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http://healthhometraining.com/default.aspx

Learning Objectives

A Demonstrate understanding of the role and
responsibilities of a Health Home Care Manager

A Integrate and apply theoretical concepts and
Information from training webinars to practice
based scenarios

A Understand Person Centered Thinking skills and
use the Important to/Important for tool

A 1dentify and practice Care Management skills

A Collaborate and share information with other
Health Home Care Managers



What are Health Homes?
A b2 I NBERAARSYOSXXoDod

A Section 2703 of the Patient Protection and Affordable Care Act of 2010 (P.L.
111-148) adds a new section 1945 to the Social Security Act. This section
allows States to amend their State Medicaid Plans to progtideS | £ {4 K |
to enrollees with chronic conditions, including mental health conditions,
substance abuse disorders, asthma, diabetes, heart disease and being
overweight( BMT > 25)

N

A A Health Home is eare management service modehereby all of an 5
AYRAGDGARdIzZ £t Qa4 OF NEBIAODSNE O2YYdzy A Ol
needs are addressed in a comprehensive manner. This is done primarily ,
0KNRdzAK | aOFNB YIFIylFr3aISNE 6K2 2O0SNE:S
services an individual needs to assure that they receive everything necessary
to stay healthy, out of the emergency room and out of the hospital. Health
records are shared (either electronically or paper) among providers so that
services are not duplicated or neglected. The health home services are
provided through a network of organizationzroviders, health plans and
communitybased organizations. When aII the services are considered
O2ftt SOGAGYSte (KSe 06S02YS | OANIdz ¢

http://www.health.ny.gov/health care/medicaid/program/medicaid health homes/
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http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/
http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/

What are Health Homes 62 y Q

A The health home model of service delivery expands on the traditional medical
home model to build linkages to other community and social supports, and to
enhance coordination of medical and behavioral health carth the main
focus on the needs of persons with multiple chronic ilinesses

A Health home services include:
comprehensiveeare management
care coordination

health promotion

comprehensive transitional care, including appropriate folgovfrom
inpatient to other settings

I patient and family support
I referral to community and social support services, and
I use of health information technology to link services

A Expect that use of the health home service delivery model will result in lower
rates of emergency room use, reduction in hospital admissions and re
admissions, reduction in health care costs, less reliance ortésngcare
facilities, and improved experience of care and quality of care outcomes for
the individual



What makes up a Health Home?

Physical Health/
Specialty Heal’n

Peer
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Developmental Social
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COMMUNITY BASED CARE

Facilitating Health BehavioChange

\
[ Transitions J

Recovery and
L PersonCentered Practices

Use of Data and Technology Team Based

COORDINATED
CARE

Integrated
Support Behavioral
Health Care

Wellness and Prevention
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Roles/Responsibilities of HH Care Manage!

Used with Permission from Margy Meath
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PersonCentered Thinking

</ ofor people being supported by servicess
not personcenteredplanning thatmatters as
much as the pervasive presence of person
centeredthinking. If people who use services
are to have positive control over their lives, If
they are to have self directed lives within their
own communities then those who are around

the person, especially those who do the day tc

day work need to have persamentered

thinking skill$ €

Helen Sanderson and Associates



How do | know If | am doing
personcentered work?

A Handouts:
I Core Values of Persdbenteredness
I Hallmarks of Persef@entered Practice

I Guiding Principles of Recovedyiented, Person
Centered Systems of Care
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Understanding what is
Important to andimportant for
people is a core persecentered thinking skill!

{ Important ( Important

I ELP Learning Community, www.elpnet.net

(c) 2012 NYCCP, Inc. 10



Tool: Important To/Important For

Importanta ¢ 2 €
the person

Things that resonate with
the person regarding:

I Values and ideals

I Personal preferences
I Interests
|
|

I Talents
" Dreams and aspirations

Importanta C 2 NE
the person

Things that must be kept in
mind regarding issues :of

I Health and safety
I What I1s needed to be a

valued member of his or
her community of choice



(c) 2012 NYCCP, Inc.

Important To:
All Choice, No Responsibility

:
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Important For:

Health and Safety Dictate Lifestyle

(c) 2012 NYCCP, Inc.
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Person/ SYUSNBR t N

Gives equal priority to what is importatd and
what is importantfor the individual

( Important (  Important
to for

(c) 2012 NYCCP, Inc. 14
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A We will spend most of today in small groups
and will work through a single case scenario.

A This scenario will give us an opportunity to
explore the various roles and responsibilities
of a Health Home Care Managetr.

(c) 2012 NYCCP, Inc. 15



#1 ¢ REFERRAL/OUTREACH

A Your agency receivesnew list of eligible
participants from DOH. You are asked to outreach tc
John--the only information you have Is his
name/DOB/address and last 5 Medicaid contacts.
You attempt to calhis phone numbeand it is
disconnected. You also drive to the address listed,
knock on the door and learn that John moved 6
weeksago. Theerson answering the door has no
iIdea whereJohnwent. |

(c) 2012 NYCCP, Inc.



How/Where do you look?

Phonﬂe calls, letters, and your
' 3Sy Oe NBO2Z2NRa
real outreach takes you to:

At SNE2Y Q& szsKySTaTtozN:éK

A Commum%/ locations (corner store, drop in centers,
faith based organizations, streets)

A Last known service providers (doctors, hospitals,
dentist, etc.)

A Family members (who is listed as next of kin or
emergency contact?)

é Homeless shelters/social service providers
Jall
A SPOA and other community networking groups




#2C ENGAGEMENT/FIRST VISIT

A You finally locate John and have a brief phone
discussion with him. He is open to meeting
with you and you schedule an appointment to
see him at his home the next day.

(c) 2012 NYCCP, Inc. 18



Effective Outreach 4 S

What makes outreach effective?

A

A

Compassion: caring deeply about the people targeted for health home care
management

Persistence/Diligence: being willing to search thoroughly for the person

Interactive/Relational: building of relationships with other people on the streets
and in the community where people are likely to be

Informative: clearly explaining the eligibility and benefits of health home care
management/ providing written information that can be understood

NonWdzRIAYSYy il f k! OOSLIWAY3IY (1y28Ay3a | yR
cultural perspectives and biases, as well as your own, avoidance of stereotyping,
understanding the individual where they arecteceiving health care and
Cﬁnlnecting with a health home may not be their priority; priority may be food,
shelter, etc.

Empowerment: assist person to feel in control over their health outcomes and the
choices of the services he/she will use to help achieve those outcomes



#3 ¢ ENGAGEMENT/DEVELOPING
PARTNERSHIPS/ASSESSMENT

Handouts
Case Scenario
Important To/For




The most important thing is to build the
relationship first!

2 KI'd OFy [ aQa (‘)NJ\)/*
A Hope ¥~

A Shared power
A Availability
A Openness to a wide variety of interventions

A Flexible boundaries (which is why the supervisor anc
team are so important)

A Courage to deal with the complexities and
uniqueness of each person

Borg, M., & Kristiansen, K. (2004). Recomrgnted professionals: Helping relationships in mental health
servicesJournal of Mental Health 13(5), 4%85.

(c) 2012 NYCCP, Inc. 21



# 4¢ COORDINATING CARE and
DEVELOPING A TEAM APPROACI

A John agrees to be part of the health home anc
expresses some interest in working with you
and others. He is willing to see a Prlmary Care
t KEAAOALY odzi audal GSa
UNBEAY3I G2 fSOGdz2NBE YS
O2dzy idNBE YR L OFYy &ayY:




Provide them with this information:
BEFORE the appointment

Helping people make the best of their
doctor visits

Phan J

=~ 4

1.

W N

Write down the topics you want to discusnk
about any changes in your health since your last

visit!
Write down any questions or concerns you have

Get to know as much as you can about your family
history

Remember to bring your written list (with a list of
all medications you take, plans of care, etc. )



DURING the appointment

1. Ask about recommended screening exams for your
age group

T Adult Preventive Care Guidelines

http://cwcg.mcms.org/Portals/O/Guidelines/Adult%20Preventive%20Guideline%202%20
p0s%204.2010.pdf

I General Health Screenings/Immunizations for Women
http://www.womenshealth.gov/prevention/general/general.pdf

I Recommended screening, tests and immunizations for Women with High Risk Factors
http://www.womenshealth.gov/prevention/highrisk/

I General Health Screenings/Immunizations for Men
http://www.womenshealth.gov/prevention/men/men.pdf

2. Communicate your preferences and priorities

3. Determine what your responsibilities are as part of
your treatment plan

4. Ask any questions you have about the plan



http://cwcg.mcms.org/Portals/0/Guidelines/Adult Preventive Guideline 2 pgs 4.2010.pdf
http://cwcg.mcms.org/Portals/0/Guidelines/Adult Preventive Guideline 2 pgs 4.2010.pdf
http://www.womenshealth.gov/prevention/general/general.pdf
http://www.womenshealth.gov/prevention/highrisk/
http://www.womenshealth.gov/prevention/men/men.pdf

AFTER the appointment "

1. Schedule any follow up
appointments

2. Know how you will receive any
test results

3. Know what you can do to improve your
health (include fithess and nutrition)

4. Read more about any conditions you may
have




# 5C SUPPORTING TRANSITION

A Youreceive a call from a local hospital that
John has been hospitalized on a medical unit
after a mild heart attack. He will be
discharged in the next day and the social
worker inquires about how you will be of
assistance in his discharge.




# 6 EXPANDING THE TEAM

A In follow up to his recent hospitalization, John
reluctantly agrees to attend outpatient
appointments with a cardiologist and mental
health provider. As happened with the PCP
appointment, he tells you in no uncertain
0SNXYAT AT KSé& R2Yy Qi
pushing meds, l amonnag I £ 1 2 dzi ®§
knowthat helis serious about this.



#7C ONGOING ASSESSMENT ANL
PLANNING

A During your next L appointment with John, he
AYVRAOIFIGOSa GKIFIOG KS K&
sleeping almost around the clock and is not
eating much at all. He compares these feelings a:
being similar to the last_time he was in the
t anK)\I UONAO LYLI GASYD
AS0a 0SuU SekIeFsBsdme ifdd |
benefit from his first appointment with the
mental health therapistYou mention something
F0o2dzi 0KS ARSI 2F dawSO
you quizzically.
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O !process of change through which
individuals improve their health and
wellness, live a selflirected life, and strive to
reach their full potentialb €

http:// www.samhsa.gav
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What supports Recovery?

HEALTH

PURPOSE COMMUNITY

(c) 2012 NYCCP, Inc. WWW.SAMHSA.GOV
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A Emerges from hope

A s persondriven

A Occurs via many pathways

s holistic

s supported by peers and allies
s supported through relationships and social networks
s culturally based and influenced

s supported by addressing trauma

nvolves individual, family and community strengths
and responsibility

A s based on respect

T T T> J> > Jo

WWW.SAMHSA.GOV



# 8¢ FACILITATING HEALTH BEHAVI
CHANGE

A 2dz2Q0S 0SSy ¢ 2 NdvérahFekacwiamd haVaK y
had afirst appointment plusa followup with his newPCP and
cardiologistHe was recently started dmeta blocker post heart

attack as well as a newral medication to control his glucose levels
cheisy20 jdzAGS &adz2NBE K2g (GKAA 62N

A John is also indicating some beginning awareness of his need for
better nutrition and exercise to manage his diabetes and
K& LJS NJi Sya)\ 2y o0dzi al e d?zq/KHjNJEN(E
Fyeée Y2ySeée a2 L QdttgbQyfoo@tBakis'chdap 3 &
a2z L Oly adoatt KFOBS Y2ySe FT2NJ

A During this discussion, John relates that he HAS cut down on )
aYzlAyd 6dzi KS A a Wy 2 NBIReé
on his part about the potential for change.
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A Engage the individual in a trusting,
collaborativerelationship

A Revisit what issueare IMPORTANIO/FOR
(as these can change for individuals over time

A Elicit from the individualvhat they already
know, what they want t&know, and what they
arewilling/interestedto do.

A Empower individual to be a setfianager.

(c) 2012 NYCCP, Inc. 40




What makes an effective selhanager?

A Knowledgeable about the condition and what can be
done to enhance quality of life

A Motivated to selfmanage using information and
support

A Follows a personal care plan

A Shares in decisiemaking

A Monitors and manages symptoms

A Problem solves or seeks help as needed
A Adopts a healthy lifestyle

A Has access to support and uses it



New ShareeDecisionMaking Resource

Welcome

Shared decision making (SDM) is an emerging best practice in health care
and mental health services. It pairs a style of communication and decision
making tools to help balance clinical information about mental health
conditions and treatment options with an individual's preferences, goals,
and cultural values and beliefs.

Print & Video @

Information on shared decision

making topics: Issue Briefs, Brochure,

Tip sheets, and how to videos for administrators, ME
roviders. and service users. A

P W Uge

Help: Quickly learn how
to use this interactive tool!

Decision Aid @

A computer-based tool to help
you consider the role of antipsychotic
medications in your recovery plan.

U.S. OEPARTMENT OF MEALTH AND HUMAN SERVICES
Sustance Abuse and Mental Healh Senices Admiristnation
www. samisa 9oy

ix\"w

Shared Decision Making }\J
in Mental Health ‘\‘

Workbooks @

Step-by-step decision support resources:
The workbooks are practical tools that may

be copied and used by individuals and families,
as well as in peer support and service

program activities.

C%ol Tools @

Tip shewts and fillable Worksheets:

Handy, 1-2 page tools that may be copied

and used in multiple ways by individuals, families,
and peer support and service providers.

Bt e e Mlnee ol Vbl e B N b A4 bt b

{ SAMHSA

wwrnsmenhian gov * 1-877-SAMMHEA-7 {4-877-T28-4727)

(¢) 2012 NYCCPHip - /lwww.samhsa.gov/consumersurvivor/sdm/StartHere.htm!
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#9C ONGOING ASSESSMENT

Al 6SS1T fFGSN @2dzQNBS YSS.
VERY upbeat mood. John shares with you that he has
recently started dating a woman who he met while
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thing about being sexually active

lend and you suddenly realize that
O O t{lSHOPetlcl K K

K
3
1
A

—h 3
< >’=>"=(Q

a
y
&
=

=W
=.0
=
P



#10¢ UPDATING PLANS/EXPANDING TF
TEAM

You have worked with John for almdstnonths now. He seems to have developed a good
relationship with his PCP. He is now regularly taking an gral medication to control his blood,
sugarandisselfi SA0Ay3 KAa 3Tt dzO24aS 2)/08 | Rl & SEOS
motivated to continue with this medication but still somewhat uncertain as to why testing his
glucose is importantHe no longer needs any follow up with the cardiologist.

W2KyYy Kla faz2_adFlNISR (G2 R2 a2YS LI NI GAYS
YFTAYy3a &a2YS SEGNY Y2ySeo |S GStta e2dz G4KLEQ
R2yQu (1yY29 AT L aK2dzZ R R2 (GKFdgéd 1S NBfLFGS
g2N] FYR GKFG WwW2yS 3Jdz2 02fR YS KS dzaSR G2
making a lot of monef ®

John has seen his MH therapist 3 times and he has an appointment to see the Psychiatrist ne
week. He remains adamant about not wanting to take psychiatric medications explaining that
some of what he took in the past caused impotence

He is still dating his girlfriend and she has become an important support forckbley are
talking about maving in together to a new apartment. John has started to get some regular
SE§ND)\aS ovyzaunft e gl t 1)\3/3 G2 YR TNRY KAa 3

odzi Kl a _y2a O2YLX SGSte l[jdzAdae 1S GStta &2dz
WKIEGSa OAIFNBUOGSaQ YR 221Ay3te RRAY dng
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#11- BILLING FOR HEALTH HOME
SERVICES

What examples were discussed in which a
health home care manager would bill for:

A Comprehensive Care Management
A Care Coordination

A Health Promotion

A Transitional Care

A Individual/Family Support

A Referral to community/social support



Questions/Feedback

A2 KI'd RAR @&2dz tA1S I 0z

A What are the most important things you
learned?

A What could be improved?

A Other thoughts, ideas, etc?



