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. Children with Medical Complexity
- Targeted Case Management (CMC TCM) =




Program Overview

This is an integrated case management model that provides intensive, targeted case management
services to eligible beneficiaries with medical complexity.

The goal is to improve access to services for eligible beneficiaries with chronic physical and mental
health conditions and address social determinants of health.

Core elements of the program include:
¢ assessment
* plan of care
« referral and coordination services
« monitoring/follow-up activities

The CMC TCM core team member must be available and accessible 24 hours per day to a beneficiary
and/or their parent/guardian.

2022 data indicates that 1062 patients may be eligible.
« Just 70 patients received LHD case management.

« After 2 years, we expect to enroll between 400-500 patients, which indicated that the above numbers may be more than
cut in half.



Duplication of Services and
LHD Coordination

Beneficiaries must not
receive case management
services from more than
one case management
program.

The preferences of the
beneficiary/parent/guardian
must be considered when
roles overlap.

LHDs may bill care
coordination for these
patients




Must be under age 21 and eligible for Children's Special Health Care Services
(CSHCS), Medicaid, and/or Children’s Health Insurance Program (CHIP)

Must meet all the following specified chronicity, complexity, and fragility criteria

* have at least one CSHCS medically-eligible condition that involves three or more organ
systems

* have functional limitations, and are technologically dependent and/or a transplant
candidate

* receive treatment from three or more different medical and/or surgical specialties at a

B e n efl C I ary hospital or medical university
" " - During the past 12 months, they must also have experienced at least one of the
E I I g I bl I Ity following utilization criteria

» one or more hospital admissions, with at least one hospital stay of five or more days
* ten or more visits with a medical or surgical specialist at a pediatric specialty clinic

Beneficiaries who are too young to have met the utilization criteria may be eligible if
they meet the above-stated chronicity, complexity, and fragility criteria and both of the
following

* a stay in the hospital totaling five or more days
« clinicians’ anticipation that the beneficiary will be an intensive user of health resources

Non-eligible beneficiaries include incarcerated individuals in public institutions,

beneficiaries receiving hospice services, or beneficiaries receiving case management
services from another provider




Enrollment Process

* Eligible beneficiaries will be referred to the program by any physician or
non-physician practitioner.

o After

the eligibility determination process, a primary point of contact from

the CMC TCM core team will schedule an intake meeting with the
beneficiary. The intake meeting should be a face-to-face contact.

 The

purpose of the intake meeting includes collecting patient information

and health history, filling out the informed consent form, completing any

neec
asse

ed authorizations, and scheduling the initial comprehensive
ssment.



Disenrollment

e If the CMC TCM core team needs to terminate CMC TCM services for
any reason, the CMC TCM core team must:

 notify the beneficiary and/or parent/guardian 45 days before their disenrollment
« document the reason for the disenroliment in the beneficiary’s plan of care, and
« advise the beneficiary of appeal rights for any service termination.

« The CMC TCM case management entity must submita CMC TCM
Deauthorization Form (BPHASA-2410) to MDHHS to request the
disenrollment of a CMC TCM beneficiary from the program.



Core Elements of CMC TCM Services

CMC TCM services are multi-disciplinary services that include:

« assessment

* plan of care

« referral and coordination services

» monitoring/follow-up activities
Can occur in the clinic or home, and either in-person or via telemedicine
Delivered consistently and at a minimum every month.

Upon completion of the initial assessment, the beneficiary must be seen in person at least once per year.

Services include the development of a comprehensive, individualized plan of care with the input and involvement of
the beneficiary and/or parent/guardian.

The CMC TCM core team provides:

Ongoing care coordination

Comprehensive transitional care,

Referrals to medical, behavioral, school and/or community-based support services, and
monitoring and follow-up activities.



Comprehensive Assessment

 The comprehensive assessment determines the beneficiary’s need for
medical, educational, social, and/or other services and also serves to
develop the plan of care.

* The entire CMC TCM core team is required to participate in the
comprehensive assessment with the beneficiary and/or parent/guardian.
* The initial comprehensive assessment is conducted as an in-person
encounter.
« Subsequent comprehensive assessments may be conducted face-to-
face (which includes audio/visual telemedicine).

« Comprehensive assessments are covered no more than once per year.



Comprehensive Individualized Plan of Care

« The CMC TCM core team must work with the beneficiary and/or their parent/guardian
to develop the plan’s goals/objectives.

 Must address:

» physical and behavioral health needs

» other needed resources such as housing, energy assistance, food and nutrition, and vocational
training,

 cultural and spiritual needs, and

 transportation needs.

» The plan of care includes emergency action plans.
» The development of the plan of care is conducted as a face-to-face encounter.

* The core team must document progress toward achieving specified goals and
objectives



Referrals and Care Coordination Services

« The CMC TCM core team will facilitate and coordinate the services
detailed in the comprehensive, individualized plan of care.

e The CMC TCM core team will also assist with referrals and other
related activities to support the beneficiary in obtaining needed
services.

* Ongoing referral and care coordination activities include face-to-
face, and/or reciprocal telephonic or written contacts with or on
behalf of the beneficiary/parent/guardian.



Monitoring and Follow-up Activities

Monitoring and follow-up activities ensure the plan of care adequately addresses the
beneficiary’s needs and is implemented and updated to reflect changes.

Monitoring activities may be conducted with the beneficiary/parent/guardian, service
providers, or other entities.

Monitoring and follow-up activities include face-to face encounters, and/or reciprocal
telephonic or written contact with, or on behalf of, the beneficiary/parent/guardian.
Monitoring shall occur monthly, or more often if needed, to ensure the beneficiary’s needs
are met and to maintain a continuing relationship between the beneficiary, their
parent/guardian, and any providers responsible for services

If the frequency of contacts is less than a monthly, reciprocal encounter, the CMC TCM
core team documents the reason in the beneficiary’s case record.



Case Management
Entity Qualifications

« The case management entity is the
hospital/medical
university/organization that houses
the program and core team.

* Must be enrolled in Michigan
Medicaid

« Must be certified by MDHHS via the
CMC TCM Program Application form
(BPHASA-2411)

* Must obtain a separate NPI number
for the CMC TCM program




CMC TCM Core
Team Qualifications

« A multi-disciplinary team working under the
authority of a CMC TCM case management
entity.

* Required to:

« Have the ability to support full integration
of psychosocial and clinical care;

« Have an established referral and/or
effective working relationships with
specialists/subspecialists and other key
health care and social service providers;
and

* Provide 24/7 on-call coverage to respond
to medical and care coordination needs.




Required CMC TCM Core Team Members

Non-
Pediatrician Physician
Practitioner
Clilr_lligglngiiial ~reg e Program
Worker Coordinator Assistant

- Additional team members may be added to consult regarding specific health concerns

(.e., dietician, respiratory and other therapists, etc.).
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Clinic Development Analyst
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turnbullbo@michigan.gov
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