Navigating Across Care Settings:
Choices for Successful Transitions

A Pilot Care Transitions Project of the

Commonwealth of Massachusetts



THE MISSION

Navigating Across Care Settings
Choices for Successful Transitior
(NACS) Is designed to

A Deliver the evideneb ased o0C

Care Transitions Intervention (CTI) tc

300 peoplai elders and adults with
@. disabilitie§ over a tweyear period
who have been hospitalized with
congestive heart failure, chronic
obstructive pulmonary disease, or
diabetes.

A Augment CTI's effectiveness by
= connecting participants with peer
supports, evidendeased sel
management programs and Options
Counseling.




THE NACS PARTNERSHIP

The Agingiand. Dlsabllltles
Resource Consortium @Rf the
Greater North/Shore "

A Greater Lynn Senior Services

A Independent Livin Center of
the Greater North Shore and
Danverse Cape Ann .

A-Nerth Shore Elder Services
A ‘SehlorCare

Northea‘s‘t Health Systems

A Beverly Hospital
LY””A Addison Gilbert Hospital

“rg'he I\{gedi@al Group




NACS PARTNERSHIP. GOAL
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To expand our capacity for promoting healthy
and successful care transitions by:

A Strengthening communications around cons
health issues across settings,;

{
1
) A Fostering consumer health-sedinagement;

A Increasing awareness among professionals
about care transitions;

4 s Reducing consumer and caregiver stress;

A Reducing hospital 4&d
hospitalizations, and

missions, preventable
premature nursing faci

placements
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Summer of 2010: - o

The Administration on Aging announced funding opportunity
for states through a competitive grant process to support
Care Transitions.
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Applicants were required to - o
demonstrate that funding would:

Al ncrease t he cuagntanwdlvément o évideh&sBIC S
care transition initiativeys expanding the reach of the ADRC efforts

A Strengthen the extent to whigkisting transitions progréeweragethe
assets of the ADRCs

A Inform AoA/CMS, other Federal agencies and Congress on national
policy related to care transitions, hospital discharge planning, perso
centered planning, and mechanismedoice unnecessary hospital re
admissions.

IFUNDING




OThe primary goal of the
Consortium of the Greater North Shore (ADRC of GNS)
to create a single, coordinated system of information anc
access for all persons seeking lb&gn services and
support s, regardl ess of a

http://adrcgns.org/




Partnership

No Wrong
Door

Consumer
Involvement

AASAPS
AILC

ACross Training

ACoordination of
function

ASelf-
Determination

ASelf-Direction



AGING AND DISABILITY RESOURCE CONSORTIUM
OF THE GREATER NORTH SHORE

ORGANIZATIONAL CHART

LEADERSHIP AGENCIES

Elder Service Plan Greater Lynn 'ﬁdEPHd:fﬂt Living Mystic Valley Elder Morth Shore Elder
of the Morth Shore ™ Senior Services _Slmrean-dCapeAnn — Sms Services
Fobert Wakefield Poul T. Crowley Mary Margaret Moore Dianiel O'Leary Poui |. Lanzikos
Co-Leaders
Pawl | Lonzikos
Mary Margaret Moore
STAKEHOLDERS '
Community e eepeeeeeee. Stateand Regional ___________ % ________
Providers i Agencies i
5 i
Catholic Charities Mental Health Program E Cape Ann Transit Authority i
Comfort Keepers E Massachusetts Department of Developmenital i
Goodwill of Massachusetis H Services, Mortheast Region E
HES, Inc. E Massachusatts Department of Mental Health, H
Jewish Family Services of the Morth Shore ! Mortheast Region i
Meighborhood Legal Services i Massachusetts Department of Public Health, E
Morth Shore Career Center H Nm Regm o H
Mortheast Arc i Massachusents Rel'uhiuu:ln Cpnmnissiomn, I
: Montheast Region !
Veterans' Services == =====ssssssssssses————— Councils on Aging === === ==== === =———————— Con
Cranwers Baverly
Beverly Gloucester
Gloucester Lymn

Senior Care
Fay Bierweiler

Eridgewell
Cersbral Palsy Association
of Massachusetis

Dieaf, Inc.
Morth Shore Medical Center
Mortheast Health Systems, Inc
Partners Home Care

Project Cope
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SAMPLE OF PROGRAMS UNDER
ADRCGNS UMBRELLA

Options Counseling
Mobility Management

A Greater North Shore on the Move

AAdvisory Council for GLSS® Mobili't
Project

Northeast Health Alliance

A Presence at Physicians Practices
A At Your Side Medical Advocacy

ASAP Programs

A Chronic Disease Séffanagement
AMends Health |/
Pilot CTI
ILC Programs
A Peer Supports




THE PRE-EXISTING CARE TRANSITIONS
PARTNERSHIPS WITHIN ADRCGNS
As of July 2010:

A ADRCGNS members had been active participants in the
CrossContinuum Teams working on the STAAR Initiatives at
NEHS and NSMC area hospitals.

A Eleven ADRCGNS staff (nurses and care managers) had be
trained in the Coleman Care Transitions Intervention.

A A small CTI pilot had just begun in an area hospital.

A An area Physicians Group was working with ADRCGNS
members around Care Transitions and enhanced patient sel
management.



THE NACS PROPOSAL

ADeliver Care Transitions Intervention supports to 300 targeted
Individuals over two years

ABri dge t he &the periadéfolowinghaspital 0
discharged with a rich tapestry of community partnerships
offering ongoing and diverse supports.

AEmpower consumers to take control and make informed choic
for using supports

ATrack Outcomes



PROPOSED OUTCOMES

Consumers

Caregivers

Providers

*are less likely to be rdaospitalized
within 30 and 90-day periods

*feel they have more supports for
effective caregiving

*knowaboutavailable Care
Transitions support

*feel more in control of their healtt
routines

*are aware of available supports
and how they work

*follow health regimens more
effectively

*makeappropriate referrals to Car
Transitions supports

*feel they have more choices abol
how to effectively manage their
health routines

*feel they can do more effective
problemsolving

*believecommunications with
patients has improved

*communicate more effectively wi
health providers

*feel they can cope better with stre

*are more willing to participate in
care transitions support programs

*are satisfied with their health
management choices

*believe they can better manage t
health routines of the care recipie

and/or integrate care transition
elements into their practices

*have identified and know how to
use a wider range of supports for
managing their health routines

*believe they can better manage
their own daily lives

*feel more positive about their

health and welbeing




COLEMAN CARE TRANSITIONS
INTERVENTION

The Program

A

During a 4week program, patients with complex care needs receive specific tools,
supported by a Transitions Co&¢tand learn selimanagement skills to ensure their
needs are met during the transition from hospital to home.

Value Proposition

A Reducing rehospitalization helps contain costs for complex patients and improves
hospital bed capacity for patients admitted with more favorable DRGs.

A The program is sedfustaining.

A The program is consistent with both Medicare Advantage and Medicai@fee
service financial incentives.

A The program promotes better performance on new JCAHO initiatives aimed at po:
hospital care.

Key Findings

A Patients who received this program were:

A Significantly less likely to be readmitted.

A More likely to achieve seilflentified personal goals around symptom management ar
functional recovery.

A Findings were sustained for as long as six months after the program ended

Source: http://www.caretransitions.org/overview.asp



COLEMAN CARE TRANSITIONS
INTERVENTION

Role of the Transitions Coach

A Encourages and supports consumensgibigement and
communication with health providers

A Seeks to ensure that
Gconsumer s critical health i s:¢

G he/she understands treatment goals and has been involved in their
development

G Consumer will understand how to correctly implement the care plal
G Consumer will act to be sure care plan is executed correctly

A Hospital visit, home visit, three folgavphone calls (4 week
Intervention)

A Implement th&our Pillar&pproach



COLEMAN CARE TRANSITIONS
INTERVENTION

Medication Self- Dynamic Patient-
Pillar: Management Centered Record Follow-Up Red Flags
Patient is
Patient is Patient understands Patient schedules and knowledgeable about
knowledgeable about and manages a completes follow-up indications that

medications and has  Personal Health Record visit with Primary Care condition is worsening
Goal system (PHR) Provider/Specialist and how to respond
Recommend Primary
Discuss importance of Care Provider follow-up Discuss symptoms and
Hospital Visit knowing medications  Explain PHR visit drug reactions

Source http://www.caretransitions.org/structure.asp



WHY COLEMAN “PLUS?”

*

NACS Incorporates an emphasis on health literacy, consumer
engagement, and consumer choice to create a higher impact care
transitions model because:

A It Is difficult to establish the critical relationships with consumers
required for sustained transition success anansgliigement within

the 30-day time frame of the CTI model;*

A At present, the multiple potential transition support choices availab
to consumers are not coordinated under a single care transitions

umbrella; and

A The full range of community medical and social service providers a
not sufficiently engaged in supporting care transitions.

See for example, Coleman and Williams, Executing High-Quality Care Transitions, A Call to Do it
Right, 2007; CHCF Care Transition Projects: Final Progress Report and Meeting Summary.



PLUS!

Options Counseling

Goals:

A

To provide people with the information they need to make
Informed choice3thereby maximizing choice.

To provide appropriate guidance to proactively match
peopl edos needs, preferences
services.

To help people plan for the
Kknowno scenari o.

To help improve the quality of life of consumers receiving
long-term care services in commuhaged settings.



PLUS!

At Your Side Medical Advocacy
Goals:

A To provide medical advocacy to help individuals ant
their families better understand their medical issues

A To be another support voice in the healthcare of
elders and individuals in need.



PLUS!

Peer Supports
Goal:

A To provide peer counseling so that older consumers
and those living with disabilities have access to anc
understanding of information about letegm
services and supports, referrals to the appropriate
service providers in the community, and coordinate
service planning.




PLUS!

My Life , My Health
Goal:

A Using an evideneeased chronic disease self
management program developed by Stanford
University consumers experiencing ongoing health
challenges learn proven disease reduction techniqgt
In a series of workshops addressing diet, exercise,
emotional welbeing, and stress reduction.



PLUS!

A Matter of Balance
Goals:

A To view falls and fear of falling as controllable.

A To set realistic goals for increasing activity.

A To change their environment to reduce fall risk
factors.

A To promote exercise to increase strength and
balance.




PLUS!

Caregiver Supports
Goal:

A To provide training for caregivers so that they can
assume the role of caregiving with knowledge, skKill,
and attitude that it takes to be able to do the work,
to be successful at it, and to go through the
experience with as much reward and as little distres
as possible (ex. Savvy Caregiver).



PLus! - FALL 2011

Virtual Coaching
Goal:

A To enhance care transitions coaching providing
consumers the knowledge, skills, and ongoing
supports necessary through the most advanced yet
userfriendly communications technology currently
avallable through innovative and enterprising
effortsdcConnected Living an
(IN2L).



PLUS!

| t0s Never Too Late (I

Goal:

A To create the opportunity for the NACS leadership
team to explore the possibilities for virtual coaching
usi ng | N2LO0Os cutting ed

a critical component of an enhanced care transition
model.



PROPOSAL FUNDED!

Massachusetts was selected as one of
16 states to receive-gear pilot
funding for a Cait Transitions Project.







