Facing the Future:  Developing Guidelines for Coordinating Practice-based and Plan-based Care Management Resources
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Background
As primary care practices and health care systems move to population based care and assume financial risk, they are building their own clinical care management capabilities, which is essential to managing high risk/high cost patients.  At the same time, health plans continue to provide care management and disease management services to the patients they have identified as high risk.  As long as these care management services work in isolation, there will be duplication of efforts and confusing communications with patients.  The key challenge for the future is to develop systems to coordinate these resources to leverage skills and resources of both organizations.
The Massachusetts Patient-Centered Medical Home Initiative (PCMHI) is a multi-stakeholder initiative offering financial incentives and technical support to transform 46 primary care practices into medical homes.  Early in the initiative it became evident that there was a need to develop processes for coordination of health plan – primary care practice care management services.  A Care Management Work Group, consisting of seasoned care managers and medical directors from practices and health plans, was formed with the following goals:
· collaboratively decide under what circumstances the health plan or practice would have primary care management responsibilities;
· develop processes to identify and make health plan resources available, and
· develop standards for documenting the results of meeting decisions with the health plan’s care management system and care management and/or disease management vendors, as appropriate.
The Work Group initially tried to develop categories of patients as a way to divide health plan and practice responsibilities.  For example, decide that patients with rare conditions would always be managed by the patient’s health plan.  The Work Group was not able to agree on how to divide responsibilities based on categorization of patients, noting that “care management decision-making does not work that way.”
Pilot
To develop guidelines, the Work Group decided to launch a six-month pilot that would serve as an Alpha Testing experiment.  One health plan and two large primary care practices with robust care management capabilities agreed to participate.  The pilot was launched with the scheduling of weekly case conference calls to begin discussing high risk patients.  To protect patient privacy, the health plan met separately with each practice.  A neutral observer listened in on calls to synthesize the patterns of decisions and document the process as it emerged.  The result is a set of detailed guidelines, available as Attachment A, for coordinating practice-based and plan-based care management resources.
Collaborative Care Management Team Participants
An effective collaboration between health and practice requires consistent participation and regular meeting times.  The pilot participants started out with weekly 30-minute meetings, which became less frequent as they worked through the initial list of high risk patients.  Health plan participants included:
· the Director of Care Management or the Director’s permanent designee.  It is important to have high level care management leadership participation to convey the importance of and commitment to the initiative.  Sharing care management responsibilities with practice care managers can be threatening to frontline health plan care managers and the leadership must show strong support for the new processes.
· Project Manager with extensive familiarity with the health plan’s programs and systems.  This position played a key role in keeping the initiative on track.  The Project Manager provided meeting summaries, followed up to make sure participants completed next steps prior to the next meeting, and tracked down answers to questions that arose during the conference calls (such as the patient’s eligibility status in the state’s Medicaid program.)
· front line care managers, as appropriate.  The pilot team found it helpful to have the front line care manager participate in the calls, if a particularly complex case was being discussed.  This happened occasionally.
Practice participants included:
· the practice’s Clinical Care Manager.  If a practice has more than one clinical care manager, the practice must decide if all should participate or only one with the responsibility to debrief with the other care managers.
· Primary Care Providers for the targeted high-risk patients.  The PCPs who participated on the calls were ones who understood the role and value of care management and wanted to leverage those services for the benefit of their patients.  They also embraced team-based care and as a result understood how to delegate responsibilities to increase patient access to care.   During the pilot, providers participated occasionally.
· Community Health Workers, Behavioral Health Providers and Care Coordinators.  Participation of these staff members was very helpful in developing a more complete understanding of the patient’s situation and needs.  These participants would vary based on the patients to be discussed during the conference calls.

High-level Summary of Process Steps to Coordinate Care Management Resources 
The following is a summary of the process the pilot practices and health plan used to coordinate care management services.  More detail is provided in the Guidelines.  Since processes must be compatible with the culture and resources of the participating organizations, these processes are offered as a starting point and an example of what worked for the pilot participants:
1. Identify Targeted Patients.  The practice and health plan each identify their top 30 highest risk patients.  The health plan consolidates the list and sends background information to the practice on all patients.  The first patients to be discussed should be the patients whose names appear on both lists.  Thereafter, the teams work through the list, starting with the highest risk based on the health plan’s prospective modeling risk rankings and any patient designated high risk by the practice.
2. Do the Pre-work before the Call.  Both the practice and the health plan should review each of the targeted patients to:
a. confirm that the patient is enrolled in the health plan and a patient of the practice;
b. identify risk drivers and confirm level of risk; 
c. develop patient-centered goal;
d. identify needed support;
e. assess level of patient engagement with the health plan and the practice, and
f. develop recommendation as to which organization should take the care management lead.
3. Hold the Conference Call.  Generally the practice should lead the call and quickly confirm health plan enrollment and practice member, demographics and contact information.  Place unengaged patients on a tracking list for 6-month update after at least one more outreach attempt.  Develop the next steps for each patient to achieve the patient-centered goal, identifying next steps, parties responsible and time line.  Set report-back date.  At the end of the meeting, the Project Manager sends a summary with follow-up items listed, including responsible parties and report-back dates.  The Project Manager identifies the next set of patients to be discussed.
Key Lessons Learned
Several clear lessons learned arose out of this pilot and are discussed below.
Creating a Team:  First, the pilot participants realized early on that their goal was to develop a highly functioning care management team, rather than to merely share information and allocate responsibilities among one another.  To do so, they focused on several key dynamics.
1. Trusting Relationships.  Developing trusting relationships among participating care managers proved to be essential to function as a team.  It allowed the participants to feel comfortable sharing responsibilities without duplicating activities and resources.   Trust takes time to develop.  The pilot members took approximately a month to start to feel comfortable with one another.  Over time they began to find that the “other side” was acting as a reliable team member, and they began to understand each other’s communication styles, tone of voice and idiomatic expressions.  Sharing information among health plan and practice care managers electronically or via paper is not a substitute for direct, oral communications.  During the formative stage, direct, oral, person-to-person communications are essential to develop a highly functioning team.  As the team matures, increased reliance on electronic data sharing is effective.
2. Common Language:   Developing an understanding of a common language is critical to being able to quickly develop a shared understanding of a patient’s risk factors, and develop a shared patient-centered goal and a mutually understood set of next steps.  Developing this common language includes understand the service capabilities of the participants.  For example, when the health plan said that it would enroll the patient in its social care management program, all participants need to understand the nature and duration of the services that the patient would receive.  
3. Defining High Risk:  An understanding of who are the high risk patients that need targeted care management services is essential to deploying care management services efficiently.  Health plans generally use predictive modeling software to identify their high risk patients, while practices use clinical data and their experience interacting with the patient to identify high risk patients.  When initially sharing list of high risk patients, the two pilot practices and health plan found only a small number of names on both the health plan’s and the practice’s lists.  With the development of a shared understanding of how to identify risk factors that need timely attention, the teams were able to quickly agree on top priority patients.  For example, the health plan’s predictive modeling software will include women who had a high risk pregnancy as high risk.  If the pregnancy is over and the practice knows that the mother and baby are healthy, this patient’s name can be quickly removed from the high risk list.
4. Patient-centered:  To be effective, the care management processes and outcomes must be patient-centered.  One key way to assure that it is achieved is to require that the care managers develop a patient-centered goal for each high-risk patient.  Even though the initial goal is developed without direct patient input, the patient-centered goal serves to clearly focus the discussion of and decisions regarding care management supports to be provided the patient.  The care manager who does the patient follow-up is expected to confirm the goal with the patient and adjust it as appropriate.
Creating Efficiencies:  Talking through high risk patient cases is very labor intensive; therefore, it is vital to identify ways to be efficient and achieve success.  Initially it is important for health plans to work with high volume providers and for practices to work with payers with a large volume of covered members.  This will give each the requisite number of high risk patients to make it worthwhile to make the time investment.  
1. Create Common List of High-risk Patients:  Target the team’s activities by creating a combined list of highest risk patients and target specific patients to discuss during each call.  Limit the number of patients to be discussed during each call to a finite, manageable number.  The Pilot discussed 10 patients during each 30-minute call.  
2. Do pre-work in advance of each call:  Pre-work includes the health plan sharing as much information in advance of the call (e.g., most recent hospitalizations, emergency room visits, specialty service visits, principal diagnoses, prescriptions and contact information.)  Sharing the information in advance will cut down on the time it takes to develop a shared understanding of the patient’s issues and needs.  It also allows the practice to confirm that both sides are talking about the same patient.  The health plan’s Project Manager has the responsibility of conveying the information to the practice using HIPAA compliant means.  Finally, it is important for all team members to acknowledge that not every high risk patient will be willing to be engaged.  The team must identify those patients after unsuccessfully trying to engage them and move on to those who can be engaged.
3. Create infrastructure and processes to coordinate resources and sustain the collaborative process.  As discussed earlier, it is essential to establish regular meeting times with consistent team members.  Establish an agreed upon communication method, which could be anything from secure email to a shared portal.  Agree who should lead the case discussions.  During the pilot, the practice usually led the discussions because of the case manager’s familiarity with the patients and as a way to reinforce the importance of the practice-based care management function.  During the meetings establish dates for reporting patient updates or for providing requested information.  At the end of each meeting identify the next 10 patients to be discussed.  Following each meeting, send a summary of the decisions made during the meeting, including a list of tasks and persons responsible and the list of the next patients to discuss. Use the Project Manager to assure that dates are met.  
4. Make the process patient –centered.  As discussed above, it is essential for the care management discussion be centered on a patient-centered goal.  It is also important to structure patient interactions to be patient-centered.  The organization which has the closest connection with the patient should take the lead in providing care management services to the patient.  The patient-center goal needs to be verified with the patient and the patient should be told about the efforts by the health plan and practice to coordinate activities.  In trying to reach unresponsive patients, the practice and health plan can trade off responsibilities.  If the practice has been unsuccessful, the health plan can try and vis versa.  Respect the patient’s wishes to not be engaged and move on to those who wish care management support.



Assessing Effectiveness
The work of the care management team should be conducted within the context of a broader set of practice goals associated with increasing the quality of care and reducing the cost of care.  Therefore, it is important to establish performance goals for the care management team that promote those practice goals.  The measures selected to assess the work of the care management team should include measures that directly assess the work of the care managers that will have the greatest impact on cost and quality metrics of the practice, such as ‘percent of high risk patients in active care management,’  ‘percent of high risk patients visiting the ED who received a follow-up call within x days,’ and’ percent of high risk patients in care management who are achieving individual patient-centered goals.’   The measures should also include the shared practice measures related to reducing ambulatory care sensitive ED visits and avoidable inpatient admissions.  
The health plan and partnering practices may also want to calculate the financial impact of the team by collecting implementation cost information in order to calculate a net savings number.
Scalability
To spread the collaborative process to other practices and increase efficiencies, the health plan participating in the care management pilot is working with one of the pilot practices to develop electronic connections through the Massachusetts health information exchange.  The electronic connection allows for the sharing of patient demographics, clinical profile information, and risk assessment information.  It facilitates the development of a shared care plan and conveys in real time care management updates bi-directionally.  The real time updates are currently done via secure email, but the longer term plan is for the updates to automatically be incorporated into the care plan with automatic emails notifying all care managers that updates have been posted.  The ability to connect electronically eliminates meeting times for updates and allows care managers to focus on those patients needing services most urgently by enabling quick, coordinated responses to urgent situations as soon as information is received.  While in the early stages of development, the electronic connections are viewed very positively by the participants.
Having a collaborative care management process also depends on the partnering practice having strong care management functionality.  The pilot health plan has found that as it has spread the collaborative process to other practices, it has had to provide training for the practice-based care managers before the practices were able to share responsibilities.  Practices wanting to develop a collaborative care management relationship with its major payers need to begin discussions by asking the health plans what skills and processes they expect the practices to have in place.  If the skill sets and processes do not yet exist, the practices may want to explore with the health plans what assistance they can offer.

Case Vignettes
The following mini-case studies demonstrate the power of the collaborative model in improving care to patients and reducing the inappropriate use of services.
Patient One has sickle cell anemia and is not seeing his specialist regularly because the physician’s office was far from home.  As a result Patient One’s condition was not stable, and he was in the emergency department frequently.  The care management team quickly identified the patient-centered goal as improving the patient’s ability to manage his chronic condition and receive treatment and follow-up in a timely manner.  The steps taken by the health plan’s care manager were to identify specialists located closer to the patient’s home and to contact the patient to determine his interest in changing specialists.  With the patient agreeing to change specialists, the health plan notified the practice care manager who then worked with the patient to implement a smooth transfer of care to the new specialist by helping the patient schedule an appointment with the new specialist and transferring medical records to the new specialist.
Patient Two has substance abuse issues and the practice has been unsuccessful in trying to engage the patient in receiving substance abuse services.  The care management team developed the shared patient-centered goal of connecting the patient with substance abuse services.  The health plan assigned the patient to its Substance Abuse program and will assume primary responsibility for care management, updating the practice on the effectiveness of their responses.
Conclusion
Health plans and primary care practices are in the early stages of developing successful and effective ways to coordinate care management resources to better serve their patients and preserve scarce resources.  The experience in Massachusetts with a small pilot program suggests that practices and health plans both contribute to patient care management to create a program that is stronger than the sum of the parts.  The challenge is to 1) develop strong collaborative teams with skilled care managers, and 2) use technology to make the coordination scalable for health plans and practices.  The Massachusetts experience suggests ways to meet both of these challenges.
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Attachment
PCMHI 
Care Management Coordination Pilot
GUIDELINES FOR COORDINATING HEALTH PLAN AND PRACTICE
CLINICAL CARE MANAGEMENT
Background:
The patient-centered medical home is a promising, innovative care delivery model for the primary care setting.  The PCMH is designed to address one of the systemic problems in the health care system that leads to poor outcomes; fragmented, uncoordinated care across providers and settings particularly for high risk patients.  A key foundational aspect of the new model is primary care-based care management of high risk patients.  A care manager in this setting is a licensed clinician working as a member of an interdisciplinary team led by a licensed independent provider whose primary responsibility is to care for  or coordinate all aspect of a high risk patient’s needs across the health care spectrum.  
While primary care practices are developing the capacity and expertise to provide care management through various federal and state demonstrations, our national and state health plans (insurance plans) have long provided care management and coordination to their members. As part of their programs regarding complex case management, chronic disease management and continuity/coordination of medical and behavioral care, health plans provide care management services to their members to improve health outcomes.
As care management in the PCMH is evaluated for effectiveness in the many demonstration projects currently underway, the co-occurring care management presents both opportunities and challenges to primary care practices, health plans and patients alike.   There are opportunities to maximize and streamline care management that is patient-centered with the potential for improving health outcomes while minimizing fragmentation especially for high risk patients. 
Scope and Purpose
The guideline provides a framework and process for the coordination of care management of the high risk patient/member.  It is intended for use and adaptation by administrators and care managers in each unique setting.  The guideline outlines a process with roles and responsibilities identified, sequencing of tasks along with suggestions for scaling the process and quality improvement measures to evaluate effectiveness.  The scope of coordination includes the identification of high risk patients/members, assessment, planning, interventions, engagement and involvement of the patient/member family, documentation of the care plan and the assignment of follow up tasks as required.
For purposes of the guideline, the following definitions apply:
The definition of coordination is adapted from the Agency for Healthcare Research and Quality’s definition which states: coordination helps ensure the patient/member’s needs and preferences for health services and information across people, functions and sites over time.  Organizing care involves the marshaling of personnel and other resources needed to carry out all necessary patient care activities, and is often managed by the exchange of information among participants responsible for different aspects of care. 
Care Management is a set of services designed to assist patients/members and their support systems in managing their health conditions more effectively.  
A care manager is a licensed professional. In the health plan setting, the care manager collaborates with the patient/family and providers across all levels of service. In the primary care setting the care manager does the same but depending on the practice, may directly care for the patient or oversee/delegate aspects of the patient’s care as part of a multidisciplinary team lead by a licensed independent provider
A high risk patient/member is defined as a person at risk of developing or who already has developed health complexity that has or may result in poorer health status/outcomes and/or high utilization of services.
Health complexity encompasses five domains of assessment and possible intervention: an illness domain with functional impairment due to symptom severity; a readiness domain that includes distress, distraction and readiness to engage in health service; a social domain that includes adequacy of psycho-social support; a health systems domain that includes organization of care across the continuum of care, and a resources of care domain that includes adequacy and consistency of insurance of care. 
Stakeholder Involvement
The Guideline was developed within the context of the Patient Centered Medical Home Initiative (PCMHI), which is a three-year Massachusetts medical home demonstration.  The PCMHI is a multi-payer initiative with contracted primary care practices (pediatric, family practice and primary care) collaborating to transform  practices into medical homes in anticipation of alternative payments and other health care reform strategies.  The need for collaboration for care management across health plans and practices was identified with a recommendation that a task force be formed to develop and pilot guidelines.    One of the participating health plans and two of the participating primary care practices volunteered and met weekly for six months to develop the guidelines and pilot them concurrently. Two consultants with expertise in medical home transformation facilitated the pilot. 
The resulting draft guideline was presented to other participating health plans and practices for feedback and suggested revisions.  It was also presented to the Steering Committee of the initiative.  Both the health plan and practice participants were extremely encouraged by the level of collaboration experienced during the pilot, the range of shared resources possible to benefit the patient and the impact on outcomes for the patients who were collaboratively cared for during the pilot.
Guideline Details
Initiative Staffing and Roles and Responsibilities
· Health Plan
· Director of Care Management (or their designee):  Participate in meetings with practices to review high risk patient needs, identify and make available health plan resources, collaboratively decide whether the health plan or practice will have primary case management responsibilities.   Document the results of meeting decisions within the health plan’s care management system.
· Manager level staff member to serve as project manager who has access and facility with health plan databases of providers and the health plan’s predictive modeling program.   This person is responsible for the following activities:
· Creating and maintaining the combined high risk list;
· Identifying the patients to be reviewed during specific practice-health plan calls;
· Checking on eligibility status of patients;
· Facilitate communications with the practice team, and.
· Coordinate and follow up with non –clinical departments within the health plan, such as Customer Services.
· Summarize the results of meeting decisions, including next steps and responsible parties.  Send summary to practice care manager.  
· Depending on the patients being reviewed, the following people may also participate in the health plan-practice meeting:
· Case Managers who are providing direct case management services.
· Primary Care Practice
· Care Manager:  participate in meetings with health plans to review high risk patient needs, identify and make available practice resources, request health plan resources as needed, and collaboratively decide whether the health plan or practice will have primary care management responsibilities.  Document the results of meeting decisions within the practice’s care management system and within the patient’s medical record, as appropriate.
· Depending on the patients being reviewed, the following team members may also participate in the health plan-practice meeting:
· Community Health Worker;
· Behavioral Health provider;
· Primary Care Clinician;
· Care Coordinator, and
· Clinical Pharmacists.
Collaborative Process:  Getting Ready
1. Practice and health plan share contact information for all team members, including name, position, email address and telephone number.
2. Establish regular conference call times.  Weekly meetings for 30 minutes are recommended to initiate the collaborative process.  It is highly recommend that the same core people participate in each call to create good working relationships and trust among the participants.
3. Step 1:  Practice and health plan each identify top 30 high risk patients based on each entity’s own definitions of high risk.  Additional patients can be added, time permitting.
4. Step 2:  Through a HIPAA-compliant process, practice sends health plan its list.  Health plan combines lists, identifying common patients and unique patients.
5. Step 3:  To save time during conference calls, through a HIPAA –compliant process, health plan sends the combined list to the practice team with up to 10 patients identified to discuss at the upcoming collaborative conference call.  The health plan includes for each patient on the list as much of the following information as feasible:  
i. Name;
ii. DOB;
iii. Contact information, including address and telephone number;
iv. Dates and reason for most recent inpatient admission;
v. Dates and reason for most recent ED visit;
vi. Diagnoses;
vii. Diagnostic history;
viii. Prescriptions;
ix. Providers, including PCP;
x. Whether patient is currently receiving health plan case management services;
xi. Name of case manager, if applicable;
xii. Social needs; 
xiii. Primary language; 
xiv. Patient’s risk score assigned by payer, and
xv. Coverage level for Medicaid members.
6. Step 4:  At least a day in advance of the scheduled conference call, the health plan’s team members and the practice’s team members research each patient to be discussed to:
a. Determine that the patient is still a patient of the practice and covered by the health plan;
b. Identify risk drivers and potential level of risk;
c. Identify gaps in services provided and services needed and determine what additional services are needed and by whom;
d. Assess whether the patient is highly engaged with or connected to either the health plan or the practice;
e. Develop recommendations on which organization should take primary responsibility for providing care/case management services, and
f. Address action steps from the previous meeting.

7. Step 5:  In prioritizing patients for discussion during the conference call, consider the following “rules of thumb:”  
a. It is recommended that the review start with the commonly identified high risk patients.  Next review unique patients, starting with patients with highest risk score assigned by health plan to patients. 
b. However, if there are physicians participating in a conference call, prioritize their highest risk patients first. 
c. Always provide the opportunity for the practice or the health plan to discuss a patient with urgent needs that may not be on the shared list.
d. As the teams work through the lists, there will be the need for the practice or the health plan to obtain additional information or ascertain the status of an outreach initiative (i.e., was the health plan’s social case manager able to reach the housing staff to start a housing application?) before completing the discussion on the patient. When follow-up action items result from a conference call, always start the next conference call with updates on the follow-up items.
Collaborative Process:  Holding the Joint Conference Call
8. Step 6:  Determine if patient is still the patient of the practice. 
a. Establish most recent date the patient was seen by any provider.
i. If the most recent treating providers is not a member of the practice and the gap in time between when a provider from the practice last saw the patient  is significant (e.g., 12 to 18 months), the health plan will follow up with the patient to determine if the patient has changed providers.  No further discussion between health plan and practice occurs at this point in time.
b. For patients who have not been seen by the practice, but who are active users of the ED and are unresponsive to practice and health plan outreach for at least 12 to 18 months, 
.
i. The practice must attempt a face-to-face meeting with the patient one more time.  The meeting can be at any location convenient with the patient, such as at home, in the hospital, in the provider’s office, or alternate level of care facility.  
ii. To assist the practice in meeting with the patient, the health plan will notify the practice when the member is admitted to a facility, such as a hospital or alternate level care facility.
iii. If after the outreach attempt, the patient continues to decline PCP engagement, the health plan will place the patient on a tracking list, track patient claims activity and report to the practice every six months.
c. Occasionally recent information received by the health plan prior to the conference call indicates that the patient is no longer covered by the health plan.  In those cases, current contact information and information on the new insurer (if known) are shared with the practice to enable them to update their coverage information with the patient.

9. Step 7:  For patients who are covered by the health plan and active with the practice, the review process by the Care Management team is as follows with the practice generally leading the discussion:  
a. Step a:  practice and health plan share recommendations as to which organization should be the lead for providing the patient’s care management services.  
b. Step b:  the practice leads the discussion, efficiently summarizing the patient’s health profile and issues.  In the event that the practice cannot lead the discussion, the health plan will do so.
c. Step c:  practice reviews patient history with practice, providing:  
i. Name of PCP;
ii. Most recent visit and purpose of visit;
iii. Risk drivers;
iv. Issues in engaging the patient, if any;
v. Needed services;
vi. Proposed next steps by the practice, and
vii. Whether patient currently has a care plan.
d. Step d:  health plan confirms demographic information
i. Name;
ii. DOB, and
iii. Contact information, including address and telephone number.
e. Step e:  health plan reviews claims information on patient:
i. Most recent inpatient admissions;
ii. Diagnoses;
iii. Diagnostic history;
iv. Prescriptions, and
v. Providers. 
f. Step f:  health plan reviews services it is providing to patient, such as behavioral health services, social service care management.
g. Step g:  health plan and practice reach common understanding regarding:
i. Why patient is high risk (what is driving his or her high use of services or high likelihood of use of services and key barriers to engagement);
ii. What immediate next steps are to be taken and by whom to engage patient;
iii. What services health plan can provide to support practice in caring for patient, such as:
1. Additional behavioral health or substance abuse services, or
2. Social Care Managemen.t
iv. A statement of a patient-centered goal that is shared by the practice and health plan care management team and documented in the care plan.  A follow-on conversation with the patient is necessary to bring in the patient’s voice and engage the patient in following the care plan.  
1. By agreeing on a patient-centered goal, the conference call moves quickly, since there is a common focus for the discussion.
v. Whether the patient will be primarily managed by the health plan or by the practice or will be jointly managed.  
1. If practice is actively providing care management services and is addressing needs identified by the health plan, the practice takes the care management lead and the health plan continues to monitor the patient.  Health plan monitoring involves the health plan opening a case in “monitor” status, which means the case manager will open a case, do outreach to tell the member that he/she is enrolled in a case management program with the health plan that is being coordinated with the member’s PCP.   The health plan will follow the member’s claims and utilization management activity (e.g., ED visits, inpatient admissions, referrals, out of network activity if it occurs), which is communicated to the practice. 
2. If the patient has many specialty providers outside the practice and does not have a particularly close connection with the practice, the health plan will take primary responsibility to provide case management services.  The health plan reports back to the practice on the patient’s status based on a timetable mutually agreed to by the practice and the health plan (i.e., weekly for one month, then monthly).
vi. Set date for next update and identify specific patients to be covered in update.
h. Step h:  The health plan and practice share contact information for front-line care/case managers working with the patient and determine next steps for front-line care/case managers. 
i. Health plan shares case manager and social care manager names and phone numbers.
ii. Practice shares clinical care manager name and phone number.
i. Step I:  Summarize next steps for practice and health plan.
j. Step j:  Agree on next set of patients to review during next call.
k. Step k:  Health plan sends notes to practice care manager.

10. Step 8:  within a day of the conference call, the health plan’s Project Manager sends a brief summary of decisions made and next steps for each patient, and the names of the patients to be discussed during the next conference call.

Scalability Ideas

a. The health plan works only with one or two of its high volume practices.  
b. The health plan shares demographic information electronically.   Demographic information is not reviewed during the conference call, unless the practice has identified a discrepancy.
c. The initial round of conference calls are limited to patients identified as high risk by both the health plan and the practice and to 10 additional high risk patients identified by the practice.
d. Limit conference calls to the most high risk patients.
e. Health plans enable practices to have access to patient information on line, which can be reviewed prior to conference calls.  Ideally, practices and health plans could share care management systems and software to create a joint care plan.  
Case Vignettes Demonstrating Benefit of Collaboration
· Patient 1:  patient with sickle cell anemia was seeing specialists very far from her home.  Because of the difficulty in getting to the specialist, the patient’s condition was not stable and had frequent ED visits.  Working with the practice, the health plan identified four specialists near to her home and outreached to the patient to ask if she would be interested in changing specialists.  When the patient responded affirmatively, the practice reached out to the patient and the specialist to 1) provide the specialist with requested medical records and 2) help the patient schedule an appointment with the specialist in a timely manner.  Shared patient-centered goal:  improve the patient’s ability to manage chronic disease condition and be able to get appropriate treatment and follow-up in a timely manner.

· Patient 2:  patient is awaiting admission to a residential detox bed with a desire to qualify for a liver transplant.  The health plan is engaging medical case management services early, because of possible transplant.  Shared patient-centered goal:  maintain or improve current health status in order to improve the chances of a successful liver transplant.


· Patient 3:  The health plan is assigning the patient to its Substance Abuse program.  The practice has tried to engage him unsuccessfully.  The health plan will assume primary care management responsibilities and update the practice on how effective their attempts are to provide substance abuse services.  Shared patient-centered goal:  increase patient engagement in care decisions.

· Patient 4:  patient with multiple chronic conditions is changing insurance coverage to MassHealth Essential, which does not cover the current specialists the patient is seeing.  Moreover, the level of coverage will not cover any of the specialty services the patient is currently receiving.  The care management goal is to increase coverage and link the patient to providers within the MassHealth Essential network.  To initiate the care plan, the health plan will take the following steps:
· Refer the patient to an internal program for an assessment to determine if the patient can qualify for an upgrade in health care coverage within MassHealth.
· Identify network specialists that meet the patient’s needs.
· Outreach to the patient to begin a dialog around changing specialists and trying to obtain additional benefits.
· Call the patient’s PCP to explain why the patient needs to change to network providers and discuss what specialists are available.
To support the health plan, the practice’s care manager will be alerting the PCP to expect a call from the health plan’s case management staff and explain the purpose of the call. The health plan will take the lead on managing the patient during the transition of care period.  Shared patient-centered goal:  maximize patient access to needed care.

· Patient 5:  the patient has diabetes and hypertension among other chronic conditions.  The patient misses many appointments and recently had an inpatient admission.  The practice thinks it is very important for the patient to be seen every three months by the PCP.  The health plan offers a diabetes education program that is offered in multiple languages.  As a way to start engaging the patient in self-management, the health plan will outreach to the patient to try to engage the patient in the educational program.  The health plan will encourage the patient to keep all PCP appointments. Shared patient-centered goal:  increase the patient’s abilities to manage the condition.

· Patient 6:  Patient is at risk of frequent ED visits without VNA support to manage medications.  Patient is on MassHealth Basic because of issues with her Green Card, so has no VNA benefit.  The Community Health Worker is working with the immigration lawyer to facilitate communications and document gathering.  The health plan has asked the PCP to submit medical necessity documentation directly to one of the health plan’s team members, so that the exception request can be processed expeditiously.  Shared patient-centered goal:  maximize patient access to needed care.

· Patient 7:  patient has a persistent and serious mental condition in addition to depression and alcoholism.  Patient reports attending alcohol treatment therapy sessions only because they are court ordered and states that he/she will return to drinking as soon as the time is up.  The health plan’s physician expressed concern that the persistent and serious mental condition was affecting the patient’s outlook.  The team agreed that the highest priority for the patient was getting the patient in to see a psychiatrist before his court-ordered treatment ended.  The practice will ask the patient’s therapist if the patient has a psychiatrist.  The health plan will be providing the practice will names of available psychiatrists in the area.  Shared patient-centered goal:  maximize patient access to needed care.

· Patient 8:  patient is in a skilled nursing facility and will need more support at home than she has been receiving in order to avoid future hospitalizations.  The health plan case manager reported that she has had difficulty making the family understand that the health plan cannot continue paying for facility and home health services that are basically custodial.  The practice’s care manager decided to attend the patient’s discharge planning meetings at the rehabilitation facility.  The health plan shared the name of the facility and contact person with the practice.  Shared patient-centered goal:  maximize patient safety in post discharge setting.

· Patient 9:  the patient lives in a shelter and has not been his PCP for five months, but has been receiving detox services.  The health plan and the practice agreed that the goal was to get the patient into to see the PCP as soon as possible.  The health plan has tried to reach the patient via telephone, but with no success.  The practice shared the name of the patient’s shelter with the health plan and the health plan will ask one of its community outreach workers to visit the shelter to talk with the patient about seeing the PCP.  Shared patient-centered goal:  increase patient engagement in care decisions.

· Patient 10:  in the course of discussing a patient who is using many behavioral health and social services, the health plan explained that for a particular prescription, the health plan is no longer approving the pill form of the drug, but only the film form, which needs prior authorization.  The practice care manager will be conveying this information to the patient’s PCP and to all of its other practice PCPs.  Shared patient-centered goal:  maximize patient access to needed care and prescription medications.

Proposed Evaluation Framework

[bookmark: _GoBack]For practices and health plans implementing this collaborative protocol, one evaluation methodology is to collect and assess both quantitative and qualitative information.  The following are some suggestions for evaluating a care management initiative using both quantitative and qualitative approaches.

1. Calculate net savings as follows:

a. Calculate potential savings by collecting PMPM costs for the 12 months prior to enrollment and for 12 months post enrollment (enrollment occurs when the health plan/practice representatives discuss the patient and assign a lead organization to the patient) for the following services:
i. Inpatient
i. Emergency Department
ii. Total PMPM Costs
b. Calculate the cost of time spent by participants participating in joint conference calls and in preparing for the calls.
c. Subtract the costs calculated in #2 from the potential savings calculated in #1.

2. Collect qualitative information

a. Ask patients at the time of enrollment and 3 months later the following question:
For the last 4 weeks, would you say your health has been?

i. Excellent (1)
ii. Very Good (2)
iii. Good (3)
iv. Fair (4)
v. Poor (5)

b. Three months after enrollment, ask patients the following question:
i. Would you recommend this program to a member of your family or to a friend? (yes/no/maybe)

c. Every six months, survey health plan and practice staff regarding their assessment of the success of the initiative to coordinate care management services and collect their ideas as to how the coordination could be improved.
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