Case Management

Case management is an in-person collaboration between the Local Health Department and family that assesses
the complexity of individual/family needs or situation, creates a plan of care to address identified needs,
implements the agreed upon plan, coordinates the care and resources that are available to assist the family,
continually monitors and follows-up on the family’s progress toward established goals, identifies and addresses
additional needs as they arise, and evaluates the options and services required to meet the client's health and
human service needs.

Case Management is determined by the professional judgment of the nurse. This guide serves as a tool to build
confidence and clarity when making the decision to bill Case Management.

Step 1- Pre-screen (optional)
[0 Identify families that may benefit from Care Coordination
1 Review diagnoses (medical report, 3*d month report, etc.)
[0 Review CC360 (frequent ER visits, polypharmacy, etc.)
Review age of client (transition age, etc.)
LHD progress notes
Review family MCH Program Status (MCIR, WIC, EO)

New Enrollees
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Referrals (internal/external requesting family interventions)

*Step 2 - 5 required elements that must be documented to bill Case Management

Step 2
[0 Reach out to family, offer a Plan of Care

[0 Meet family in home or home-like setting

Step 3

[0 Identify complex situation or individual/family needs (Decision point of Case
Management)

[0 To help determine complexity for Case Management Services, identify factor(s) the family is
currently experiencing (including, but not limited to):

e Barriers to accessing care and services

e Catastrophic or life-altering conditions

e Concerns regarding self-management ability and adherence to health regimens
o End-of-life or palliative care

e History of abuse or neglect

e History of mental illness, substance use, suicide risk, or crisis intervention

e Socioeconomic and financial hardship

¢ Housing and transportation needs
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e Lack of adequate social support (including family caregiver support)

e Low educational levels or low health literacy, reading literacy, or numeracy literacy
e Educational concerns (IEP, IFSP)

e Impaired physical, emotional, and cognitive functioning

e Multiple admissions, re-admissions, and emergency department visits
e  Multiple providers delivering care and/or no primary care provider

e Polypharmacy and medication adherence needs

e Poor nutritional status

e Poor pain control

e Prescence of actionable gaps in care and services

e Previous home health and/or durable medical equipment usage

¢ Risk taking behaviors

e Home environment concerns

e Family currently attending therapy

e Refugee or non-English speaking family

e Foster Care

¢ 3 or more qualifying CSHCS diagnoses

e 3 or more visits with different medical providers (per month)

e NICU graduate (during the past year)

e Health care costs exceeding $35,000 (during the past year)

e Family struggling with navigation of multiple systems of care (including but not
limited to medical care systems, insurance systems, therapy providers, mental
health systems, spiritual systems, political systems, etc.)

Step 4

[ Complete Plan of Care with family, including assigned client specific goals

[ Actively assist family in the gathering of data, assimilating information, compiling results,
researching alternatives, communicating, and disseminating written recommendations

[0 Document activities engaged with families in progress notes, updating the Plan of Care as
needed (required if billing subsequent Case Management units)

Step 5

[0 Evaluate the effects of the plan, process, or interventions taken with family

I Follow-up as needed to assure movement within goals, and/or revise for continued progress

Conclusion

Case Management is determined by the professional judgment of the nurse. This guide serves
as a tool to build confidence and clarity when making the decision to bill Case Management.
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