N2
Adventist Health\\\

Resources

[ADVENTISTHEALTH:INTERNAL]



Contents

JOD WWOTKILOWS ettt ettt et et et e et e e s e eeneaeeanansneensensensansnsanstnsensensananns 3
[T Lo OF- ] ol 7 F-T a == SO OO 3
Lead Care Manager SUPEIVISOr ...ttt iiiitieiie i eiete e teteeeteteetetesneaetesneretnssstesnsssressseetesssesnsseresnseesnsnenns 7
Outreach and ENrollment SPECIAliSt ... uu it ee et ae e e e e e eneae s eaeeasneansnenns 10
RN ClLINICAl CONSULLANT ... eeieei ettt et et et et eeeaa e et eeneaeeanannansenseneensnnsnnsnnensens 13
REferral PrOJECT Manager . o.ve it et e et s et e s e e saseaensasansnsassnsnstesnsennnsnsassnsans 15

Community ConNECt RETErTal FOIM ... it e e et e et e et e e et e e e eaeeaeneaesnenns 17

O\ ST o] g o) € P 19

B N T T £ 29

1 2 I oY 1 PO PPRRRPPPRRPNt 39

ECM INternal Chart AUit.......c..viuiiiiiiiiiii e ee e e e e ea e aa et s eaaeaaaeeas 41

[ADVENTISTHEALTH:INTERNAL]



Job Workflows

Lead Care Manager

N2
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Lead Care Manager
Lead Care Managers (LCMs) are required to sustain a case load capacity of 50:1

Daily Workflow - Inhouse

e Morning Team Huddle
o Number of successful contacts for the previous workday
o Wins from previous day
o Goals and Plans for current day
o Example: 45 members enrolled 6 successful contacts yesterday 26 enrolled members
contacted successfully to date. Received a referral from ED, followed up with patient in the
ER, successfully enrolled her, her husband and working to enroll their children. Follow up
with four referrals | received, contact and complete assessments for the 2 new members
enrolled with me, MDT rounding with hospital, MDT meeting with Clinical Consultant
e Runin-patient Census
o Review for potential patients that qualify for ECM
o Review if any enrolled members are in-house
e RunHomeless DA2
o Review for potential patients that qualify for ECM
o Review if any enrolled members are in-house
e Run ED Census Morning and Afternoon
o Review for potential patients that qualify for ECM
o Review if any enrolled members are in-house
e Hospital/ CM MDT Rounding
e Receive and follow up on referrals
o Follow Organic Referral Process
o Update referral trackers upon acknowledgment
e Patient interview rounding
o Provide Program Materials
o Provide Business Card
o Complete referral form
o Screen further for eligibility and interest
o Obtain patient consent for enrollment in program
= For PHP sign ROI
=  For KFH prepare Presumptive Auth
o Provide referral information to Referral Specialist to input and track
e Same day documentation
o ForLCMs with Anthem members, status updates should be recorded in Availity, same day.
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e Complete Transitions of Care hospital follow up for enrolled ECM patient seen in the ED or
admitted to the hospital.
e Minimum of 5 unique enrolled member calls per day
o Completing Assessments, Care plans, Goals, Pathways, etc.
o Tier1-High Contact Care Management
=  Contactthe member 3-4 times per month
= Contactevery 7-14 days
= |n person visits or attempts once per month
Update Assessment and Care Plan every 3 months
o Tier 2-Medium Contact Care Management
= Contact the member 2 times per month
= Contactevery 14-21 days
= |n person visit or attempt once per month
Update Assessment and Care Plan every 6 months
o Tier 3-Low Contact Care Management
= Contact Member at least once a month
= Update Assessment and Care Plan every 12 months or as needed

Weekly Workflow

e Total number of successful contacts thus far this month — Every Monday
e Round at AH Clinics which accept managed medi-cal weekly and as referrals are made
e Weekly MDT meeting with Clinical Consultant bringing two cases forward
o Each member should have a completed MDT 90 days after enrollment
o Complete MDT Tool 1 day prior to meeting
o MDTs should still be requested and completed as the need arises
e Review caseload for incomplete profiles/checklist for all enrolled members (must be done within
90 days of enrollment)
e Review case load for accurate status (Referral, Assigned, Enrolled, Never enrolled/Closed)
o Update status as needed in CCS
o For Anthem, update in Availity

Bi-Weekly Workflow

e Successful calls
o Allenrolled members should have an attempted contact by the 15" of the month

Monthly Workflow

e Monthly 1:1s with LCM Supervisor

o Address Concerns/ Questions
Review Wins / Successes / Accomplishments
Goal setting — Personal Development
Documentation Review / Training Opportunities
Caseload Review

O O O
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e Gather Success Stories
o Submit 1-2 Success stores per month
e Assess members for Graduation and Close Out
o Complete supervisor recommendations for closeout/graduation (if applicable)
e Complete / attempt in-person visits for enrolled members according to Tier level
e Contact members on the HEIDIS report from Clinical Consultant
e Complete unmetitems on Internal Audit form
o 3-5Members are audits monthly by Supervisor
o Results are provided to LCM each month
o LCMtocomplete all unmet items with in 5 business days of receipt
o Return Internal Audit form to Supervisor
e ECM Authorization Status
o KHS
= Notice coming from Supervisor on members whose authorizations are expiring
=  LCMto evaluate if member meets graduation criteria using Graduation Tool
e Complete graduation with member if meeting criteria
e Jennifer to request additional authorization if not
o Anthem
= Notice coming from Supervisor on members whose authorizations are expiring
= LCMto complete of Anthem Graduation tool and upload into the documents
section of member’s record
= Send completed form back to Jennifer to request extended authorization
o Partnership
= Notice coming from Supervisor on members whose authorizations are expiring
= | CM to evaluate if member meets graduation criteria using Graduation Tool
e Graduate if meeting criteria
e Jennifer to request additional authorization if not

End of Month Checks

e Profile/Checklist
o Completedin 60 days
e CarePlans
o Completedin 90 days
e Assessments
o Completedin 90 days
e Successful calls
o All attempts
e Completion of MDT meetings
o Complete MDT for all members within 90 days of enrollment
e Care Plans / Assessments / ROls uploaded
o PHP -Point Click Care
o Anthem - Availity
o Provided to PCP
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o Offered to Members

Support & Collaboration

e Attend community meetings to share program for additional referral linkage
e Attend community event
e Connect with CBOs / Provide program materials

Supporting Members

e Attending appointments with members
e Assisting with Transportation
e Connecting to Medical Support
o PCP, Dental, Optometry, Specialty Care
e Connecting to CalAIM Community Supports
e Connecting to local resources
e Connectingto shelter
e Scheduling appointments
e Provide Appointment Reminders
e Referral follow up / closed loop referrals
e Encourage and support lifestyle choices
e Linktoresources such as self-help, recovery, and chronic condition management
e Connection to Clinical Consultant for Medication Reconciliation
e Ensure member has/is compliant with medications
e Assistin transition of care from hospital and ED
e Assist and coordinate discharge plans
e Connection to food and food resources

Required Documentation

The below are required areas of documentation. These must be completed for each member within the
initial 90 days of enrollment.

e Assessment Adult/ Youth

e Pathways

e Tools

MDT

PAM

PHQ-9

Life Satisfaction Survey
ADL + IADL

LTSS

O O O O O
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Lead Care Manager Supervisor
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Lead Care Manager, Supervisor
Daily Workflow

e Morning Team Huddle
o Dailyto-dos/ Deliverable / Schedule Review
o Escalation
o Needs
e Daily Team Support
e Daily Checks
o Review Pathways
o Review Enrollment Numbers
o Review Disenrollment numbers
o Outreach Monitoring
= Address members in outreaching needing calls
e Monitor number of contact attempts made and modalities
e Monitor Would for disenrollment at 90 days
= Address members enrolled needing contact

e Every enrolled member should have at least 1 successful contact per month

TaD
o TAR Monitoring / Tracking
o DataCleanup

= Any data being cleaning up needs to be addressed with LCM if itis an error or

Director if itis a fix that needs to be addressed
o Monitor LCM timely completion of
= Care Plans
=  Assessments
= ROI
= TARs
=  Qutreach

Weekly Workflow

e Hold Weekly 1:1s with new LCMs
o Onboarding
o Development
o Training
o Workflow review
e Weekly 1:1s with CalAIM Director
e Weekly Checks
o Chart Audit
= 3-5chart reviews per LCM per week
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e Weekly Operations Deck
o Information gathering
o Compile into a Slide Deck
o Present Data

Monthly Workflow

e Hold Monthly 1:1s with LCMs
o Address LCM Concerns/ Questions
Review Wins / Successes / Accomplishments
Goal setting — Personal Development
Documentation Review / Training Opportunities
Caseload Review
e Attending Monthly Health Plan ECM Collaborations
o Northern California
o Health Plan of San Joaquin
e Month End Monitoring
o Review members for Disenrollment
= No memberto be disenrolled prior to LCM Supervisor sign off
Auth Expiring for ECM
Outreach attempts for members in Outreach
Outreach to members in Pending Status
Number of Referrals to CBOs
Number of Referrals received by agency
Graduation Tracking
= Care Plan Review
=  Pathway completion
=  SMART Goal documentation and completion

O O O

O O O O O O

e Gather Success Stories
o 1-2 Success stores per LCM per Month Per Health Plan
o Prepare success stories for presentation to AH and Health Plans
o Review of Case Load Capacity A
e Completion of Monthly Capacity Reports
e Download and review of MIFs
o Ensure new assigned members are provided to CCS for Registration
o Provide new members to Outreach Specialist
o Review member status to ensure member is in the correct status with the health plan
= Manually update or reach out to payer to update any differences
=  Ensure CCS has the member in the correct status
o Review members for expiring Auths

Quarterly Workflow

e Quarterly Review of Goals and Annual Review Discussion with LCMs
e KHS Quarterly Audit
e Anthem Quarterly Audit
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Support & Collaboration

e Health Plan communication
e Health Plan Reporting
o lack of medical assistance/health insurance, language barrier, RTF / OTF / 10T / Gift Cards /
Utilization
e Provide support as requested for billing and documentation request
o Denialjustifications
o Claim support
o Audit support
o Discrepancies
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Outreach and Enrollment Specialist
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Outreach and Enrollment Specialist
Workflow

e Morning Team Huddle (M,W,F)
e Daily Team Report Outs
o Number of successful contacts for the previous workday
o Number of members in referral, assigned and Enrollments for that workday
o Goals and/or plans for current day
o Example: 86 members in referral and 106 members in outreach, 18 successful contacts
yesterday with 7 of them as enrollments. Goals: to call back appointments made for 4 of
the enrollments from yesterday and begin outreach on remaining members in referral
status.
e Monday report out
o Number of successful contacts
o Number of new members enrolled
e Member Registration
o Each day register newly assigned member for outreach
o [Each Monday Review the Missing MRN report for member requiring registration and
complete registration
e Review CCS Assignments daily
o Assigned newly referred members to your case load from Holding Agency
Check members in referral status for status accuracy, update as needed
Check members in assigned status for status accuracy, update as needed
Review / confirm daily appointments
Anthem members will need status updates made in Availity in addition to CCS
Check Member eligibility using provider portal (should be done prior to first outreach
attempt and first week of each following month during outreach)

0O O O O O

e Internal Referrals
o Ensure authorization has been submitted and member is approved for ECM (verify with
Michelle, Referral Specialist)
e Outreach
o All newly assighed members must have their initial outreach attempt completed within 90
days
o Prioritize outreach to members in referral status and members with appointments then
outreaching to assigned members starting with oldest called first
o Research additional/emergency contacts if listed contact is not good and add to CCS
profile (do not delete any numbers out of CCS unless verified as wrong number and
member unknown to individual)
= Using Cerner, Provider Portal, Point Click Care, HMIS as resources for information
o Leave voicemail if no answer with name from AH and call back number
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O

If contacted and member confirmed, present the program and answer questions

= Scenarios below:

Members gives verbal consent to enroll: Complete profile, complete Assessment,
switch CCS “enroll status” to enroll and update corresponding dates, complete all
documentation. Please note, the enrolment process may take approx. 1 hour. Ok to

suggests breaking enrollment up into a couple appointments.

Member declines: Thank member, give return call number in event they change their
mind, change CCS “enroll status” to decline, “Active status” to Inactive and update
corresponding dates and complete all documentation/contact notes

Member gives verbal consent to enroll but requests call back for assessment
completion: Set appointment day and time with member, place call back
appointment on your calendar and in CCS contact note, switch CCS “enroll status”
to enroll and update corresponding dates, complete all documentation. Call back
on scheduled day and time

Member unsure and requests a call back: Set appointment day and time with
member, place call back appointment on your calendar and in CCS contact note,
complete all documentation. Call back on scheduled day and time

o If memberis unable to be contacted after multiple attempts on multiple days using
multiple modalities, inform supervisor and reach out to the local LCM team to conduct an
in-person visit

Each member will have 5 phone attempts, 1 email (if on file), 1 home visit, and 1
mailed letter over the course of 3 months.
After 3 months if member is unable to be reached, inform supervisor and close the
member
e Exception KHS and Partnership —keep member on referral outreach for 12
months with continued escalated outreach mandatory 5 phone calls per
rolling 30-day period

o Member Enrollment
o Member agrees to enrolled

Complete Member Profile
Complete Member Assessment
Assigh member to LCM
Review Pathways for accuracy
e Archive any unneeded Pathways
e Open any needed Pathways
e LCM will work with Member to complete the Pathways
Review Tools for accuracy
e Archive any unneeded Tools
e Openanyneeded/required Tools
e LCMwill work with the Member to complete the Tools

o PHP members will require signed ROI

Members LCM will collect from member during initial meeting

o Conduct a warm hand off to LCM
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=  Share LCM Name, contact information including phone and email, and provide
assurance on LCM character and work ethic to member
= Send Teams message to LCM informing them of new member and request
availability for follow up appt/ 3-way call
e Include Supervisor and LCM on TEAMs message
e Assignto LCM based on the following
o Case Capacity
o Member Language
o Proximity to member’s home

o County
=  Warm Hand Off Options
e 3-WayCall

e Arrange member appointment with receiving LCM
o Productivity Measure
o 200 Outreach calls per month
o 10 unique members call per day
o 2 Enrollments a week
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RN Clinical Consultant
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Clinical Consultant, RN

Daily Workflow

Complete Daily Chart Reviews
o Patient Medical History
o Medication review
o Utilize HIE
Review members enrolled in the PoFs High Utilizer
o Conduct outreach to member and create a Plan of Care for prevention
Conduct follow up calls with members who are taking medications
Medication reconciliation and education
Conduct Peer to Peer meetings with Medical Group
Disease Process management and Education
Vaccination Education
Review Member Health Concerns
Provide health related resources
Set up Specialty care, Follow up care, and or Establish Care
o Support member in advocating for medication needs with PCP and or Behavioral Health
Provide Clinical consults as requested by LCM and or Enrolled Member

O O O 0 O O O

Support in the planning of Medical Interventions and procedures
Providing services to encourage and support members to make lifestyle choices based on healthy
behavior, with the goal of supporting members’ ability to successfully monitor and manage their
health
Supporting members in strengthening skills that enable them to identify and access resources to
assist them in managing their conditions and preventing other chronic conditions.
Review Member PHQ9 and timeliness of completion of a PHQ9

o IfPHQ9 scoreis 15 or higher member should be reassessed in 3 months
Review Members Provided BP, follow up as needed

o If BP was notin normal range BP should be reassessed in 3 months
Track completion of member care plan and sign off on all Care Plans

Weekly Workflow

Manage MDT Meetings

o Prep and coordinate MDT meetings

o Conduct MDT meetings with LCMs for all enrolled members
= Prevention
= Challenges
= Suggestions
= [nterventions
= Referrals
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Meeting to include LCM supervisor

Director to be included, Adhoc

Manage escalation shall an MD need to get involved
Track outcomes of MDT meetings

o Conduct Follow up on open MDT items

O O O O

Review Enrolled Member acuity levels provided by the Health Plans

Monthly Workflow

Provide monthly trainings and education to LCMs
o Clinical signs of escalation
o MDT Preparation
o Additional Trainings as needed
Conduct outreach and engage with medical providers
o Provide Program education on member eligibility
o Maintain contact and an open line of communication
o Be the Main point of contact for Clinic and or hospital MDs
Report member health success stories
Clinical Training 101

Quarterly Workflow

Audit Preparation
o Chart Reviews
o MDT with MCP Anthem
o Attend KHS Audit - Based on sign off of MDT and Care Plan

Manage and report on member health outcomes

Create and share Health outcome, utilization, and readmission data to hospital leadership

Support & Collaboration

Work with LCM Supervisor to balance LCM patient load

Work with LCM Supervisor and LCMs on member eligibility for referrals
Collaborate with MCPs on member related issues

Escalation and advocacy to MCP clinical teams
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Referral Project Manager

Daily Workflow
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Adventist Health\\

Referral Project

e Morning Team Huddle

o
(©]

Wins from previous day
Goals and Plans for current day

e Referral Channel:

O
O

Review referral channels and transcribe relevant information into Referral Worksheets.
Communicate updates to referring teams and LCMs.

e Referral Management:

o
O
o

(6]
O

Add new referrals to the spreadsheet.

Check eligibility and duplicative service immediately after adding to the tracker.

If a member is in-house at a hospital/clinic, notify the LCM for a bedside meeting after confirming
eligibility and ensuring no duplicative service.

If a member is discharged and eligible with no duplicative service, add them to the Priority List for
Outreach Specialist follow-up.

Create a CCS profile for all eligible referrals.

Check for approvals or denials.

e Referral Sources:

@)

O O O O O O

AH — Bakersfield/Delano

Lake County Referrals

AHRO

AH Tehachapi Valley

AH Mendocino

AH—-ACO

Community Connect Inbox (Direct Referrals from Health Plans, ECM Referral Form, Direct Referrals
from CBOs)

e New Referral Eligibility review — Utilize Cerner, KHS, Availity, Point Click Care, and PHC access as needed.

e Referral Submissions:

O

O

Anthem: Submit referral in Availity. Manually create a CCS profile the same day and leave in the
holding agency until approved. Once approved, update the Availity status from Pending to Outreach-
Enrolled with details. Assign to LCM and add the approved member to the Anthem spreadsheet with
UM.

KHS: Submit the assessment in the Kern portal. Create a CCS profile the same day and keep it in the
holding agency until approved. Assign to LCM once approved.

PHC: Create PHC referrals in CCS and ensure the TAR process is completed for new one-off referrals.

e Referral Updates:

O

O
o
o

Check KHS, Availity, and PHC daily for approvals or denials.
Inform the LCM of approvals or denials.

Update the CCS status accordingly.

Update the Referral Tracking spreadsheet with enrollment status.

e Community Connect Email Management — Review inbox messages, flag urgent emails, and respond or forward
as needed.

e Voicemail Management — Listen to new voicemails, document key details, return priority calls, and take new
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messages during return calls.

TOC Anthem & Partnership — Add new members to the TOC spreadsheet, notify LCMs of ED admissions, and
ensure LCMs complete necessary documentation.

Point Click Care Management:
o Review Point Click Care cohorts and identify patients meeting insurance requirements.
o Confirm patients are not enrolled with other providers.
o Add eligible patients to the referral tracker and submit referrals through the insurance portal.
o Create a CCS profile and select Point Click Care as the referral source.
o Notify LCM for bedside visits and assign LCM in CCS.
TAR Reconciliation — Review Megan'’s tracker daily for new billing issues, address each issue, and update notes
with completion dates.

Weekly Workflow

Billing Denial Huddle (Tuesdays & Thursdays) — Complete updates discussed in huddle.

Ashten 1:1 — Review questions, updates, and concerns

Biweekly

Update the TAR tracker with newly enrolled members requiring TAR.
Update the Kern Tracker with newly enrolled members needing AUTHSs.
Update the Anthem Tracker with newly enrolled members and add UM.

PCC check-in.

Monthly

Monthly Referral Reports (PowerPoint) — Gather referral data and sources, then graph referrals by county and
source.

TAR & Authorization Expiration Management:
o Submit expired TARs on the first Monday of the month.
o Submit expired Authorizations for Kern.
o Report expiring Anthem Authorizations on the spreadsheet for Jennifer.
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Community Connect Referral Form

CommunityConnect
REFERRAL FORM

MEMBER INFORMATION

A
Adventist Health

e

MEMEBER CONTACT INFORMATIOMN

First Mame® Phone Number
Last Mame™® Email Address
Date of Birth* Strest Address
CIN/Member ID* City, State, Zip

Health Insurance®

O
O
O

REFERRER COMTACT INFORMATION

Anthem Blue Cross

Kemn Health Systems Referrer Name

Partnership HealthPlan of California Email Address
Phone Number

ExcLusioNARY CHECKLIST
Members enrolled in the programs below are excluded from ECM:

OO0 pgooobooOooonoonmo

Cal MediConnect

Hospice

Fully Integrated Dual Eligible Special Needs Plans (FIDE-SNPs)
Program for All Indusive Care for the Elderly (PACE)

Family Mosaic Project Services (FMPS)

California Community Transitions (CCT)

Money Follows the Person (MFTP)

Multipurpose Senior Services Program (MS5F)

Assisted Living Waiver (ALW)

Home and Community-Based Alternatives (HCBA) Waiver
HIV/AIDS Waiver

HCBS Waiver for Individuals with Developmental Disabilities (1/DD)
Self-Determination Program for Individuals with Developmental
Disabilities (1/DD)

Basic Case Management (Medi-Cal Managed Care Benefit)
Complex Case Management (Medi-Cal Managed Care Benefit)

ECM PROVIDER ASSIGNMENT
Select only one of the following:

Member is not working with any other ECM provider that
they are aware of

Member is already assigned to ancther ECM provider and
chooses to switch to Adventist Health as the ECM provider
Member is already assigned to ancther ECM provider and
does not choose to switch providers (member is exduded)

CONSENTS

Member verbally consents to receiving ECM services

T Release of Information (ROI) is attached

MOTES

REFERRAL SUBMISSION Fax: (g16) 406-2557
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POPULATION OF FOCuUs
Select one of the following populations of focus depending on whether the person being referred is an adult, child, or youth.

O

Experiencing Homelessness (Adults)
Must also have at least ONE complex nead:

] Physical Health Diagnosis:

[ pehavioral Health Diagnosis:

Ll Developmental Diagnosis:

Experiencing Homelessness (Families

& Children)

Must meet ONE of the following:

O Literally homeless

O Staying with friends or family (couch
surfing) or residing in a motel, trailer
park, campground, shelter, or hospital
without safe place to discharge

High Utilization [ Adults)

Must mieet ONE of the following in &-months
O 5 or more ED visits

0 3 or mere hespital admissions and/or
short-term skilled nursing facility stays

High Utilization (Children & Youth)
Must meet ONE of the following in 12-months

3 or more ED visits

Y

2 or more hospital admissions andfor
short-term skilled nursing facility stays

SMI/SUD (Adults)
Dizgnosis:
Must also be experiencing QNE complex so-
cial factor influencing their health:

Food Insecurity

Housing Insecurity

Ermployment Insacurity

Adverse Childhood Experiences [ACEs)/
Trauma

NINANIN

[

Recent contacts with law enforcemsant
due to SMI/SUD

SMI/SUD (Children & Youth)
Diagnosis:

Birth Equity {Adults & Youth)

Must meet BOTH of the following:

[0 Pregnant or postpartum (withim 12
manths from birth)

] Subject to racial and ethnic disparities as
defined by California public health data
on matemal morbidity and mortality

Living in the Community and At Risk for Long-Term Institutionali-

zation

Must meet ALl of the following:

] Meets criteria for skilled nursing facility (SMF) level of care OR requires
lower acuity skilled nursing, such as timelimited and)/er intermittent
medical and nursing services, support, and/or equipment for preven-
tion, diagnosis or treatment of acute illness orinjury

| Actively experiencing at least ONE complex social or environmental
factor influencing their health, Some examples include:

Meading assistance with activities of daily living (ADLs)
Meading assistance accessing food or stable housing
Communication dithculties

Living alone

Mead for conservatorship or guided decision making

RERIRINEREN

Poor or inadeguate caregiving that may appear as a lack of safety

monitoring

| Are able to reside continuously in the community with wraparound sup-
port (some individuals may not be eligible because of high acuity needs
or conditions that are not suitable for home-based care due to safety or
other concarns)

Mursing Facility Residents Transitioning to the Community
Must meet ALL of the following:

[ Interested in moving out of the institution

Likely candidate to do so successfully

[T

Able to reside continuously in the community

Enrolled in CCS with Additional Needs Beyond CCS Condition
(Children & Youth)

Must also have at least ONE complex social factor influencing their health.
Some examples include:

Lack of access to food

Lack of access to stable housing

Difficulty accessing transportation

High measure (four or more) of ACEs screening

History of recent contacts with law enforcement

mERIREREREN

Crisis intervention services related to mental health and/or sub-
stance use symptoms

Other:

Involved in Child Welfare (Children & Youth)

Must meet ONE of the following:

] Under age 21 and are currently receiving foster care in California
T Under age 21 and previously received foster care in California or another
state within the last 12 months

Aged out of foster care up to age 26 (having been in foster care on their
18th birthday or later}in Califomia or another state

Under age +& and are eligible for andfor in California’s Adoption Assis-
tance Program

Tl Under age 18 and are currently receiving or have received services from
California’s Family Maintenance program within the last 12 months

REFERRAL SUEBMISSION
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Fax: (g16) 406-2557

Email: CommunityConnect{@AH.org



ECM Scripts
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ECM Scripts ECM Scripts

This is a guide to assist with common types of phone calls and other scripts. You are allowed to use your own
words to be as comfortable and converzational as possible during your calls.

Elevator Speech

Purpose

Gives an overview of the program. When an LCM is asked “What is Enhanced Care Management?”

Secript

“Enhanced Care Management is a managed Medi-Cal benefit free for its members who qualify. My role a3 a Lead
Care Manager is to assist Members such as those experiencing homelessness, high utilizers, SMI, and/or SUD over
a period of time to link them to resources and support them with any needs or goals they may have. Some things |
help with are transportation to medical appointments, helping get medications prescribed, food security, access

to medical and mental health services, and other health and well-being resources that help Medi-Cal Members
live a better quality of life and improve their overall well-being.”

Member Outreach Calls After Recent Facility Visit

Purpose

For outreach calls to members that have been seen at an Adventist Health facility in the last 90 days. Staff will
reach out to advise of CommunityConnect program and engage individuals to enrollinto the program.

Script
1. Greet member - Good morningfafternoon/evening. May | speak to [member]?

a. Yes-Hi. My name is [your name] and I'm a Lead Care Manager with Adventist Health who is
partnered with your health insurance plan [insurance plan].

b. Mo -Myname is [your name] and I'm calling on behalf [insurance plan]. When would be a better
time to reach [member]?

Instruction: MECOT all in the contact notes ar
fres Ve
2. Engage member - It looks like you've recently been in an Adventist Health facility within the last three
months, and | see that you are with [contracted health plan]. | would like to give vou a little bit of an
overview of Enhanced Care Management, a program available to you at no cost. Do you have a moment to
discuss this bensfit?

a. Yes-Great. Thank you. Enhanced Care Management is a program that comes with your Medi-Cal
benefits and is no cost to you. My role as vour Lead Care Manager will be to assist you over a period
of time to link you to resources and support you with any needs or goals you may have. A few
examples of things | may be able to help you with are transportation to your medical appointments,
helping you get prescribed medications, food security, access to medical and mental health
semvices, and other health and well-being resources that can help you live a better guality of life. My
job is to help you address barriers that you may have and to be your advocate.

bh. Mo-|understand it might not be the best time. Would it be okay if | call you next week to check
back in? Again, my name is [your name] with Adventist Health and my phone number is [phone
nurmber]. | will call you next week to check in again. Have a great day!

Instraction: D e 1] — Py Ry e e
3. Verify identity — To make sure I'm talking with the right person, do you mind verifying your full name and
date of birth?
a. Yes-Thankyou.
b. Mo -{Pivot and try different ways to verify their identity}
| want to confirm the information that your health plan provided to us.
i. We have your full name as [member’'s name].
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ii. We have your apartment number as [apartment number].
iii. We have your zip code az [zip code].
Obtain consent - To verify enrollment, | will be contacting your health plan to confirm eligibility, then we

can set up a time to discuss what kind of support | can provide you. Would you be interested in having me
waork with you as your Lead Care Manager?
a. Yes-Great!
b. MNo-0kay, no problem. If you decide that you would like to enroll at a later time you can always call
us. Would you like the number?
Instruction: Fi ther

Schedule Follow-Up - What would be a good time to connect next week to talk more about how the
program can help you?

[ .- Bl "
INSTructron. L

Member QOutreach Calls

Purpose

To attempt initial outreach and to enroll a member who has been referred by:

1.

= ol

Tips

(]

Script

Introducing yourself

Advising of program benefits
Verifying their identity

Verifying their insurance is correct
Obtaining their consent to enroll
Scheduling a follow-up time

Review member's CCS profile prior to calling to identify their POF and what services you can offer.

Greet member - Hello, my name is [your name] and | am Lead Care Manager with Adventist Health. I'm
calling on behalf of [insurance plan]. May | please speak with [member]?
a. Yes-—Hi[member]. My name is [your name] and | am calling from Adventist Health on behalf of your
health insurance plan [insurance plan].
b. MNo-Myname iz [your name] and I'm calling on behalf insurance plan]. When would be a better
time to reach [member]?

Ins n.

Engage member —| am calling today to let you know of a benefit that is part of your insurance benefits. You
may have received a letter in the mail regarding CommunityConnect, but | would like to give you a little bit
of an overview. This will only take a few minutes. |s now a good time to talk?

a. Yes-Wonderful!

b. Mo-0kay, no problem. When would be a better time for us to talk?

Instruction: D ment tf tcor t

Verify identity — To make sure | am speaking with the correct person, can you please verify your date of
birth?

a. Yes-=Thank you!

b. Mo -Forusto proceed, | would need ta verify you date of birth. If you don’t feel comfortable now, is

there a better time for us to chat?

Instructron
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4. Describe program = You have been referred to Enhanced Care Management. | would like to give you a little
bit of an overview.

a. Yes-Enhanced Care Management is a program that comes with your medical benefits and it’s no
cost to you. You will have a Lead Care Manager that will assist you aver a period of time to link you
to resources and support you with any needs or goals you may have. We assist with things like
finding doctors and making appointments, helping you understand your medications, coordinating
transportation to your medical appointments, finding healthy and affordable food, connecting you
with free or low-cost community services to help with things such as utilities, food, clothing, or
shelter if any of that 15 a concern for you. If you need support for mental health, we can connect you
to counselors. If you're suffering with substance abuse, we can get you connected with rehabs and
addiction recovery specialists and legal supports.

b. No-Okay, no problem. If you decide that you would like to enroll at a later time you can always call
us. Would you like the number

Instruction: Pr

5. Obtain consent - Would you be interested in having a Lead Care Manager support you'?
a. Yes-Thanks!
b. MNo-0Okay, no problem. If you decide that you would like to enroll &t a later time you can always call
us. Would you like the number
Instruction: Pr the number if tf auld like, if not, just t
hang up i all. hie ‘call Y the'
k. Lree gl oL il
6. WVerify contact info - First, | need to verify your name, number and address. |s the number | called
[member phone number] the best contact number for you? Can you please verify the spelling of your
name? | have your address as [member address], can you please verify your zip code as well?
a. Yes-Thanks!
b. Mo-In order for us to work with you, we'll need to verify your information.
7. MAssess needs-\What are some of the resources or needs that you have right now where our team can
help?
Do you have any current medical needs?
Do you need help getting an appointment for any specific condition?
Has it been a while since you have seen an eye doctor or dentist
Have you been in the ER or hospital multiple times this year?
Do you need help connecting with housing, food, or transportation to medical appointments?
a. Yes-Your assigned Lead Case Manager can absolutely help you with that. The goal of this program
15 10 help connect you with the resources and senvices you need so you can improve your health
and overall well-being.
b. Mo-Okay, no problem. If you decide that you would like to enroll at a later time you can always call
us. Would you like the number?
Instruction: Pr r

8. Enroll and schedule appointment - Would you like to proceed and enroll in the program?

a. Yes-Wonderful! The next step is connecting you to your Lead Care Manager so that they can meet
with you, either in person or over the phone if you prefer. They will discuss your current health and
needs and then create a care plan to help support you. Depending on your needs, your Lead Care
Manager will work with you weekly or bi-weekly and act as your advocate and will work to help you
get the needed services and resources, Let’s get an appointment set up for you to meet your Lead
Care Manager.

i i o W g S . F R S L .
fnstruction: S £ UiE &£ L E £ VILIT L
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h. MNo-0Okay, no problem. if you decide that you would like to enroll at a later time you can always call
us. Would you like the number?
Instruction: Pi ther

9. Confirm appointment - | have you scheduled to meet with your Lead Care Manager [LCM name], on [date
and time]. Please plan about an hour for the meeting so that your Lead Care Manager can take the time to
meet you and understand how they can help you. If you need to contact them before that time, you can
reach them at [LCM phone number]. Thank you so much for your time today, that just about does it for this
introductory call. Do you have any questions or concerns for me at this time?

a. Yes-Alright. Let’s talk about those questions or concerns.

bh. Mo -Great, we look forward to working with you. | think you are really going to love working with
[LCM name] and we look forward to helping you improve your health and well-being. Have a great
day!

instructrons: L-Nange o

Voicemail

“Hi, my name is [your name], and | am a Lead Care Manager with Adventist Health. | am calling because | have a
referral for you from [insurance plan] for our enhanced care management program. We assist our members with
finding community resources, social services and resources to community-based organizations. That means we
help get you connected to [list services that align with their POF]. | would love to give you more information, please
give me a call back at your earliest convenience [phone number].”

Member Feedback Calls

Purpose
To get feedback from member to improve the program.
Tips

o “Assessment” vs “Survey” — Assessment implies “judgement” of some kind. Survey maore accurately is

getting “your opinion”. There are no right or Wrong answers on surveys.

Script
“Hello, this is [your name] and I'm calling from CommunityConnect on behalf of Adventist Health. | live nearby in
[city or county] too. I'm calling to gather your thoughts and opinions of what matters most to you day to day; that
effect your well-being outside of the doctor’s office. Adventist Health is looking for your feedback to continually
improve and create new social programs that will add value to their members. This is s0 important that they've

asked us to meet with you face to face. | would like to come out for 20 minutes or 50 and have a conversation to
uncover what matters most to you. What day next week works best for you?”

Partnership Building Calls

Purpose
To build or strengthen partnerships within the community that may be beneficial to members.
Script
1. Greet and introduce — Hi, my name is [your name] and | am a Lead Care Manager with Adventist Health's
Community Connect Program. | am reaching out to identify and connect with partnerships in our

community. Community Connect is working to help Anthem, Partnership and Kern Health Systems
covered members that have been identified as benefiting from Enhanced Care Management. |s there
someone | can speak to in your organization that would be able to talk about this a little mare?

a. Yes-Great!

b. Mo-When would be a better time to call?
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2. We are calling to help educate our potential community partners about our role and how your arganization
can support these community members. We are a new program in [insert County] County that is seeking to
keep people healthy and safe. As a Lead Care Manager, | am a Community Health Worker that lives here in
[County]. Our County Team identified your organization as a helpful partner for Community Connect based
on your [ability/services/training potential]. 1s there a contact email for your organization so | can send
information about our program? After you have some time to review it, can we reconnect in a few days? |
can call back on [date] around [time] if that works for you? You can also call me back sooner if you like.
Can | verify your hours of operations, days, address and best contact info?”

What we do

We help members get to appointments and provide support with transportation.

We help identify resources to get members access to healthy, fresh food options.

We help with housing resources for those who qualify.

We help to support chronic health conditions and work towards keeping patients out of the Emergency
Room.

o We help to access Medi-Cal benefits and navigate the system.

[ R S

Community Partners that may have established relationships with individuals eligible for ECM
Housing agencies

Homeless services agencies

Social service organizations

Law enforcement

Department of Probation

Community clinics

Health centers

Hospitals

County behavioral health and social services departments
Health consumer centers or legal organizations

O o 0O O O O O O O 0

Services by Population of Focus

Purpose
To provide examples of services offered to encourage member to enroll or encourage partnership building.

Examples
Population of Focus LCMs can connect Members to these services
Homeless Shelters
Housing

Food pantries

Religious organizations

Motel vouchers

Medical Recuperative Care
Short-Term Post-Hospitalization Housing
Section 8

Clothing

Survival gear/tents/sleeping bags
Hygiene/self-care products
Cooling centers

Cold weather shelters

D vouchers

Transportation

Primary Care Physician
Medications

In-Home Supportive Services

High Utilization

o0 o0 O Q0 0 O 0 OO0 00 o0 o000
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Urgent Care resources
Transportation
Disease management education
Medication review
DME (Durable Medical Equipment) support
Medical Referrals/Specialista:
+ Cardiologist for CHF and other heart conditions
*  Pulmonologist for COPD and other lung conditions
+ Dentist
+  Dptometrist for Vision
« MNeurologist for Brain
+ Psychiatrist for Mental Health
*  Oncologist for Cancer
+  Urologist for Urinary
» Gastroenterologist for Digestive
+« Dietitian
* Pain management

Serious Mental lllness

Behavioral Health
Psychiatrists

Therapists

Stress management education
551 (Social Security Income) support including Legal
Telehealth

Crisis resources

Medications

Primary Care Physicians
Suppaort groups

Grievance support

Payes

In-Home Supportive Services
Conservatorship

Substance Use Disorder

Substance Use Navigators
Residential substance use programs
Substance use education

Harm reduction services

Marcan education

Meedle exchange programs

Birth Equity

OBGYM

Pediatrician

Black infant health
Postpartum depression
Lactation consultants

WIC

SIDS education

Public health nursing

Breast pumps

Parenting classes

Lamaze classes

Gestational diabetes education and monitoring
FMLA/baby bonding resources

At Risk for Long-Term
Institutionalization

O oo O 0 o o0 o0 o0 000|000 00|00 0000000000000

In-Home Supportive Services
Home Health services
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Perzonal homemaker

Medication management

DME (Durable Medical Equipment) support
Medical Recuperative Care

Short-Term Post-Hospitalization Housing
Home modifications

Pharmacy support

SNF Transitioning to the Community

In-Home Supportive Services

Home Health services

Personal homemaker

Medication management

DME (Durable Medical Equipment) support
Medical Recuperative Care

Short-Term Post-Hospitalization Housing
Home maodifications

Pharmacy support

Enrolled in CCS

In-Home Supportive Services

IEF Plan (pediatrics)

PCF

Specialty care

Medication management

Diagnostic and treatment services

Medical case management

Physical, oceupational and speech therapy
Medical therapy at public schools

Mental health services

COrthopedic appliances

DME support such as wheelchairs and hearing aids
Incontinence supplies

And other pediatric services (see below)

Involved in Child Welfare

Pediatrician

Parenting education

Family planning

Budgeting

Employment readiness
Clothing and baby items
Domestic violence assistance
Education assistance

Food assistance

Childcare

Pediatrics

O o0 oo oo 0o o|00 00 o0 0000|0000 o0 o000 0000|000 o000 ool o oo o oo

[ S

Pediatrician resources

IEF {Individualized Education Plan) or 504 for school
Developmental resources

Behavioral resources

Anti-bullying resources

Cyber safety/screen time

Lead testing

Vaccine education

Respite

Learning disability screenings at school
Audiology/hearing testing at school
Vision testing at school
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Autism testing

Advanced Directives

Meal planning

Healthy living

Exercise plans

Lead testing

Vaccinations

Sleep habits

Pnarmacy

Pain management
Medication management
Government Benefits

* (CalFresh

« CalWORKs

s 55D

« |HSS

o Life Skills Classes:

*  Anger management

* Computer Lab

» Effective Communication
* Employment Readiness
* Health Hahits

+* Readyto Rent

»  MAMAA Meetings

» Self-Discovery / People Skills
+ Time and Money Management
Legal

Transportation

tilities

Smoking Cessation

In-Home Suppaortive Services

Any/All POFs

o 00 00 oo 0o o000

o 0 oo o

Tips
Caills
2 At the beginning of every call identify who you are, where you are from and why you are calling. For
example:
« “Hi, my name is [first name] and | work for Community Connect with Adventist Health. | am calling
to speak with [member's name].”
Be comfortable and confident. Callers are more successful when they assume the call will be successful.
Stay calm and try to slow down when talking. We often speed up when we are nervous, making it harder for
them to follow.
Awvoid sounding like a telemarketer. Be relaxed and conversational style.
Be positive, pleasant, and upbeat so the call is perceived as positive. Laughter increases success rates,
When trying to reach a member and someone else answers and says the member is not available ask when
they can be reached. For example:
*  “Whenwould be a better time to reach [member]?”
2 If the member does not have one of the contracted health plans, you can advise them to:
« “Call the number on your health insurance card and they should have services that can help you.
Let them know you are interested in Enhanced Care Management.”
* [fthey would like to work with Adventist Health, we can help them sign up for Medi-Cal or they
could request to change iInsurance.

[

[
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Avoid long pauses unless you are waiting for them to answer your guestion. Long pauses trigger “why are
you calling” or “get to the point™.

o Avoid “potholes” or leaving out information. What you leave out of the script creates holes and causes
objections.

Using the word "assessment” can be intrusive and may set you up for objections? Try saying “conversation
to learn what is important to them.”

Have 2 to 3 ways that you are comfortable telling our story (our purpose) to use in the course of a call.
Before ending the call, establish a time, date, and place to meet with the member for follow-up.

]

]

[

Breaking Down Resistance

2 Do they have their guard up when receiving calls at home? People have legitimate “fears and concerns”
about callers such as fears of solicitors, scammers, or unwanted change. It is not hurman nature to say
“yes” the first time asked to do something? It is natural for people to be resistant. Be prepared to ask 3
different ways while breaking down their natural resistance. Example script: “This is not a sales call and we
are not changing your coverage. | live right by you, over by the [location].”

2 Are they resistant to participating in surveys? Staff are very successfully using the availability of
resources and social programs to get surveys. But when that is not working, staff must recognize the
opportunity and the need to pivot. The real issue keeping staff from getting surveys is not taking the time to
explain why this “data collection” is vital to the community at large. Getting into a specific back and forth
about resources, whether transportation, food, utility bill management, etc. is not what this member
needs to hear to motivate them to participate. Example script: “[Healthplan] wants to know how you are
doing, your neighbor, and John down the street. As they get an accurate big picture of what your
neighborhood is dealing with, good and bad, they can make good decisions on what social programs to
invest in for your community 3 to 10 years down the road. And along the way we will have resources for
some folks and discover where needs aren’t being met. That's where we go to work advocating for
change.”

Examples of Successful Outcomes

Member Question/Objection LCM Response

“What is the reason for the survey? What is the “This is how [health plan] knows how to allocate

outcome of all of this?” funds for future programs.”

“Pass me up.” “l can't pass you up, your opinion is too important”

“Mot enough time, too many appointments”™ “It will just be a quick 20 minute chat.”

“How long will this take?" “15-20-minute conversation. If we have a 10:30
appointment, then I'll be out the door before
11:00."

“l don't have any interest in doing something like “WValuable thing for retirees to identify their current

that, is it really necessary?" and future program needs. It will only take about
15 minutes.”

In-Person Qutreach Safety Tips

Bring a fellow staff person if the location is an unfamiliar or unsafe area.

Conduct outreach during daylight hours.

Tell a supervisor or colleague where you are going and when you plan to be back.

If a member appears highly agitated, walk away and let them know that you will try to contact them again
another day.

Save important phone numbers (for example, a crisis line or a supernvisor's number) into your cell phone
prior to conducting outreach.

Share your location on your cell phone.

Leave if you feel unsafe.

Staff are allowed to carry pepper spray for safety.

[ T i T T

]

[ S

Outreach Supplies to Carry with You
2 Business Cards
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Envelopes

Hand Sanitizer

Charged Cell Phone

Paper

Pens

Applications for bus passes, housing, and other local resources
Alist of local resources with contact information

ECM outreach materials in different languages

LS T T T Y 5 T Y o R

Documentation

Call members that have been assigned to you on the spreadsheet.

Utilize dedicated spreadshest to call and document outreach to members. Members in outreach will not

have a CCS profile created where the outcome can be documented, therefore it is important to keep notes

on the spreadsheet.

Do MOT save a copy of the spreadsheet onto your computer. Use the link provided, documentation added

to the spreadsheet should save automatically.

o Document the outcome(s) of the call in the contact notes and schedule the “Next Outreach Date” for your
follow-up call

(S

]
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SMART Goals

SMART Goals Library

Goals & Interventions
Interventicns are also called "Action Steps” im CCS.
Interventicns are smaller tasks that help to work towards the goal.
Goals should indude interventions that the member will be doing.
Goals must be member-focused with minimal tasks that the LCM will be doing.
Time frames set to accomplish the goals should be determinad case by case.
This library i= a3 puide for commonly used SMART goals but is not a full list of poszible goals and interventions.
Interventions in this- should be used on a case-by-caze basiz depending on the Member's unigue
individuzl nesds.

Strengths

o Physically active
Strong social supports
High self-estzem
hMaobile
Reliable transportation
Good impulse control
Cautiaus
Housad
Safe living enwircnment
Located close to resources
Resgurceful
Hasz reliable childcare
Well educated
Very intelligent
Good credit scare
Good rental history

o
o
o
o
o
o
o
o
o
o
]
o
o
o
o

Barriers
Wheel chair bound

Poor social supports
Low self-esteem

=]

Immabile

Lacks tramsportation
Impulsive

Risk taking behaviors
Unhoused

Unsafe living envircnment
Located far from resources
Mot resourceful

Lacks childcare

Lacks diploma or GED
Developmental or learning disabifity
Poor credit score

Q2 0 0 0 00000000000

Past evictions

[ADVENTISTHEALTH:INTERNAL]



Pathway

GENERIC
TEMPLATE

Adult Learning

TEMPLATE

Adult Learni

Goals

= pdember wil
[indicate goal] for
[indicate reasan]
by [indicate date].

Behavioral Health

= plember wil
establish care with
[indicate agency]
for [indicate
conditon] by
[indicate date].

Interventions

= LT will [indicate achon].
= pMember will [indicate action].

= pAember wil
obiain their GED

by [indicate date].

= LM will provide resources on where Member can obtain their GED.
= pember will register for clazses to work towards cbtsining their GED.

= pdember and LCM will work together to schedule appointmeant.

= plember will attend appointment and provide an update to the LOM.

= pember will maintain care with [indicate agency] and provide updates
to the LCA.

= Member wil

= pember wil

=k to have medicatons refilled.

o reeveluate medications

Updates

= pdember [indicate
goal] on [indicate
date].

= pdember obmined
their GED an [indicate
date]

= hdember atendad
appointment with
[indicate agency] on
[indicate date] and
[indicate outcomes).

Exmmple #1

= pdember wil
establish care with
Sutter Yuba
Behavioral Health
for Depression and
PTSD by [indicate
date]

= pember and LCM will work together to schedule an intzk
= pMember will attend the inmke appointment and provids an update @
the LOCM.

= hMember atended
SYEH intake
ppointment on
[indicate date] and
scheduled a follow-up
visit for [indicate
date]

Example #2

TEMPLATE

= hdember wil
establish care with
Behavioral Health
for developmenta
dalzy and ADHD
by [indicate date].

= plember wil
verbalize
understzndin
[indicate top
[indicate date].

gor

k PCP for 3 referral for mental health services

= hpdember's mother will az
schedule an appointment fior mantal health

= Member's mother wi
SEMYicEs.

= hMember's mother wi
appointmeant and wi

ensure BMember attends the scheduled

provide updates to the LOM

» LCW will provide educaton and materials

= plember will spend time to read and understand materials.

= hember will explain their understanding and ask the LCM any guesticns
regarding the materials.

= hiember atended
appointment with
Bzhavigral Health on
[indicate date] and
was prescribed
miedications for
ADHD.

= pdember verbzlized
understanding of
[indicate topic] on
[indicate date].

Plam

varbalize
understanding of 3
dizbetc meal plan
and begin to
implement by
[indicate date].

Advanced = kdember wil = LCM will educate Member by providing online resources, anline = pember verbzlized
Directives understand informaticnal sessions, and consulting with PCP to understand the understanding of
advanced impar@nce, optons, and process of creating advanced directives. advanced directives
directives by = pember will spend time to read and understand materizls provided on [indicate date].
[indicate date]. = [f Member decides to create advanced directives, LCM will provide
azzistance If needed.
Diabetic Meal = Rdember wil = LCM willl provide materials on healthy eating for a diabetic = pember verbalized

Member will spend time te read and understand materials.

= pMember will decide what diabetic friendly foods they prefer and develop
a menu and grocery list

hMember will begin to implement the digbetic meal plan

= LCM will follow up on progress towards goals, provide support and

LCM will refer Member to 3 Medically Tallored Meals provider to
datermine eligibility to receive meals appropriate for the Member's

conarman

understanding of a
dizbetic meal plan
and began o
implement on
[indicate dats].

= pdember gualified for
Medically Tailored
heals and began
receiving mezals on
[indicate date].
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Healthy Living — |= Member will = LM will assist member in adopting 3 heslthier diet by providing = pember verbzlized
Diet demonstrate education and suppart. This will include assessing and understanding understanding of the
understanding of current diet and offering practical strategies for incorporating healthier impartance of living a
the impor@nce of | eating into daily routines. healthy lifestde on
living & healthy = pember will spend time to read and understand materials and ask the [indicate date].
lifestyle by LCM any questions. = piember improved
[indicate daze]. = pdember will decreaze fast food intake. their lifestyle by
= pdember will increase fruits and vegetable intzke. [indicate diet change]
» pember will practice porticn cantral when plating their meals. on [indicate dats].
» pember will decreaze the consumpton of processed focds.
= pMember will decrease their sodium intake by not adding additicnal salt
to food.
Healthy Living — |= Member will = LM willl educate member on the harm soda can cause. = pember decreazed
Soda decrezse their = pdember will identify alternative beverages. their soda
soda consumpticn |= Member will stock their home with alternative beverages. Consumpoon to [new
from [indicate » pAember will order water if eating 3t & restsurant fraquency] by
current frequency] |» Member will replace 1 soda a day with water. [indicate date].
to [indicate
desired freguency]
by [indicate date].
Healthy Living — |= hember will = pdember will ensure their home is stocked with food. = hpember decreazed
Fast Food decrezzs the = pdember will develop a list of quick and ezsy mezl optons 35 3 substitute | the number of Tmes
num ber of Gmes for fast food. they ate 3t fas focd
they eat 3t fast = plember will identify atbernative focds they can eat to replace fast food rastaurants to [naw
food restaurants Cravings. frequency] by
from [indicate [indicate dats].
current freguency]
o [indicate
dasired frequency]
by [indicate date].
Healthy Living — |= hMember will = LCM will assist member inadopting exercise routines by providing = tember verbalized
Exercise demanstrate education and support. This will include assessing and unders@nding understanding of the
understanding of current exercise routines and offering practical strategies for importance of
the imporance of | incorporating healthy physical activity inte daily routines. exercise on [indicate
gxgrcize by » pAember will spend time to read and understand materizls and ask the date].
[indicate dae]. LCM any questions. = pember improved
= pAember will try new exercises and decide which ones they prefer their lifestyle by
= iiember will begin to implement the new exercise routne. [indicate sxercize
= pdember will walk for 20 minutes per day. change] on [indicate
= pdember will set reminders on their phone to stand for 5 1o 10 minutes date].
every hour.
= pember will do arm exercises for 10 minutas twice daily.
Healthy Living — |= hMember will = LCM will educate member on the benefits of drinking enough water = pember increased
Water increzse water regularhy. their water
int@ke from = pember will drink 4 to 8 ounces of water every hour. consumpion to [new
[indicate current  |= Member will resist the urge to drink beverages that aren't water frequency] by
frequency] wo = pdember will keep home stocked with bottles and gallons of water. [indicate dats].
[indicate desired  |= nMember will track their water intake each day in & journzl.
fraquency] by = pember will provide updates to LCM an progress towsrds increasing
[indicate date]. their water intake.
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Lead Testing far |= Member will = LM will prowide educaton on the importance of leed testng for = pember verbalized

Pediatrics verbalize children and adolescents. This educaton will include information on the | understanding of the
understanding of sources of lead exposure, the potential healtth effects of lead poisoning. impaortance of lead
the imper@=nce of | and the importance of regular lead testing for young children. testing for children
lead testing fior = pember will spend time to read and understand materials and azk LCM and adolescents on
children and any guastions., [indicata date].
adolescents by = LCM will educate Member on how to obtain lead test results from
[indicate daze]. padiatrician.

= piember will obtain lead test results from their pediatrician.

Risks of not = pember will = LCM will provide education an flu and Covid-19 vaccines. = pember varbalized

being waccinated | verbalize = pember will spend time to read and understand materials. understanding of the

for the flu and understanding of = Member will decide if they will get vaccinated. ricks of not being

Convid-19 the rizks of not = LCM will provide the Member with a list of vaccination locations. vaccinated for the flu
being vaccinated |= Member will discuss with their PCP if it is appropriate for them to get and Cowid-19 on
for the flu and vaccinagted considering their health conditicns. [indicate date].
Cowid-19 by = pember was
[indicate date]. vaccinated for the flu

on [indicate dats].

= pember was
vaccinated fior Covid-
19 on [indicate data].

Sleep Habits for |= Member will = LCM will provide information on sleep habits for children and = pember varbalized

Pediatrics with varbalize adolescents with ADHD. understanding of

ADHD understending of (= Member will spend time to read and understand materials. miethods to facilitate
miethods to = pMember will implement better sleeping habits with their child. batter sleep habits for
facilitae bemer children and
sleep habits for adolescents with
children and ADHD on [indicate
gdolescents with date].

ADHD by [indicate
date].

Parenting = pember will = LCM will educate Member on how to register their child for schoal. = pember varbalized
varbalize = plember will work with LCR to Create a transportation plan and understanding of what
understanding of schedule to ensure children arrive at school on time and make it home good parenting is on
what good safely each day. [indicate date].
parenting is by = LW will educate Member on the importance of regular medical care for |= Member verbalized
[indicate daze]. children including staying current on vaccinations and attending understanding of how

= pdember wil checkups annualhy. they can improve their

verbalize = LCM will educate Member on how to maintain proper dental care for parenting skills on

understanding of children including brushing teeth twice a day and attending denzal [indicate date].

how they c=n checkups bi-annually. = piember started

improve their = LCM will educate Member on how to establish and maintain good implementing a

parenting skillzs by | routines fior children such as daily bedtime routines including brushing regular bedtime

[indicate date]. teeth and reading & book before bed. routine for their child
= LCM will educate Mamber on how to meat all basic needs of the on [indicate dats].

children in their care.

Stress = pember will = LCM will educate Member on reducing perceived stress. = pember reduced the

klEnagement reduce the = LM will prowide educaton on coping skills for stress management. number of Gmes they
number of tmes (= Member will practice stress reducing coping skills such as breathing, gxperienced severe
they experience yoa, listening to music, drawing, crocheting, and other calming strass to [indicate
severs stress from | activibes. desired frequency] an
[indicate current = Member will practice remiowing themselves from stressful environments | [indicate date].
frequency] to s0 they can reset
[indicate desired = LCM and Member will work together to assess stress causing triggers in
frequency] by their environment.

[indicate date]. = LM and Member will work together to develep & plan to reduce stress
causing triggers.
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Family Planning |= pember will = pdember will discuss birth contral aptions with their PCR. = pember started
practice =afe birth |= LCK will provide resources on where to get free condams. taking birth contrzl
control methods  |= LCM will provide education on abstinence. pills on [indicate
by [indicate date]. |= Member will schadule an appeintment with an OBGEYM. date].

= pember amendad
their DBGYH
appointmeant on
[indicate date] and
decided on a birth
contrel mathod.

Pharmacy = pdember will = LCM willl connect Member to a pharmacy that has delivery service. = hdember
demonstrate = tdember will enroll in automatic refills for their prescriptions. demeonstrated
understanding of |= Member will call the pharmacy to request to refill their prescriptions. understanding by
hiowr to refill their |= Member will pickup their prescriptions from the pharmacy. picking up their
prescripticns at refilled prescription
the pharmacy by on [indicate date].
[indicate date].

Budgeting = pdember will = LCM willl prowide blank budgeting forms to BMember. = pdember verbzlized
verbalize = tdember will complete budgeting form by filling in their income and understanding by
understanding of expenses for each of the ctegories on the budget form gxplaining in detzil
rmianzging their = LCM and Member will review the budget together to ensure ng income | their plans on
budgzet by or expenses have been overlocked. manzging their
[indicate date]. = LCM and Member will work together o identify where expenses cambe | budzeton [indicte

= pdember will reduced. date].
demonstrate = LCM and Member will work together to prioritize 2ll expenses so that = pdember
understanding of | the mostimportant expenses get paid first if thare is not sufficient demonstrated
mianzging their income to cover 2l expensas understanding of
budzet by = LCM and Member will work together to identify what expenses are most | manzaging their
[indicate date]. approprigte to spend surplus of income on. budgzet on [indicate
= pdember will mzintain & spending log and will review with LCh. date] by paying all
their bills an time.

Cygen Safety = Member will = LCM willl educate Member on cxygen safety. = pdember verbzlized
varbalize = LCM willl prowide Member with educational material on oxpgen safety. understanding by
understanding of |= nMember will spend time to read and understand materizls and ask LCM | listing axygen safety
oygen safety by Fhiy Quastians. tips on [indicate date].
[indicate date]. = tdember will identify changes they may need to make to a3y safe.

= tdember will take cygen safety precautions by avoiding things such as
cigsratias, candles, gas stoves, and other heat sources.

Pain = pdember will = LCM willl educate Member an holistc ways to manage pain incuding = pdember verbzlized

klanagement verbalize gwer the counter medications, stretches, exercises, diet, sleep, and understanding by
understanding of posture. lisTing ways 10 manage
pain managemeant | LCM will provide Member with educational material on managing pain. their pain an [indicate
by [indicate dats]. |= Member will spend time to read and understand materials and ask LCM | date].

any guestions.
= tdember will practice the pain management skills they learn.
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Employment = pember wil = LCKA will provide job training and skill building resources such as resume (= Member began
Readiness gchigve building workshops or job interview coaching submitting
employmeant » LKA willl provide job leads for employers that welcome justice involved employmeant
readiness by gpplicants and are open to hiring felons. applicaticns on
[indicate dats]. = pdember will abtain adequate child carz [indicate dats].
= pdember will utilize child care to attend employment readiness classes.
= pember will purchase appropriase work attire.
= pdember will go to clothes closets o get appropriate work atre.
= paember will determine their transpartatson methods and rowte ©o and
frzsm work
= pdember will determine the amount of time it takes to travel to work and
establish whan they will leave for work each day to ensure punctuality
= pdember will develop or update their resume
= piember will maintzin proper hygiens by showering, brushing teeth, and
brushing hair daily.
Obf=in = plember wil = LM will provide job seeking rescunces such as employment sites and = pember obmined
Employment obzain job fairs employmant an

Obt=in Housing

Medication
Management

employment b
[indicate dats].

= pember wil
obtain housing by
[indicate dats].

= pember will take
medication as
prescribed
regular
[indicate dats].

= pemberw
estzblish 2
medicaton plan
with their PCP by

J 3'_-'

= pember will submit employment applicatons.

» pdember will pardcipant in employmentimteniews.
» LCW will educate Member an b
= pember will use the public

o z=arch for ohs onlin
—'I'I - | (o) R S

» LCw will connect Membser 1o housing nevigation providers

ommunity-based Fnizations and government agencies
= LEM wiill ass st r-.-1E"“'DI':' n completing rental applications.

Member will paroc
with up BS MOominiy.

obtain all proof of income

pate

in hG'LSII'IE AWIEATON ZEMICEs and prow

MEmMDEr Wi

= pdember willabtin a pill box from their PCR.

rMember will set reminders to @ke their medications as prescrib

mMember will identify & safe place to store their medication.

LCM will

fraquency. amount prescribed, and any side effects they should

for and what to do if they have severe side effect

member will refill their prescriptions before they run out.

= pdember will request for pharmacizt to provide reading materia
regarding their prescription in their preferred languags

brary 353 resgurce to jo search onling

including

ide LCM

ad.

educzte Member on their medications I"'|LIGII'|§ ENE purpose,

Watch

[indicate dats].

= pMember obmined
hous=ing on [indicate
date]

= fdember has taken
their medicaton
regularly a2

= pember met with
their PCP and have
established a
miedication plan on

connected o 3
Dieatian for
[indicate
conditon] by
[indicate dats].

= pMember will attend scheduled appointment and inform LCM of

outcome

[indicate dats]. = pdember will ask pharmacist to provide prescription information verbally. | [indicate date].
Medical Referrals
TEMPLATE = pember wil = pdember will azk [indicate whe] for a referral to a [indicate spedalist] = pdember amendad
estzblish medical |= Member wil :tt: nd scheduled appointment and inform LCM of appointment on
care for [indicate outcome [indicate dats].
conditon] by Cutcomes achieved
[indicate dats]. include [indicate
outcomas]
Dietitan = piemberwillbe  |= Member will ask PCP for a referral to a Digtitan. = pdember amended

appointment on
[indicate dat=].

outcomes achisved
include [indicate
outcomes]
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connected to an
Optomeartrist for
glazzes by
[indicate date].

appointment.
rember will attend scheduled Optometry appointment and inform LSk
of outcome.

rMember will maintain their follow up appointmeants.

Primiary Care = pember wil = LCh will prowide a list of PCPs inthe area. = pember amendad
establish a Primary |= Member will call to schedule an appeintment with a Primary Care scheduled PCP
Care Provider by Prowider. appointmeant on
[indicate date]. = pember will attend scheduled appointment with the Primary Care [indicate date] and
Prowvider. [indicate outcomes).
= pdember will previde updates o LCM
speciaity Care = pember wil = pember will azk PCP for a referral to a Pulmonologist. = fdember attendad
for COPD establish medical |= Member will attend scheduled Pulmenalogist appointment and inform Pulmanclagy
care for COPD by LCM of outcome. appointmeant on
[indicate date]. = pdember will maintin their follow up appointments. [indicate date] and
= pdember will mainmin medication compliance. was scheduled a
= pember will follow their plan of care. follow-up
appeintmeant for
[indicate dats].
specialty Care = Member wil = pdember will azk PCP fior a referral 1o a Candiologizt. = pdember amendad
for CHF establish medical |= Member will attend scheduled Cardiology appointment and inform LCk | Cardiclogy
care for CHF by of outcome. appointment on
[indicate date]. = pember will maintain their follow up appointmeants. [indicate date] and
= pAember will maintain medication compliance. was scheduled a
= pdember will fallow their plan of care. follow-up
appointment for
[indicate date].
Dental = pember will be = pdember and LCM will work together schedule a dentist appointment. = pember atended
connected o 3 = piember will attend scheduled dentst appointment and inform LC of their scheduled denta
Dentst for & gutcome check-up appoirtmeanit
check-up by = pAember will maintain their follow upappeintments. on [indicate date].
[indicate date]. = pember will fiollow their plamof care.
Wision = pember will be = pdember and LCM will work together to call the Oprometrist for an = fember atended

their scheduled
Optomeatry
appointment cn
[indicate dats].

connected 1o &
Substance Use
Mavigator by

[indicate date].

rember will schedule appointmeant with a substance Use Navigator
rMember will attend appointment and inform LCM of the cutcome.

= pember will mzintzin medication compliance.
= pember will follow their plan of care.
= pember will refill their glasses prescripticn.
substance Use  |= Member will be = LCM will provide educaton and resources on substance use. = pember anendad

their schaduled
appointmeant for
subs@EnCE use on
[indicate date].

Pain
klanagement

TEMPLATE

Member wil
obtain cre for
pain manzgement
by [indicate date].

= pdember wil
[indicate action]
fior [indicate
reason] by
[indicate date].

= pember will schedule PCP appointment to request pain management
referral.

= pember will attend PCP appointment and request pain management
raferral.

= pember will schadule pain management: appointment

= pember will attend pain management appointment and inform Lok of
the outcome

= pdember will azk [indicate whe] for a referral to a [indicate spedalist]
= pdember will attend scheduled appointment and inform LCM of
gutcome

= pember atended
their scheduled
appointment for pain
mianagement an
[indicate dats].

Social Services Referrals

= pdember [indicate
gction] on [indicate
date] and [indicate
gutcome]
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Clothing/@aby | Member will = LM will provide 3 comprehensive list of clothing resounces in the = plember expressed
HEms EXpress community which may imclude thrift stores, dothes closets, cold weather| confidence in how to
confidence in how | clothing distributions, and other agencies such as day shelters that assist | access free clothing
10 access free with clothing. rescurces on [indicate
clothing rascurces |» Member will go to clathes closet and select several outfits. date].
by [indicate date].
Domestic = pember will be = LCK will discuzs domesac viclence resgurces available to them including |» Member started
Viclence connected o O shelters, support groups, and hotlines. steying at @ Domestic
Assistance domestic viclence |» Member will determing 2 plan for flesing domestc viclence. violence shelter an
services by [indicate dats].
[indicate dat=]. = Bember began
receiving services
from Casa de
Esperanza on [indicate
date].
Education = pdember will = LM will provide tutoring rescurces to Member. = plember aended
Assistance obtain kath = plember will attend appointment scheduled for [indicate date] at appointment cn
tutoring rescurces | [indicate agency] to verify eligibility for services. [indicate date] and is
for ADHD by = LM will educate member on how to abmin their GED. gligible for services.
[indicate dats]. o |Ch will educate Member an how to begin the process of registering for
collegs.
= LK will edumte member on supports provided through collzge ar
other vacadonal training programs such 3s assistance from school
counselors to get registeraed for college and childcare senices.
= LM will connect Member to Children Home Society of California for
childcare assistance
= pdember will complete the “Ability to Succeed”™ test for placement into
college without diploma or GED
= LK will eduzte Memer on how an IEP ar 504 can assist their child at
school
Food Assistance | Member will » Lk will provide 3 comprehensive list of focd resources in the » plember verbzlized
EXpress community which may include food banks, soup kitchens, farmers’ understanding of how

confidence in how
to access food
resources by

miarkets, community gardens, and government assistance programs,
glong with detzils on their kacations, operating hours, eligibility criteria,
and types of assistance provided.

toaccess food
rescurces on [indicate
date].

= prember will inform LCh when 1D is cbtained.

[indicate date]. = piember will spend time toe read and understand the list of resources.
= LCr will connect Member to CalFresh benefits.
» |2k will connect Member to WIS program.
= LCKA will refer bBdember to CAM for food assistance.
= LCKA will wark with Member to reestablish their CalFresh benefits.
Government = pdember will = LKA will provide the Member with DMV's No Fee Identificaton Ca = pdember obined 1D
Benefits & obtain 3 verification Form. on [indicate dats].
Services Eowernment = piember will complete the form, turn itin to DY, and inform LCA.
issued D by = pdember will inform LCM when 1D is obtained.
[indicate date].
Government = pdember will = plember will go to the Social Security Administraton office to abtzina | Member obmined
Benefits & olptain 3 Socizl rigw card. Social Securihy card on
Services security card by |» Member will inform LCM when new card is cbtained. [indicate dats].
[indicate dats].
Government = pdember will = plember will contact the County Clerk in the county where they were = piember obined
Benefits & obtain a birth bern to ask how they can obtain a cerdfied copy of their birth certificate. |  birth certificate on
Services cerfificate by = piember will go down o the County Clerk to apply for a copy of their [indicate dat=].
[indicate dat=]. birth certificate.
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= pember will be
connected to legal
sendices for
[indicate barrier]
by [indicate date].
mMember will be
connected oo
California Rural
Lezgal Azzistance
for their eviction
by [indicate date].

Legal Assistance

LCM willl prowide free or low-cost legal assistance rescurces for fines,
tickets, evictions, etc_

rember will find gut if they can pardcipate in community services to
raduce their fines.

Member will attend expungement workshops.

LCM willl connect Member to free legal services to assist in apphying for
social security benefits.

= plember met with 3
legal counselor on
[indicate dats].

utlities by
[indicate dats].

Member will ettend scheduled appointment and inform LCM of
gutcome

tMember will call REACH for ufility assistance.

rember will call HEAP for utlity assistance.

tember will czll PGEE To get on an Arrearages Mansgement Plan (AMP)
or payment plan.

rember will call PG&E to apply for CARE or FERA discount for incomse
qualifying househalds.

mMember will czll PGEE o apply for Meadical Baseline Program for
residential customers who depend on power for certain medical needs.
rember will call PGEE to apply for vulnersble customer status if their
health or safety is at risk if their services are disconnected.

Farenting = pdember will be  |= LCM will connect Member to FamilySOUP far parenting counseling. = Member received
Assistance connected o = LM will provide information on any free parenting classes in the parenting assistance
parenting COMITUNITY. from [indicate agency]
assistance by = LCK will work with Member to find a mediator for custody disputes. on [indicate date].
[indicate date]. = pdember will follow through with cbtzining parenting assistance and = plember amended 2
inform LCA of autcome. paranting class on
[indicate dats].
Substance Use = Member will = LK will provide substance use education toddember, focusing on = pember verbalized
verbalize raising awareness about the risks associated with substance abuse and understanding of the
understanding of promoting healthy behaviors. This educaton willinclude information on | risks of substance use
the risks of the effects on physical and mental health, and lo@l resources for on [indicate dats].
subs@nce use by | treatment and support
[indicate date]. = piember will be open to understanding the risks.
[Transpertation = Member will » LCw will previde 3 comprehensive list of transportation resounces » plember explained
Assistance express including public tanspertation, Dial-a-Ride, and ride share services. accurately how togat
confidence in how |= Member will spend time to understend transportation resources. from their home to
1o access = pdember will schedule medical tranzportaton through their Managed Ampla Health via Yuba
tranzportaton care Plan for their next PCP appointment. Sutter Transit on
senvices for = LM will educate Member an where to find the trensportaton [indicate dats].
appointmants by schaduling phane numbear on the back of their insurance card.
[indicate date]. = LCK will educmte Member on how o navigate the bus system in their
COMIMUNITY.
Uilities = pember will = LCh will prowide 3 list of utility assisiance resources available to the = Member amended
Assistance obtain financia Memberin the community. schedulad
assistance for = Lk will 3ssist Member in scheduling an appeintment with KCAD. appointment cn

[indicate date]and was
approved fior utility
assistance.
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Tobacco Cessation

TEMPLATE = fdember wil = pember will [indicate action]. = hember decreased
decrease [indicate |= LCM will help motivate Member by providing education and praise for [indicate habit] to
habit] from decreazed [indicate habit]. [new frequency] by
[indicate current [indicate dat=].
frequency] v
[indicate desired
frequency] by
[indicate dats].

Vaping = pdember wil = pdember will keep track of how often she vapes each day using a journal |= Member decreazed
decrezse vaping or an apg. vaping to 4 tmes &
from 5 Gmes a day |= LCM will help motivate Member by providing educstion and praise for day by [indicate date].
D 3 times & day by| decreazed tobacoo use = Member decreased
[indicate dats]. vaping to 3 tmes 3

day by [indicate date].

Cigarette Use = pdember wil = pdember will increzse the amount of ime between each cigeremz each  |» Member decreaszed
decrezse tobetos | day. tobacco use to ¥ pack
use from 1 packa |= LCM will help motivate Member by providing education and praise for & day by [indicate
dany to ¥ pack 3 decreazed tobacco use date]
day by [indicate
date]
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MDT Tool

54
ﬂa

Adventist Healt

MDT Tool

The purpose of the MDT:
The purpose of the MDT is to provide the LCM with support in the care of their
members. The goal is to address prevention strategies, listen to challenges for the
member, provide suggestions in overcoming those challenges, provide possible
interventicns for the member and to suggest referrals for the members. This MDT
meeting provides care coordination for the member and support to the LCM as they
care for their member.

The goal for the MDT:

* Tocome prepared to make each meeting as efficient as possible.
*  For the information in CC5 to be as comprehensive as possible for the EN's and the
supernvisors to review before the meeting
& Each member should take 15 minutes to discuss
< 5 min for LCM to present
< 5 min for MOT to discuss
< 5 minto wrap up recommendations
*  The LCM will feel supported and have a plan of action

LCM to do before the meeting:
+ Review CCS
O Assessment Completed
O Medication Assessment Completed
O Required Tools completed
O MDOT Tool completed 1 day prior to meeting
O Pathways open with recent documentation
*Any missing information in CCS is added prior to the MDT
*  Review members record in Cerner
O Medication Reviewed
O Anyrecent H&Fs are reviewed
O Allrecent DC paperwork is reviewed
O Review Report notes
= M notes
= DC Summary
* Homeless DCP
+« Have a list of the client's needs ready
O What resources are needed
What does the member see as the priority for their needs
What does the LCM see as the priority for the members needs
What are the barriers to meeting the needs of the member
What is the LCM's biggest struggle/concem
O What are the LCM's wins
+  Review last MDT Tool if one was held
O LEM's next steps

O
O
O
O
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O
O

Read MDT Motes
Review resources given for completeness

LCM present during the meeting:

& Present all medical, behavioral, educational, and social barriers. (Mo matter how small
the LCW may think it is, every detail matters)

a

a

a

O
O

Chart/notes from the hospital or medical clinic that the LCM would like help
understanding

Differing information from what the dient is sharing with the LCM with what is in
the medical files

Discuss the members situation based on premeeting findings

Seek suggestions from the RM

MNote interventions and referrals suggested

LCM after the meeting:
= LCM Required follow up Post MDT within 1 week

OO oOoo0o

Provide needed information to the member

Document interventions, resources, and outcomes in the MDT tool

Document in Pathways medical or behavioral updates

Document expected completion dates of the Next S5teps in the MOT tool in the
Intervention box

Follow up on / record incomplete items identified in CCS

Read final RN MDT Mote

RN after the meeting:
+ RN Required follow up Post MDT
O Create successful MDT Contact note (within 24 hours)

O
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ECM Internal Chart Audit

Enhanced Care Management o e t | AdventistH L?EI
. ommuni onnec ventist Healt
Internal Chart Audit ! ealthi

Member Information

Eligibility
Met  Unmet Measure Hotes
Opt-in to ECM Date
Population of Focus
Profile

Best practica is to complete profile within first 3 interactions and within 60 days of enrollment

Digte of Birth
Gander ldentification

Preferred Mame andfor Pronouns
Mationality/Tribe/Ethnicity

Preferred Languaga (spokenSwritton)

| Praferrad Mathod of Contact
| Phizme Mumbar
L] Email Addrass
| PCP Clinic
| Phne
| Address
| Emargency Contact
| Relaticnship
1 Phone
nsurance Information
[ Madi-CAL IDSCIN
| Plan
| Legial Guardian
| Family Member
| Caragivar

L Support Person ROI
ROH for ECM Sanices and Deta Sharing
LCHM Provided Mame and Contact Information to Memibser

Assessment

| Cultural beliefs

Culture [ Religious baliefs

L | Spiritual beliefs

Ll Understands medical problems

Health Literacy [ Fills out medical forms

L Follows instructions for taking medications
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Priysical Health

O Allergias/raactions

[ Current (acutedchronic) medical
conditions/treatmeants

[ Past (inactive) medical conditionsftreatmants
[ Currernt medicsl providers/specialists name and
phona

COngoing medications

[ Yaccinations

[ Tuberculosis history

[l ANC Levels

Oral Health

[ Last dental visit

[ Dantal Provider Mame
[ Dental Office

[ Mext Visit Date

‘Wision & Hearing

[ Vision
[ Haaring
Diabetic vision exam

Madications

Mame

L Do

[ Purpose or reason prascribad
[CIPrascribver (mame and phone)

Pain Management

[ Pain axperianca

[ Pain managemant spacialist care, provider, and
Bt visit

O Impacted condition or body part and treatment
rESpOnse

Behavioral Health

OAndety (GAD-7)
[ Depression
| Trauma and stress
| Coginitive functioning
| Developmiertal factors
| Aunry other miental health historny

Substance Use

| Information about last use

Disorder .
1 Referrsls needad for counseling
O ] O [ Location of housing
| Concern abouwt losing housin
Housing B B

| Assistance with housing
CSafety of housing emvirenment

Safety

[ Physical and emotional safety
[ Using residence without parmission
[ Someona using their money withowt permission

[ Enough food

Long Term Sendicaes and Supports

Food Security [ Frequency of hunger

O Amiount of food

[0 Government benefit programs
Banefits and Other  |C] Employment status
Sarvices [ Community based and social services

Legtal Imolvameant

[
L
)
E
=1
o
=
=
]
-9
w
]
=
I
@
]

CIAPS or CPS

Life/End of lifa
planning

[ Advanced planning in place
(] Ways to improve health
I Priorities and goals for the next year
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L Barriers to implamentation of plan

Ll Member concems about oversll health
Mamber priorities | Memiber chasen first steps to improve health
L1 Member chosen first steps to work on in ECH

Tools

ADL + |ADL* o g

Birth Informaticn o pg
Caregier PAM 13 o pg
Edinburgh HppEppE
EDVER Information Tool o
GAD-7 ({ofg
Gradustion Questionnaire o
Home Safety o

Lifia Satisfaction Survay™ apg
MDT" EEREERE
Medication Azsassment o g
Other Client Details-HH EEREERE
PaM* o g
PHQ-5 [Partmarship= g

Blood Pressure Screening Tool (Partnership*) g
* Required Toaol

Documentation & Reporting

Ll « Comprahensive Bssessmeant completed within 90 days of ECM
consent/anrellment. Bast practica is to complete assessmeant
Assessmeant withiin first 3 interactions and within 60 days of enrollment.
# FCM Provider utilized an in-person approach to complete the
assessment when necessany
Reassessmeant occurred due to 8 major changa in health status
Resssezsmeant -
grcording to the member’s risk tier (see below]
#  Care plan crested and updated according to member's individual
progress or changas in neads as they ame identified per risk tier.
¢ ECM Provider utilized an in-parson approach to complete the
care plan when necessary
ECM Provider maintaing documentation of all outreach (whether
successiul or unsuccessfull attempts within their EHR

Cara Plan

Contacts
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Risk Tiers

Tier 1

High Contact Cane Managament
» Contact member 3-4 times per month « Contact member 2 times per month » Contact membar at least once a

» Contact every 7-14 days
# |n person visit or attempt once per month  |® 0 person visit or attempt once per manth |« Update Assessment and Care Plan
* Update Assessment and Care Plan avery 3 |o Update Assesement and Care Flan every & | every 12 months or as needad

Tier 2 Tier 3
Medium Contact Care Management Low Contact Care Mansgement

+« Contact every 14-21 days month

maonths months
Comprehensive Assessment
Description Motes

Met Unmet Measure

Communication

= Provided communications to membar appropriatety,
consistently, and primarily in-person as available

= Ltilized alternative methods of communication &5 necessany
«ECH Provider makes 2 additional outreach attempts within 30
days at differant times during the day and on different days of
the week if unable to reach the member during initial outreach

Annual Assessment

Annual comprehensiee assessment completed to confirm
eligibility and appropriatenass for ECM enrolimeant

Gaps in Carae

Gaps in care are identified through the comprebansiva
gasesament and addrass #aps in care within the care plan as

approprigte. Complete list of gaps in care par DHCS

Caragiver /

Emergency Contact |the creation of the care plan &5 member allows

Mamber's chosen caregiver or support parson is incorporated in

Readinass to
Change

Mamber's readiness to change is assessed (PAM]

Consant

Consant received from membear or authorized representative to
engage in senices and to contact Caregiver / Emergency
Contact

Care Management Plan - Pathways
Component

Goals

Description

= Goals are chosen by themembar based on the problems identified

= Pricrity is as=ignad to each gosal by the membear

= Goals are writben in the SMART {specific, messwrabla, achisvable, relevant, and timely) format

Intersentions

Planned intervantions to accomplish this goal are identified:
+ What the member does for themsebas
= What you do for the member
= What you do with the mamber

Dates

Diate the goal was initiated and date the goal was completed

Updates

Best practice is to update pattway notes monthhy

Strengths

Strengths are self-identified by member and are incorporeted when providing services to the
mamiber to remind and reinforce during readiness to changs talks

Barriers

Potential barriers that may prevent the sccomplishment of tha intervention are identified

Encouraged & supported

Encouraged and supported memier to makes lifestyle choices basad on healthy behavior and
support the memiser's efforts to do 5o

Linked to Resources

Linked membar to resources such as smoking cessation, salf-help recovery and chronic condition
management as appropriate

Evidence-Based Practices

LHilized evidence-basad practices, such as motivational interviewing to engage and encourage the
mamkser to paricipate in their care and treatment plans

[ADVENTISTHEALTH:INTERNAL]
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Dutreach & Engagement

Met

5
5

Unmet Measure

1 |[Culturally
Appropriate
Communications

All communications were provided to the member in & culturally
and linguistically appropriste manner {interpreter or translation
used a5 appropristal

Outresch

ECHM Provider outreached to maember within 30 days of membear

breing assignad

Enhanced Coordination of Care

5
E

Met

MOTACT
Collsboration

Unmet Meaasure

Prasented member’s care plan, neads and preferences to
MDTACT Taam within 90 days of ECM enrollment and annuslly to
ensure safe, continuous, and integrated care among ell providers

PCP Collaboration

Shared care plan, member's conditions, health status, medication
usages and side effects to othar PCP (if AH site is not the PCP)

Cara Plan Raview

Reviewed the care plan with the membear and offered a copy of
the Care plan to the memibser, parent, caregiver, guardian, other
family member{s), andfor other suthorized support personis) in
their prefarred language and format (i.a., Print, Email).

Cara Coordination

Coordinated essential aspects of cara. Examples:
= Medication reconcilistion
= Prowiding appointment remindars
= Coordinating transpartation
= Accompaniment to critical sppointments

Refarral Follow-up

Care coordination team followed-up on referrzls in a timaly
mianner with appropriate parties

Comprehensive Transitional Care (only used if ED/ER is utilized)

Met Unmet MA Measure  Description

Motes
Followed up with mamiser with post

- - —  |Post S
Discharde discharge follow-upcare coordination
T caontact within 48 howrs of discharde from
Falliones- Ui .
treatment facility
O O O Coordinated transiticn plan with discharge
Transition facility and member, member's chosan

Plan

Coordination

caragiver and/or Support person upon
recaiving notification of member sdmit or
discharge from treatment facility

Coordineted appropriste refarrals and
senices, including, but not limited to

Refamrals & I S N
) madication reconciliation to meat
Sorvices L .
individualized member needs upon
discharge
O O |O Hospital DC |0 o oo . )
PCF Fallow F :_.I I-I..'|5|t within ¥ days post hospital
Up discharge
= = = . Follow up visit with mantal heatth provider
;';T?ET[I:E\-E within 20 days of hospital discharge for
u tregtment of mental illness or intentional
P self-harm disgnosis
O o |O Post ED Visit Contacted member following ED visit to
|:| =1 | discuss visit and provide discharge follow
Follow-up . N
up appodntment
O o |O SMIED visit |Follow up visit with any practiticner within
Follow-Up  [30 days of ED visit with discharge
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dizgnasis of mantal illness or intentionzl
self-harm

Follow up visit with any practitioner within
SUDEDVisit |30 days of ED visit with discharge
Follow-Up  |dizgnosis of aleohol or other drog (AOD)
use or dependence

O
O
I

Narrative Summary (document in coordinator notes section of assessment)

Mat Unmet Measure Description Motes

L] Ll Mamber has a complete narmative summany in this format:

linsert member ngme is & linsert age and gender] with deacwity of linsed
dwfacuity]. Complatad initial assesamant with the member and identified aress to
support the member: [list needs identifiod in the gssassment]. Developed an
action plan with the member pricritizing these goals of care: [list 2-3 goals
lincluding sny referrals genersted with detsils of who, whare when, whyl. Will
continue to meet with the membber to build rapport and to leam more about
Mamstive | mamber SDoH and ability to self-manage (understanding of heatth condition,
SUMmary 4efinition of success, motivatien/readiness to change, social environment, coping
skills, list out the elements from the audit thet are missing including plans for
health promotionfeducation). Based upan member nesds, will schedule
calls/meestings on a [insart wee ky/bi-weeklhy'monthly| basis to start transitioning
to once a manth 85 we complete goals and member reports greater confidence
and self-efficacy in mansging their heatth. At nest maating, will maat with tha
miember to discuss [list goslsfintereentions] within [ideotify 1 week/? waeks/]
Imonth]. Feviewed plan with the member. Member agreed to plan.

Additional Notes
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