re-assessment at every visit
- “Guidance of the team reflects the needs
of the patient”

Introduction to Team-Based Care Revised 6.2021
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Care Management Process

Assess &

Implement
Care Plan P

|dentify

* Close care management support when the patient seems able to
maintain and is consistently achieving goals.
e Patients can re-enroll as necessary.

Introduction to Team-Based Care Revised 6.2021
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Reasons for Case Closure

Reasons for case closure and discharge from
care management support:

 Patient can be managed by the clinic

e Patient can self-manage

e Patient has met his/her goals

 Patient can maintain a good current state
* Patient moves out of region/state
 Patient is admitted to hospice care

* Patient declines further services

* Patient expires

Introduction to Team-Based Care Revised 6.2021

Discussion: What are
other reasons?
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Patient Can Self-Manage

The Chronic Care Model
“Informed and Activated Patient” was identified — —

earlier in this course and is a critical component of Eé;muniq Health Sourm. .
the Chronic Care Model. y \
Resources and Policies Organization of Health Care
| : |
. . . \ Self- Delivery Clinical /
Practically, this means that the patient: \ Minsgement  ystem qurn Information /
. uppo Desig Systems
* Has the resources, knowledge to consistently - § ] e
manage his/her own care. "“"------________ ________------""'
* This might not mean perfection, but it does _— -
mean that the patient understands and has 7 Informed, N ropared
. . . . : Activated : . roactive |
iﬁfflue?t motivation to take care of \ patient e IDtOraCtionsh oo oo
emselves. ~_atient Lactice Teas

e Can problem-solve around their health care
symptoms without needing additional guidance.

* Knows how to reach their care team for support as Improved Outcomes
needed- Devohmpssd e T Mat ] Irstnele

ALT- A% foprnals sndl Hoodos
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Communicating Case Closure

* Discuss case closure with provider and other members of the
care team (both internal and external).
* Discuss with the patient.
* Review the patient’s journey: Lessons learned, goals
achieved, symptom management plan.
* Follow up with a letter that identifies how to get back in
touch, as needed.
 Document within the record.
* Always keep the door open! The patient may need your
services again.
* Review the ongoing support structure within the clinic and how
the team will continue to support the patient, even if they're
not specifically receiving care management support.

Introduction to Team-Based Care Revised 6.2021
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Post Case Closure

* Evaluate the impact of care management:

* Did the patient get to target?

* Lessons learned

* Process improvement opportunities

* Internal self-assessment for patient
engagement skills

* How would patients be identified if they
needed to be re-enrolled? (Keep the
door open!)

Introduction to Team-Based Care Revised 6.2021
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Key Takeaways

* Close care management support when the
patient seems able to self-manage and is
consistently achieving goals.

e Evaluate performance for opportunities.

* Patients can re-enroll as necessary.

Introduction to Team-Based Care Revised 6.2021
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Care Management Process
Case Study: Mary



Case Study: Mary

Mary is a 65 year old African American female with diagnoses of Heart Failure, Congestive
Obstructive Pulmonary Disease, Diabetes Type Il, and Hypertension. In the past 6 months,
Mary has had 3 ER visits and 2 inpatient admissions. Yesterday, Mary was discharged from the
hospital with a diagnosis of ketoacidosis. Mary is a widow and lives alone; her daughter lives
nearby.

Additional background gleaned from conversations with Mary and her daughter:

* Daughter notices her mom is more and more isolated and has observed a decline in her
mom’s memory.

 Mary shares she is having difficulty affording medication and food.

* Most days, Mary has anxiety.

* Takes 8 prescription medications daily.

* Meals consist of canned and prepared food.

* Understanding of her chronic conditions is limited; she doesn’t understand appropriate
symptom management or key behaviors to manage her health.



Case Study: Mary

Step 1: Identify

 What ways might you have received Mary as a referral to CM?
* Identify the team — who can help support Mary and how?

Introduction to Team-Based Care Revised 6.2021
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Case Study: Mary m

Step 2: Assess & Care Plan

* Assess:
* What are the pertinent Physical, Behavioral, Social challenges or
barriers of Mary’s situation that would inform the Plans of Care?
 What is Mary’s desire for and ability to engage in change?

* Plans of Care:
 Medical treatment goals

* Addresses the patient’s barriers/challenges/risks
* Self-Management Action Plan Goals
* Follow Up Plan

Introduction to Team-Based Care Revised 6.2021
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Case Study: Mary

. Assess &
Identify Implement

Step 3: Implement

 Re-evaluate the Plans of Care:
 Treat to target, need for treatment intensification
* Ability to self-manage and progression with relapse prevention
* Mitigation of risks/barriers
e Symptom management plan

* Follow Up Visits
 Have a plan —agenda setting

* |Isthe patient engaging in follow up visits?

Introduction to Team-Based Care Revised 6.2021
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Case Study: Mary

* How do you determine when to close the case to
your service?

 Transfer to another setting or member of the team

* Ability to feel confident with the relapse prevention
plan and self manage

 Patient declines

 Lost to follow up

* Expires

Step 4: Close

Introduction to Team-Based Care Revised 6.2021
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Outcomes Measures

e Better outcomes is part of the “Quadruple Aim”.
 Our primary objective is to help patients.

 Improving patient outcomes is why we practice in
a team-based care model.

e QOutcomes measures tell us if we have truly made a
difference in patient care.
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Better
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Improved
patient
gxperience

Lower
costs
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Why: Connecting Heart




Think about a loved one or patient...

e Step 1: Individually
* Please take about 30 seconds to think about a loved one or patient who had

a difficult experience with lots of trips to the ER or hospital.
e Step 2: Individually

* Now, please take 30 seconds to think about how your role or the role of
others on the team could have changed that experience.

e Step 3: Group sharing
* Could at least two (2) people share the patient/loved one experience and
how they think this role could have helped them?



Impact of Meeting Outcomes

What is the impact of
being intentional to
treat-to-target?




Evidence Based Care Guidelines

 Evidence-based care guidelines are a set of interventions that have

been proven to improve patient outcomes.
* Outcomes measures are derived from evidence-based guidelines as a

way of measuring whether or not a program is actually improving
population health.



Evidence Based Guidelines: Michigan
Quality Improvement Consortium (MQIC)

* The Michigan Quality Improvement Consortium (MQIC) is a diverse group

of physicians, payers, researchers, quality improvement experts, and
specialty societies.

 MQIC was formed to establish and implement consistent, evidence-based

clinical practice guidelines and performance measures with a focus on
improvement and positive health outcomes.

Welcome to the
Michigan Quality
Improvement Consortium

CURRENT MEASUREMENT CONTACT
GUIDELINES AND REPORTS us

Evidence-based A

Clinical

Practice

Introduction to Team-Based Care Revised 6.2021
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MQIC

Guideline:
Example

Introduction to Team-Based Care Revised 6.2021

Michigan Quality Improvement Consortium Guideline Juna 2015
Management of Diabetes Mellitus

The following guideline applies to patients with type 1 and type 2 diabetes mellitus. It recommends specific interventions for periodic medical assessment, laboratory tests and education to guide effective
ient self-m t.

Eligible Population | Key Componeants Recommendation and Level of Evidence Frequency
Patients 18-T5 Periodic Assessment should include: = Perform periodic
years of age with  |assessment Height, weight, EMI, blood pressure [A] assessment at least annually
type 1 or type 2 Assess cardiovascular risks (lobacco use, hyperiension, dyslipidemia, sedentary lifestyle, obesity, stress, family history, age > 40)| = Fecord BF at every visit
diabetes mellitus Comprehensive foot exam (visual, monofilament, and pulses) [B] = In the absence of retinapathy
. repeat ratinal eye axam in
Screen for depression [D] 2 years
Dilated eye exam by ophthalmologist or optometrist
Laboratory tesis Tests should include: * A1C every 3-6 months
A1C [D] based on individual
Urine microalbumin measurement [B] (unless already on ACE or ARE) therapeutic goal; other
Serum creatining and calculated GFR [D] tests annually

Lipid profile [B], preferably fasting

Consider TSH and LFTs [D]

Education, Comprehensive diabetes self-management education and support (DSME and DSMS) from a collaborative team or diabetic Al diagnosis and as needed

counseling and risk| educator if available

factor modification |Eduecation should be individualized, based on the National Standards for DSME'[B] and include:

= Importance of regular physical activity including interrupting sedentary periods at least every 90 minutes with physical
activity, and a healthy diet [A], and working towards an appropriate BMI

= Azsessment of patient knowledge, attitudes, self-management skills and health status; strategies for making health
behavior changes and addressing pesychosocial concernns [C]

- Description of diabetes disease process and treatment; safe and effective use of medications; prevention, detection and
treatment of acute and chronic complications, including prevention and recognition of hypoglycemia

- Role of self-monitoring of blood glucose in glycemic control [A]

- Cardiovascular risk reduction

- Tobacco cessation intervention® [B] and secondhand smoke avoidance [C]

= Self-care of feet including nail and skin care and appropriate footwear [B]. preconceplion counseling [D]: encourage
patients to receive dental care [D]

Medical Care should focus on tobacco cessation, hypertension, lipids and glycemic control: Al each visit until therapeutic

recommendations | - Medications for tobacco dependence unless contraindicated goals are achieved

- Treatmeni of hypertension using up to 3-4 anti-hypertensive medications to achiewve adult target of 140/80 mmHg [A] {see
MQIC hypentension guideling). Mortality increases if diastolic is <= 70.

- Prescription of ACE inhibitor or angiotensin receptor blocker in patients with chronic kidney disease or albuminuria [A]*

= Moderate intensity statin®® therapy for primany prevention against macrovascular complications (e.g. simvastatin 20-40 mg,
atorvastatin 10-20 mg)

- For patients with overt CWVD, high intensity statin (e.g. atorvastatin 40-80 mig)

= Anti-platelet therapy [A]: low dose aspirin for adults with cardiovascular disease unless contraindicated.

- Individualize the A1C goal®. Goal for most patients is 7-8%. Mortality increases when A1C is = 9% [B].

= Azsurance of appropriate immunization status [Tdap or Td, influenza, pneumococcal vaccine (PCW13 and PPSV23), Hep B] [C)]

[ JUONg ANCSITS 1O gDeles Sl - SIS T S i G000 3No alalaln
*There is no evidence that e-cigareties are a healthier alternative 1o smoking o that e-cigarettes can facilitate smoking cessation
*Consider referral of patients with serum creatinine value > 2.0 mgddl {adult vales) or persistent albuminuria 1o nephrologist fior evaleation
&

e — —— —— —— ———— — — —— ———————
Lewels of evidence for the most significant Awm trials; B = corralied iriaks, mo rar C= : D = apirion of pamnel

This guideline lisls core managemenl Sleps. M is based an the Amencan Di Associaton ds of ical Care in Diabeles - 2015 Volume 38, Supglemeant 1, Pages S51-583 (hitpiicare. dabetesjiourals. ong). Indiidusl pateenl considerations and advances in
redical ScEnce May Supersade of Modify hese recommendations.

Approved by MOIC Medical Din ors Jumne 2008, 2010, 2012, 2013, 2014, 2015
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Incentive Programs

BCBSM
Value Based Reimbursement (increase on every E&M code and PDCM code)

Priority Health

PDCM Touches - Tiered Model (measured at practice level) for attributed population:

4% with 2 touches = 5% VBR

Adult Outcomes VBR (measured at subPO level): ¢

HbA1c control ¢
Blood pressure control

ED encounters

Inpatient encounters

Pediatric Outcomes VBR (measured at subPO level):

ED encounters
Inpatient encounters
Pediatric quality composite

To be eligible to earn outcomes VBR, practices must meet 1% outreach with 2 touches
VBR = Value-Based Reimbursement; it’s essentially an increase in payment on every
office visit and PDCM code paid in a primary care office.

These are subject to change every year — so keep in touch with your PO for updates!

Annual PMPM incentive payment if
outreach achieved for 2- 5% of the patient
population. 5% available for CPC+ Track 2
practices only.

2 billed codes on different dates of service.
Fee For Service on all codes billed.

No patient co-pay.



2021 BCBSM PDCM Outcomes VBR - Adult

hypertension)

Measure Performance Threshold Improvement Percent
ED Visit
SIS 171 10%
(per 1000 members per year)
IP Disch
ischarges 35 10%
(per 1000 members per year)
Comprehensive Diabetes Control: HbAlc < 8% 0.720 10%
High Blood Pressure
<140/90 Hg for all adult 18—-64 with
( /90 mm Hg for all adults age wi 0.771 10%

Introduction to Team-Based Care Revised 6.2021
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2021 BCBSM PDCM Outcomes VBR - Pediatric

Measure Composite Measure Performance Threshold Improvement Percent
ED Visits
N/A 161 10%
(per 1000 members per year) / °
IP Disch
(per 1000 members per year)
Follow-Up After E D t t Visit
ollow-Up After Emergency Department Visi PEDCOMP1 0.660 N/A
for Mental lliness
Follow-Up Care for Children Prescribed ADHD
Medication - Continuation and Maintenance PEDCOMP1 0.570 N/A
Phase
Asthma Medication Ratio - 5 to 11 Ratio >
sthma Medication Ratio 0 atio PEDCOMP1 0.955 N/A
50%
Asthma Medication Ratio - 12 to 17 Ratio >
sthma Medication Ratio 0 atio PEDCOMP1 0.930 N/A

50%




Impacting Outcomes: It Takes Quality & Quantity

Work with the patient to
reach goals, therefore
improve outcomes

Patient Level
Better

Outcomes
Identify patients with

related
diagnoses/symptoms

Develop Plans of Care
with patient,
caregivers, other
clinical team-members

In order to move the
needle on population
level metrics, we have to
see enough patients!

The recommendation is
a minimum of 4 patient
interactions in a half
day.



How can Care Team Members impact
outcomes goals? S

1. Know your outcomes and where the m Hedll S”“‘m‘;
Resources and Policies Organization of Health

team is in achieving their goals. Self: Delivery

Management System i T
Support Design Support 5

2. Proactively identify (population
health) and engage with patients
who would benefit with the goal of

Patient-
Centered Timely and Evidence-
Efficient Based & Safe

Coordinated /J

. . Services
Improving outcomes. -
. . Inau'um:l, e - > I-'rn;m-r_cﬁ?"\\
3. DESIgn a patlent-Centered prOCGSS Empowered Patient lfliljtifejli'l;:lli::s l’mact:t I"r'ui:tij:/J
1 . and Family 4 ' 3 eam
that supports timely and evidence- — S

based care.

Improved Outcomes

Introduction to Team-Based Care Revised 6.2021 105



Tracking Quality to Evaluate Success

* Metrics resources:
 EHR can provide a report on practice level performance
e Registry can provide a report on metrics
* List by payer or practice.
 List of patients who are not in control or who are missing evidence-based care
* Payer reports and websites will additionally show your performance and the list of
patients with a ‘gap’ in their care

Activity: How does your clinic track quality metrics?



Tracking Utilization

* Admission/Discharge/Transfer notifications can be tracked over time.

* Payer Reports can be used both as a way to identify patients and to follow
performance over time.

BCBSM: Consolidated Dashboard, a PO level report, o
twice a year » (
BCN: HealtheBlue (HeB), provides a utilization report Q

Priority Health: File Mart on the Priority Health website
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Patient-Centered, Evidence-Based Processes

* In all models of care, it’s important to
take an active interest in how we things
to make sure we’re providing consistent
and effective care.

 The “PDSA” or Plan, Do, Study, Act
model is a simple method of process
Improvement.
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Key Takeaways

* (Care teams can impact outcomes by using
evidence-based care, productive interactions with
patients and implementing the care management
process.

 Adult and Pediatric populations have specific
metrics that measure and track overall
performance and improvement.

* Productive interactions with sufficient numbers
will impact outcomes.
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Why is billing important?

* Billing for services and being paid for services places value on the patient
care that you provide.

* Billing, along with care management incentive programs, is how team-based
care can be sustainable.

e Sustainability comes from:
* Seeing enough patients in a day
* Minimum of 4 on average per half day

* Could include telephone, initial comprehensive assessments, or other
virtual/face to face follow ups

* Billing consistently for all billable services.



PDCM Procedure Codes

* G9001* - Coordinated Care Fee — Initial Assessment

* G9002* - Coordinated Care Fee — Maintenance or follow up (quantity billed >45 minutes)

« 98961* - Group Education 2—4 patients for 30 minutes (quantity billed)

e 98962* - Group Education 5-8 patients for 30 minutes (quantity billed)

 98966* - Phone Services 5-10 minutes

 98967* - Phone Services 11-20 minutes

* 98968* - Phone Services 21-30 minutes

 99487* - Care Management Services 31-75 minutes per month (care coordination in the medical neighborhood)

 99489* - Care Management Services, every additional 30 minutes per month (care coordination in the medical
neighborhood)

 G9007* - Team Conference

 (G9008* - Physician Coordinated Care Oversight Services (physician only service and can only be billed by the
physician )

e S0257* - End of Life Counseling

*HCPCS Level Il and CPT codes, descriptions and two-digit numeric modifiers only copyright 2019 American Medical
Association. All rights reserved



Major Differences between Payers

BCBSM

BCBSM removed the distinction between lead care

managers and qualified health professionals — now

they simply have “physicians” and “care team

members”

* Care team members are either licensed (e.g.,
social workers, nurses) or unlicensed (e.g.,
MAs, CHWs).
* The care team can be comprised of any health care
or behavioral health professional the provider
believes is qualified to serve on the care team.

Priority Health
* QHPs include:

* RN .
* RD .
« MSW .
« LMSW .
« CDE

* CAE .
 PA

NP

AE-C

Respiratory Therapist
Registered Dietitian
Nutritionist

Master’s Level in Nutrition
Clinical Pharmacist



Codes for Care Team Members: aned X |t |

Unlicensed
MA, CHW

Face to Face G9001 - Initiation of Care Management (Comprehensive Assessment)
w/ patient  G9002 - Individual Face-to-Face or face to face telephonic

98961 - Education and training for patient self-management for 2—4

Gr;up:{m? patients; 30 minutes

W/ patien 98962 - Education and training for patient self-management for 5-8
patients; 30 minutes

End of Life

Counseling  S0257 - Counseling and discussion regarding advance directives or
Advanced end of life care planning and decisions

Directive

BCBSM provider liability if patient does not
have the Care Management Benefit.



BCBSM Priority

Licensed X | QHP | X

G9001 Comprehensive
Assessment Code

 BCBSM
* Individual, face to face (or video for commercial)
* One per patient per day
* Priority Health
* Individual, face to face
* May be billed once annually for patients with on-going
care management.




G9001 Comprehensive

Unlicensed

Assessment Code

The Comprehensive Assessment (G9001) is a face to face meeting that
results in a care plan that the care team and the patient can follow.

The Care Plan consists of 2 things:
Patient Driven Goals

Follow Up and Support Plan

Intro to Team Based Care V1 5.18.2020



. .
G9002 Face-to-Face Visit Code = =)

MA, CHW

BCBSM (Commercial and Medicare Advantage):
Quantity Billing

* |Individual, face to face or video

e |f the total cumulative time with the patient adds up to:

* 1 to 45 minutes, report a quantity of one; 46 to 75 minutes, report a quantity of two; 76 to 105
minutes, report a quantity of three; 106 to 135 minutes, report a quantity of four.

Priority Health (Commercial, Medicare Advantage, Medicaid):
No Quantity Billing
* In person visit with patient, may include caregiver involvement.
» Used for treatment plan, self management education, medication therapy, risk factors, unmet care,

physical status, emotional status, community resources, readiness to change.
* Priority Health allows a virtual visit with POS 02

BCBSM: 2P Modifier for G 9002- Payable when contact
is made with patient to discuss the program and
patient does not enroll in care management



Face to Face/Video Codes [ i

G9001 Comprehensive Assessment

* A face to face or video meeting, duration at least 30
minutes, that results in a care management plan that
all care management team members and the patient
will follow.

* This is a holistic, encompassing type of patient visit
that helps define a significant change in how the
patient approaches managing their health: new
diagnosis, transition of care, addressing a symptom
that requires a significant change to the previous
care plan.

Intro to Team Based Care V1 5.18.2020

BCBSM Priority

X

Unlicensed
MA, CHW

G9002 Patient Visit

* A face to face or video meeting that is
focused on addressing a piece of the care
management plan.

* This type of visit should additionally address
patient goals and a follow up plan.

118



98961, 98962
Group Education Code

* 98961 Group Education
e 2-4 patients for 30 minutes
* Face to Face with patient or caregivers
* Quantity bill per 30 minutes

* 98962 Group Education

e 5-8 patients for 30 minutes
* Face to Face with patient or caregivers
* Quantity bill per 30 minutes

Intro to Team Based Care V1 5.18.2020

BCBSM Priority

Licensed

X

QHP

X

Unlicensed
MA, CHW
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S0257 End of Life Counseling
Advanced Directive
Discussion Code

Individual face to face, video or telephone

* BCBSM: one per day
* Priority: no quantity limits

Note that physicians can also bill this code. It differs from the 99497 and 99498
codes, which are for physicians and require that the forms for ACP be completed.




Phone Codes for Care

Unlicensed X

Team Members Unicere

98966: Telephone assessment 5-10 minutes of medical discussion
98967: Telephone assessment 11-20 minutes of medical discussion
98968: Telephone assessment 21-30 minutes of medical discussion

Telephone
with patient

Telephone on 99487: First 31 to 75 minutes of clinical staff time directed by a physician or other
behalf of qualified healthcare professional with no face-to-face visit, per calendar month
patient
Care

Coordination

(not with patient or
provider)

99489: Each additional 30 minutes after initial 75 minutes of clinical staff time
directed by a physician or other qualified healthcare professional, per calendar
month. (An add-on code that should be reported in conjunction with 99487)

BCBSM provider liability if patient does not
have the Care Management Benefit.



98966, 98967, 98968
Phone Service Codes

MA, CHW

Call with patient or caregiver to discuss care
issues and progress towards goals.

98966 for 5-10 minutes ’
98967 for 11-20 minutes
98968 for 21-30 minutes

BCBSM: 2P Modifier for 98966, 98967, 99868 - Payable
when contact is made with patient to discuss the program
and patient does not enroll in care management



99487, 99489

Phone Service Codes

MA, CHW

Call on behalf of the Patient to coordinate care.
* 99487 for first 31 to 75 minutes of clinical staff time working on behalf of
the patient with someone other than the patient or provider.
« Examples: coordinating DME for a patient; reaching out to a resource to
help support a SDOH need.
* 99489 for each additional 30 minutes after 75 minutes per calendar month.



Codes for Providers/Physicians

G9007: Coordinated care fee, scheduled

Care Team Member and Provider Discussion team conference

Physician discussion with patient, other G9008: Physician Coordinated Care
physicians, extended care team members Oversight Services (Enrollment Fee)

not part of the care team.

S0257: Counseling and discussion
End of Life Counseling Advanced Directive regarding advance directives or end of life
care planning and decisions

BCBSM provider liability if patient does not
have the Care Management Benefit.



Provider Code:
G9007 Team Conference Code

!

* PCP and a care team member
formally discuss a patient’s care plan.

* Can be billed once per day per
patient regardless of time spent.

* May be billed by a physician or APP.
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Physician Code:
G9008 Physician Coordinated Care Oversight
Services (Enrollment Fee)

BCBSM

* Once per day, but no quantity limit.

* May be conducted face to face, via video, or by telephone. This does not include email exchange
or EMR messaging.

 Communication with paramedic, patient, other health care professionals not part of the care team
when consulting about patient who is engaged in care management.

Priority Health

* One time per practice.

* Only be conducted face to face. May be done virtually

e Can only be billed when the physician has discussed the care plan with the patient and if the
licensed care team member has had a face to face with the patient on or before the day of the
physician’s discussion with the patient.



. . . ldentify the codes:

High Risk Patient 69007, G9001

Patient is flagged as high risk by a payer list.

Care manager discusses overall care plan goals with provider, and it is determined the

patient is appropriate for care management.

Care manager reviews the chart, recent screenings (SDOH, PHQ-9), problem list,

medications, and utilization history.

Care manager sees the patient in a face-to-face visit, patient agrees to care

management. CM evaluates the patient’s current ability to steward completing the

comprehensive assessment.

Patient develops a SMART goal, and the care manager connects the patient with various

resources that address identified barriers.

Care manager discusses care plan with the provider. Provider agrees with the care plan.

Patient and care manager agree on a follow up plan.
Care manager documents in the chart and adds the appropriate billing codes.



|dentify the code:
99487

Coordination of Care

e Care manager contacts the home health agency to schedule in-
home visits and conduct a safety assessment.

* In addition, a call was made to the DME provider to arrange for
delivery of home O2.

* Time spent coordinating care was over 30 minutes.



|dentify the code:
98968 BCBSM

Gaps in Care

* RN notices during chart review that several of the patients who are
enrolled in care management have not received their cancer
screenings, even though the RN and provider reminded them.

* RN shows the list to the Medical Assistant.

* Per the Standing Agreement that has been put in place with the
physician, the Medical Assistant calls the patient enrolled in care

management to discuss gaps in care and facilitate closing the gaps.
Time more than 31 mins.



: : |dentify the code: S0257
Adva n ce Dl rECt Ives *Note: this code allows for phone visit
o and meeting may be with the patient,

E nd Of Llfe care giver, or family member.

* CM conducts a 20 minute in person meeting with a patient
regarding their advance directives.
* During the discussion, information is given to the patient to review
regarding advance directives.
* Discussion includes:
* How the patient prefers to be treated.
* What the patient wishes others to know.
 CM and patient agree to follow up via a phone call in 2 weeks.



|dentify the code:

Reducing ED visits 98966 BCBSM

* Proactive patient education to consider the PCMH practice first for acute
healthcare needs, suggesting nearby urgent care, or ED for true emergency.

* Follow up each ED visit with a call to identify issues, coordinate follow up
care, and encourage seeking care through the practice rather than the ED
when appropriate. Often, this can be performed by a medical assistant.

* Medical assistants, operating under a protocol, may call patients, ask if the
ED physician recommended follow up care, coordinate the needed care,
transfer to clinician for issues requiring immediate medical assessment or
guidance, and encourage the patient to bring in all medications. Call takes
10 minutes.



|dentify the codes:
3 patients 98961
6 patients 98962

Group Education Visit

* Patient and caregiver indicate interest in Asthma Education class.
* Patient attends with caregiver with 3 other patients for 30 minutes.
* Patient attends a second class with 6 other patients for 30 minutes.



Productive Interactions, Outcomes, and
Sustainability

Community

Resources and Policies

Self-
Management
Support

Productive interactions
are also billable
interactions, which
supports the
/ sustainability of the care

Many productive
interactions with
individual patients will
lead to improved
outcomes that can be

Coordinated

Evidence-
Based & Safe

Centered Timely and
Efficient

Services
measured at a population . A ) management program
" Informed, -‘\\: —} Prepared, - th rOugh paymEHtS aﬂd
/E’VE/ Empowered Patient Productive ( proactive Practice | . .
K%""ﬂ Famiy /SR  an successful incentive
\ Y, program participation.

Improved Outcomes
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Frequent Asked Questions

Q: How can | get reimbursed for time spent coordinating services with other providers/services (i.e., home health, specialty offices,
community resources, etc.)?

A: When providing non-face-to-face clinical coordination with the patient centered medical neighborhood, a care team member can add
up time spent within a calendar month and bill using codes: 99487 and 99489.

Q: Do Z codes count as primary diagnoses?
A: Yes

Q: Can a care team member bill if the initial assessment was completed and a patient declines services?
A: A provider may bill once per condition, per year when a PDCM program is discussed with a patient and patient declines engagement.

Q: Can a care team member bill for advance care planning conversations?
A: Yes, care team members who complete end of life (advance care planning) conversations with either the patient or “surrogate” can bill
S0257.

Q: Can care management services be billed the same day the patient sees the physician?
A: Yes

Q: Can care management services be provided and billed virtually?
A: Yes, services identified as virtual may require GT modifier.



Intro

Why, What,
Who, and How:
Team-Based Care

Agenda

Care
Management
Process

Outcomes
and Triple
AIM

Billing
Applications

Putting It
All
Together
and
Wrap-Up



Role Play

« Patient Identification and outreach

* Planned Visit

« Hand over to extended team members

* |ntroduction of TBC

* Initiating the assessment to determine patient
knowledge, desire and beginning actions for the care
plan

« Based on the interaction demonstrate use of the
SBAR

« Care conference

« Through each interaction, identify billing
opportunities

Introduction to Team-Based Care
Revised 6.2021
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2 Breakouts |
e Social workers

for e Medical assistant
Assessment e Community Health Workers

(45 minutes)

e Nurses/NP’s/PA’s
e Pharmacist
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Team Care
Conference

on Judy




What have we discussed?

We have covered four main topics:
1. The why, what, who, and how of successful team-based care.

2. The care management process: how to identify, assess and

collaboratively create a plan of care, how to implement that plan of
care, and how to close out a patient.

3. Outcome measures and how the care team member can improve the
measures.

4. The importance and application of billing codes.



What will you start using in
your role as care team
member tomorrow?
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Recommended Next Steps:

Seek to Understand:

* Does your practice conduct virtual and telehealth visits?
 What screening tools does your practice use?

 What clinical guidelines is the practice following?

 What outcome measures are your practice’s area of focus?
 What role do you play in ensuring the metrics are being met?
* Can you shadow your team members?

Set yourself up for success:

* Prepare a team-based care elevator speech to engage the patient

* |dentify the organizations expectations on caseload size, number of contacts
per day and use of billing codes



Training Completion Next Steps

1. For this training, CE/CME are provided through MiCCSlI.
a. After the training, the link to the evaluation will be shared in chat.
i. Click on the link and complete the evaluation
ii. After submitting the evaluation, you will be directed to the certificate for your
license/role.
iii. The certificate will include your licensure information
1. There are CE for Social Worker
2. There are CME for providers and nursing
3. CMA’s, CNA’s can use the general certificate and agenda for submission to your
professional certification program
b. Questions regarding the training or CE/CME — contact Amy Wales at amy.wales@miccsi.org



mailto:amy.wales@miccsi.org

Next Steps Training Credit and Compensation

1. For BCBSM PDCM training requirements, post-training steps must be completed via MICMT. This includes the
completion of Introduction to Team-Based Care within six months of initiating billing of PDCM codes and annual
completion of BCBSM Longitudinal Learning Credits.

a. Within 24 hours, (for those attending this training to meet the BCBSM PDCM Program requirements), your names
will be submitted to MICMT.
i. You will receive an email with a link to the MICMT evaluation and post-test.
ii. As a reminder, completion of the MICMT evaluation and post-test is required to meet the BCBSM PDCM
training requirements.
1. A score of 80% or greater is required to meet the expectations.
2. If you do not receive an 80%, you can retake the post-test.
3. The evaluation and post-test must be completed within 5 business days of attending the training.
4. Upon completion, you will receive a certificate of completion. This is proof of successful completion of
the training and will be used to confirm that you have met the training requirements for the BCBSM
PDCM program.
5. The CE/CME information is on the certificate from MiCCSI.
b. Questions regarding the post-training requirements for the BCBSM PDCM Program — contact MICMT at micmt-

requests@med.umich.edu.



mailto:micmt-requests@med.umich.edu

What’s Next — Additional Training Opportunities

e Patient Engagement Training: learn how to use evidence based motivational
interviewing and self-management support skills to engage with patients. This
training is reimbursable to your affiliated Physician Organization.

e CM Fundamentals MICMT Webinar Series: participate in monthly on-going
educational webinars for care management teams new to their role by
addressing topics relevant to their daily work.

* General MICMT Webinar Series: participate in multiple monthly webinars on
various topics.

MICMT webinars are free of charge and recorded/posted to the MICMT website.
Feel free to send MICMT your ideas at micmt-requests@med.umich.edu.

For additional information on the Training Framework and Training Opportunities
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https://micmt-cares.org/training/patient-engagement
https://micmt-cares.org/webinars?category%5B856%5D=856
https://micmt-cares.org/events
https://micmt-cares.org/webinars
https://micmt-cares.org/sites/default/files/2021-05/2021%20Training%20Framework%20and%20Initiatives.pdf
https://micmt-cares.org/events

Successful Completion of Introduction to
team-based Care includes:

* Completion of the one day in-person/virtual training.

* Completion of the Michigan Institute for Care Management and
Transformation (MICMT) post-test and evaluation.

* Achieve a passing score on the post-test of 80% of greater. *If
needed, you may retake the post-test.

You will have (5) business days
to complete the post-test.



Contact Us

micmt-requests@med.umich.edu



Resources

Introduction to Team-Based Care Revised 6.2021 147



MICMT Resources

https://micmt-cares.org/

MI@MT Pl

Michigan Institute for Care Management & Transformation

HOME ABOUT PROGRAMS TRAININGS RESOURCE LIBRARY NEWS & EVENTS EVALUATION & ASSESSMENT

-

SHARING § ENGAGING | MEASURING

best practices with statewide providers through trainings, impact on quality and utilization
partners to improve and expand resources, and toolkits. services.
throughout Michigan.

Introduction to Team-Based Care Revised 6.2021
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https://micmt-cares.org/

Additional Resources on Huddles and Meetings

Creating Patient-centered team-based Primary Care
https://pcmh.ahrg.gov/sites/default/files/attachments/creating-patient-centered-team-based-
primary-care-white-paper.pdf

UCSF Center for Excellence in Primary Care- Healthy Huddles
https://cepc.ucsf.edu/healthy-huddles

Huddles: Improve Office Efficiency in Mere Minutes
https://www.aafp.org/fpm/2007/0600/p27.html

IHI Optimize the Care Team Communication
http://www.ihi.org/IHI/Topics/OfficePractices/Access/Changes/IndividualChanges/UseRegular
HuddlesandStaffMeetingstoPlanProductionandtoOptimizeTeamCommunication.htm
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https://pcmh.ahrq.gov/sites/default/files/attachments/creating-patient-centered-team-based-primary-care-white-paper.pdf
https://cepc.ucsf.edu/healthy-huddles
https://www.aafp.org/fpm/2007/0600/p27.html
http://www.ihi.org/IHI/Topics/OfficePractices/Access/Changes/IndividualChanges/UseRegularHuddlesandStaffMeetingstoPlanProductionandtoOptimizeTeamCommunication.htm

MICMT Website Online Resources

* Care Manager Introduction Phone Script

* Care Management Explanation Flyer

®* Share the care: Assessment of Team Roles and Task Distribution

* Michigan Community Resources

* MDHHS Community Mental Health Services Programs

* Michigan 2-1-1 Informational Guide
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https://micmt-cares.org/sites/default/files/1.9%20care%20manager%20pdcm%20pilot%20script%20v3_0.pdf
https://micmt-cares.org/system/files/mipct%20care%20management%20patient%20handout%20v%5b2%5d_0.pdf
https://micmt-cares.org/sites/default/files/4.8%20leap%20team-step3-share%20the%20care%20worksheet-assess%20team%20roles%20and%20tasks_0.pdf
https://micmt-cares.org/system/files/5.1%20community%20resource%20guide%20v9%2012%2012%202017_1_0.pdf
https://micmt-cares.org/sites/default/files/allegan%20county%20cmh%20service.pdf
https://micmt-cares.org/sites/default/files/2-1-1_brochure_final_619035_7.pd_.pdf

Resources: Care Management Services

Michigan Institute for Care Management and Transformation

BCBSM
« PDCM Billing online course
« PDCM Billing Guidelines for Commercial
« Medicare Advantage

Priority Health

Centers for Medicare & Medicaid
e Chronic Care Management
« Behavioral Health Integration
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http://micmt-cares.org
https://micmt-cares.org/webinars/2019-blue-cross-blue-shield-pdcm-online-billing-course
https://micmt-cares.org/sites/default/files/2020-03/PDCM%20Commercial%20Billing%20Guidelines%202020.pdf
https://micmt-cares.org/sites/default/files/pdcm%20medicare%20advantage%20billing%20guidelines%20final%202019_1.pdf
https://www.priorityhealth.com/secure?redir=/provider/center/incentives/pip/care-management#/provider
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
https://micmt-cares.org/sites/default/files/2020-01/CMS%20MLN909432_2019-05_Behavioral-Health-Integration-Services_FINAL%20may%202019.pdf

Other Training Options and Strategies for
Patient Engagement

Trainings / Courses Resources
 Patient Engagement Course o

Readiness Ruler

* Taking Care of my Health
Action Plan

Webinars

 Care Management Fundamentals: Motivational
Interviewing Skill-Building

 Care Management Fundamentals: Motivational
Interviewing Advanced Skill-Building

 Motivational Interviewing in Team-Based Care: The
Secret Weapon of Behavioral Change
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https://micmt-cares.org/training/patient-engagement
https://micmt-cares.org/webinar/care-management-2
https://micmt-cares.org/node/1158
https://micmt-cares.org/webinar/motivational
https://micmt-cares.org/sites/default/files/2021-05/readinessruler.pdf
https://micmt-cares.org/sites/default/files/2020-04/Taking%20Care%20of%20my%20Health%20Action%20Plan%20-%20handout.pdf
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