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Learning Objectives:

e 1. Explain the components and importance of care
coordination in children with medical complexity.

e 2. Examine the concepts of a care coordination
needs assessment tool.

e 3. |dentify applications of a care coordination
needs assessment tool within your practice.
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Background

Children with medical complexity (CMC) comprise 0.7% of the pediatric population

CMC represent 40% of healthcare costs, 50% of pediatric inpatient costs, and 70% of unplanned 30-day hospital
readmissions

Higher rates of care for CMC associated with increased preventable adverse events, hospital readmissions, and
inconsistencies in care

Care coordination is a pillar in the model of care for CMC

Care coordination improves clinical outcomes in CMC

Susceptibility of CMC to adverse events, underscores the necessity to optimize care coordination

Difficulty in quantifying the needs of CMC results in gaps in care coordination which impacts clinical outcomes

Care coordination measurement tools have been developed to understand the healthcare and care coordination
needs of CMC




Purpose:

To implement an evidenced-based care
coordination needs assessment tool (CCNAT) to

identify and match the care coordination needs
of CMC to care coordination delivered




| Methods

*  Complex care program serving children with medical complexity

Participants
* 4 children with medical complexity per week
* Complex care nurse care coordinators

Intervention

* Tailoring and implementation of an evidence-based CCNAT

* Completion of the CCNAT by complex care nurse care coordinators

* Results reviewed by complex care nurse care coordinators with provider

* Interim and post implementation outcome tool survey completed by
complex care nurse care coordinators

* Value/Burden survey completed by complex care nurse care coordinators

Implementation

*  Promoting Action on Research Implementation in Health Services
(PARIHS) Framework

1. Leadership Support
2. Complex Care Nurse
Care Coordinators
receptivity to
intervention

3. Team Meetings

Evidence:
1. Literature Review

2. Local Practice History
and Data

3. Needs Assessment

Successful Implementaion:

1. Implementation Evaluation Tool

2. Care Coordination Needs
Assessment tool completed for 4-6
patients weekly

3. Opinion Survey

Facilitation:
1. External Facilitator
2. Internal Facilitatior
3. Education




}una: Click or tap here to enter text

Care Coordination Needs Assessment Tool

MRN: Click or tap here to enter text

Date: Click or tap here to enter text

Section 1: Condition Assessment

o
[0 significant Chronic

2
I significant Chronic

Health Care Utilization

Cond OR a prag ve
condition in =3 body systems

[ stable condition: routine
follow up only

O Mo attached devices
and/ar assistive equipment

O Mo unplanned
hospitalizations/No
Emergency department visits
within the last year

Section 2: Needs Assessment

MNeeds Assessment

Condi s OR a progressive
condition in 24 body systems

Ointermittent medical issue
occasional fallow up required
(<3 unplanned encounters
between routine wvisits)

[ 21 attached devices and/or
assistive equipment

O 1-2 unplanned
hespitalization/Emergency
department visits

Score 1 for Each Checked Box
[0 chinkal or Medical Management/Change in Plan of Care related to Complex Care Clinic

O Patient care assistant/home care nursing
O Qualifies for, but unable ta cbtain, patient care assistant/home care nursing

O mMental/Behavicral/Developm ental Health

4
I significant Chronic
Conditions OR a pragressive
condition in 26 body systems

O Active medical issue
frequent follow up required
(>3 unplanned encounters
between routine visits)

O 22 attached devices
and/or assistive equipment

O 22 unplanned
hospitalization/emergency
department visit OR
readmission within 30 days
of a planned haspitalization

[J child and Family Empowerment and Skills Development (ecucation, self-efficacy, etc.)

O Referral and Appeintment Management/Caordination

O Team Communication (internal and external systems of care)

O connection to Community/Nonmedical Resaurces

O community Resource Need (housing, food, transportation, socal determinants of health)
O educational [scheol consultation, precessing forms, amending educational plan, etc.)

O Care Transitions (planned admksion, discharge communication, transition ta adult care)

O Financial finsurance
O Legal/audicial Support
[ Prier Authorization

Section 3: Additional Factors
Score 1 for Each Checked Box
O New Diagnesis or Prognosis in the Last Six Months

O interpreter Needed

Total Score (Add Checked Boxes from Sections 1-3): Click or tap here to enter text. Tier: Click or tap here to enter text.

Score Tier
05 1
6-11 2
1218 3
219 4

Last Rewised 9.5.2021

Provider: Click or tap here to enter text

Tool completed by: _ Chart Review _ Huddle with Provider

Time to complete tool: Click or tap here to enter text

— Huddle and Chart Review




CCNAT Modifications:
* Literature review
e (Care Coordination Measurement Tool (CCMT)

 National Care Coordination Standards

Interim modifications:
* Clinician feedback
* Updated language

* Additional categories of the needs assessment

* Addition of aspects of medical management to accurately capture medical complexity




Methods

Percent of complex care
CCNAT implemented and nurse care coordinators
completed for four patients deem the CCNAT to be
per week acceptable, appropriate,
and feasible

Percent of complex care
nurse care coordinators will
find the CCNAT to add value

without burden




Number of CCNAT Completed

%]

=

w
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[y

CCNAT Completed Per Week

Results

1-4 CCNATs completed per week

100% of complex care nurse care coordinators found the

CCNAT intervention acceptable, appropriate and feasible

CCNAT added value with minimal burden

#8.75 out of 10
*10 = All Value/No burden
*0 = No value/All burden

Implementation Outcome Tool Survey

Interim Post-Implementation

Cumulative Average Cumulative Average
Acceptability of Intervention Measure (AIM) 4.875 4.375
Intervention Appropriateness Measure (IAM) 4625 4375
Feasibility of Intervention Measure (FIM) 5 45

Response

1 = Completely Disagree, 2 = Disagree, 3 = Neither agree nor disagree, 4 = Agree, 5 = Completely agree




Limitations

* Implemented for the patients of one provider at a single organization
* Volume of patients less than expected - smaller than anticipated sample size

* Project implemented during the COVID-19 pandemic, and therefore all
meetings, support, and engagement was completed virtually.



Discussion

e Successful implementation; CCNAT adapted for use to improve the
assessment of care coordination needs in CMC

e Results indicative of successful implementation and support of the CCNAT as
an evidence-based intervention

* Results indicative of outcomes such as adoption and sustainability of the
Intervention

 “The tool is very helpful in assessing needs for our complex patients”

 “The CCNAT is well organized and helpful with identifying the level of care
management support a patient/family needs”



Conclusion

CCNAT provided a quick means to understand

and address the care coordination needs of CMC w

to assist the healthcare team in accurately
utilizing resources and services for CMC




Integration into Practice

e When to utilize CCNAT

— New vs. existing patients , ) ey
— Clinic handoff vs. weekly huddle '
— Inpatient to Outpatient trial
— Patient needs over time
e

* Bestrole to complete CCNAT

— Teamvs. one

— Depth of assessment needed
* Ways CCNAT drives interventions

— You don’t know what you don’t discuss

— Meaningful care management enrollment and assessment
* Barriers to utilization

— Time

— Depth of assessment and discussion that can be used

ol

W




Questions?
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