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Appendix H:
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Appendix I: MCCM Program Data Collection Spreadsheets

Average LOS
Median LOS
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Patient #:

Age:

Race/ Ethnicity:

Diagnosis:

MCCM Admission:
MCCM Discharge:

MCCM LOS:

Appendix J: Cost-Savings Data Collection Spreadsheets

Individual Patient Utilization

6 Months Prior to MCCM Utilization

67

Patient Discipline Utilization on MCCM

Hourly Wage + Benefits

Hours.

Skilled Nurse

£40.40

Social Worker

£34.90

Chaplain

£33.97

TOTAL Direct Cost

Medicare

Private

Daily Cost Savings

Days on MCCM

TOTAL Savings

Direct Cost

Cost
Date [ Tvpe of Visit Medicare | Private
TOTAL
TOTAL DAYS 180
COST PER DAY
MCCM Utilization
Cost
Date | Type of Visit Medicare | Private

TOTAL
TOTAL DAYS
COST PER DAY

TOTAL Direct Savings
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Analyze the MCCM
data to determine:
average and median
length of stay on
MCCM, percentage
of transfers to
hospice from
MCCM, average and
median length of
stay on hospice
when transferred
from MCCM, and
utilization by each
patient of the health
care disciplines
including skilled
nursing, social
work, and chaplain
by January 31, 2017

Use Cerner
Powerchart
to evaluate
utilization
of the
health care
system 6
months
prior to
admission
to MCCM
and
utilization
while on
MCCM by
February
16 2017

Appendix K: Steps for Program Development Timeline

Develop a
pre-post
cost-
savings
analysis of
6 months
prior to
admission
to MCCM
compared
to
admission
to MCCM by
February
16,2017

Create a
care model
with
correlating
payment
structure
by
February
28,2017

Create a
budget for
each care
model
utilizing a
100 visit
revenue
analysis
that has
already
been
performed
within the
organizatio
n by
February
28,2017

Create
evaluation
tools to
determine
financial,
quality, and
process
outcomes
by
March15,
2017

Create a
sustainabili
ty plan for
the CBPC
program
that
includes a
plan for
suspected
growth by
March15
,2017

Produce the
toolkitin a
digital
folder on
the
protected
network
drive by
March 29,
2017

68

Present the
proposed
program to
the
stakeholder
s within the
organizatio
n by March
25,2017

Defend the
final toolkit
at Grand
Valley State
University
by March
30,2017
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Appendix L: MCCM Program Analysis

MCCM Totals

Total Referrals 162
Taotal Admitted 28
Percentage Admitted 15.93%
Cancer 16 55%
CHF 1 385%
COPD 2 7%
HIYIAIDS 0 0%
Total an MCCM® 28
Avarage 71.5 days
Median b6 days

*this includes thase in MCCM who have died, ransfemed bo haspice, or
discharged from MCCK

MCCM Admission Disposition®

Transferred to Hospice 23
Discharged 4
Died on MCCM 1

‘Mo including paliert shll admitted 1o MCCK

LOS on Hospice from MCCM

Taotal Transfers 23
Average 24.6 days
Median 9 days
Transferred to Hospice from MCCM T9%
Transferred to Hospice from MCCM )
\minus those cumrenty admitied ba MCCRM) B2t
Total Direct Admits 26
Total Patient Referrals 182
Percentage Direct Hospice Referrals 14.29%
Tatal Direct Admits who Have Died 22
Average 34.32 days
Median 11 davs
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Appendix M: Pre-Post Cost-Savings Analysis
Total Patient Savings on Medicare Care Choices

Demographics

| Pt # | Age  DMagnosis  Race/Ethnicity MCCM LOS Medicare Savings ate Savings
l X2 CHF White EL QG Bh 5 L1, 42008
2 75 Cancer White 4% 5 (1.TET .69 b {1, 787.65]
3 6 CHF Black K . T4, 16369 5 2% 607 02
4 (] Cancer White L. {HEmy 5 { 3R
i 71 CHF White T £ e 16 5 480 82
] 55 CoPD White 135 & (1976324 8 {25 388 M4
) (i Cancer White W 5 (7. 4%0.92) b {9 390592
b &4 COPD White T % fE4 38 5 117604
) 75 Cancer White il & (1235749 8 {15, 34082
1o T8 Cancer White 1% 5 (1346370 8 { L6, 26370
11 Th Cancer White 124 5 (4,754 55) % 1554340
12 75 CHF White i5 % 17.511.54 5 21,394 88
13 sl CHF White - 5 (13 82499y § {17,089 _66G)
14 a0 Cancer White T 5 {30134y 5 {2RL.B9)
15 o Cancer White L5 B (1366295 8 { L6662 95
i &7 CHF White | | I 1125040 5 14, 345.495
17 71 CHF White 4 % 1LG82 50 5 2 132 80
1& o Cancer White I 5 425256 5 5,363.467
1% a4 Cancer Black i 5 I 1es.0l0 5 1,498,534
20 77 CHF White 41 b [RE-1 11 b [RE- 1]
2l (L CHF White 4 5 (119200 % {1, 19201
xr T Cancer White H & (14, 108.07) b3 {17,591 4
23 o4 Cancer White i 5 T67.74 5 Lol (8
4 Th Cancer White 14 5 (12.5%04% § {14 81821
23 7 CHF White 177 5 13.0:58.03 5 6,943 13
26 71 Cancer White 62 8 135.51 5 142440
27 74 CHF White e 5 (6E2 45 % {T B2 43)
2R T Cancer White g 5 (5093 61) b {9 45250
TOTAL MCOCKM DAYS 202
TOTAL
PATIENTS 28
TOTAL UTILIZATION COST SAVINGS 5 34 16860 5 4723018
AVERAGE SAVIMGS PER PATIENT 5 122034 A 1,686 RS
AVERAGE SAVIMNGS PER DAY OMN MCCM 5 1707 8§ 23.59
MEDIAN LOS on MOCK 56

TOTAL UTILIZATION SAVIMNGS USING MCCM MEDIAN
LS 5 5579 5 1,321,135
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Appendix N: Statistical Significance of Cost-Savings per Day

Statistical Significance of Daily Cost Savings

Medicare Private
sample | sample Size (n)  I'wo-talled p-Value 1wo-tailed p-Yalue
All MCCM 28 Le166YTIN (he1481570
CHF 11 6345517 006565335
Cancer 13 0.25%63972 026136187
COpPD 2 (94442742 URSTTRLL

* p-value of less than or equal to (.05 indicates statistical significance
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Appendix 0: Budget for Initial Pilot

100 Visit Analysis

Visits 100 per month
Net revenue per visit $ 172.39
Revenue
Community Palliative

Code Billed Gross Net Revenue

99344 200 $ 642.44 $ 349.45

99345 26.00 $ 941343 $ 4,990.21

99348 400 $ 512.89 $ 260.32

99349 9.00 $ 1,76953 $ 913.27

99350 50.00 $ 20,788.08 $10,726.01

100.00 $ 33,126.37 $17,239.26

Community-Based Palliative Care Initial Pilot Budget With Indirect Cost

FTE Annual Wage Benefit Montly Labor

Nurse Practitioner 0.4 $ 40,490.61 $12,147.18 $ 4,386.48
Physician 0.1 $ 21,960.00 $ 6,588.00 $ 2,379.00
Coordinator 0.1 $ 301600 $ 90480 $ 326.73
Skilled Nurse 01 $ 6,46450 $ 1,939.35 $ 700.32
Social Work 01 $ 428797 $ 1,286.39 $ 107.20
Total 0.80 $ 71,931.11 $18,735.18 $ 7,899.74

Visits 50 per month

Patients 25

Revenue $ 8,619.63

Direct Monthly Cost  $ 7,899.74

Indirect Cost $ 51,142.50

Margin Per Month $ (50,422.61)

Community-Based Palliative Care Initial Pilot Budget Without Indirect Cost

FTE Annual Wage Benefit Montly Labor

Nurse Practitioner 0.4 $ 40,490.61 $12,147.18 $ 4,386.48
Physician 0.1 $ 21,960.00 $ 6,588.00 $ 2,379.00
Coordinator 01 $ 301600 $ 90480 $ 326.73
Skilled Nurse 01 $ 6,46450 $ 1,939.35 $ 700.32
Social Work 01 $ 428797 $ 1,286.39 $ 107.20
Total 0.80 $ 71,931.11 $18,735.18 $ 7,899.74

Visits 50 per month

Patients 25

Revenue $ 8,619.63

Direct Monthly Cost  $ 7,899.74

Margin Per Month $ 719.89
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Appendix P: Intake Process

Intake Process

Community-Based Palliative Care

Inclusion Criteria
The inclusion criteria for the initial pilot must ALL be met and include:

s CHF or other life-limiting cardiac diagnosis

= A prognosis of 12 months or less

m Lives within a 30 minute drive from main hospital within the organization
= Has insurance coverage

= Palliative Performance Scale score of 70% or less

Questions to Ask of Referring Health Care Professional to Determine Eligibility

Determine life-limiting diagnosis
= For what diagnosis is this patient being referred to this program?

Determine prognosis
m Is the likelihood of death within 12 months?

Determine where patient lives
s Where does this patient live?
m Look up if this location is within 30 minutes of main hospital within the organization

Determine Insurance coverage
= Does this patient have insurance coverage?

The following questions allow you to give a PPS score to the patient. Refer to the PPS chart and
circle the correct response as these questions are asked

= How is the patient able to ambulate? Full, reduced, chair bound, or bedbound?

s What is the patient’s activity level? Normal, normal with effort, can’t do normal activities,
can’t do hobbies or house work, unable to do any activity?

s How much self-care is the patient able to perform? All, needs some assistance, needs
considerable assistance, is mostly assisted, completely assisted?

s How is the patient eating and drinking? As normal, reduced, or minimal?

s What is the patient’s level of consciousness? Full, confused, or drowsy?
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Activity Level

74

) ) Self-Care Intake Level of Consciousness
Evidence of Disease
Normal
100 Full . Full Normal Full
No Disease
Normal
90 Full ) Full Normal Full
Some Disease
Normal with Effort Normal or
80 Full . Full Full
Some Disease Reduced
Can’t do normal job
70 Reduced or work Full As above Full
Some Disease
Can’t do hobbies or . .
Occasional Assistance .
60 Reduced housework As above Full or Confusion
N . Needed
Significant Disease
Considerable
) o Can’t do any work ) )
50 | Mainly sit/lie . ) Assistance As above Full or Confusion
Extensive Disease
Needed
Mainly ) ) Full or Drowsy or
40 ) As above Mainly Assistance As above )
in Bed Confusion
30 Bed Bound As above Total Care Reduced As above
20 Bed Bound As above As above Minimal As above
10 Bed Bound As above As above Mouth Care Only Drowsy or Coma
0 Death - - - --
(Modified from Wilner & Arnold, 2015)
Total PPS score:
Does the patient meet all criteria (circle): YES NO

If so, add to Community-Based Palliative Care referral spreadsheet in the M:drive and contact
nurse practitioner to arrange initial consultation
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PPS

Julie Christenson <juliechristensonrn@gmail.com>

Mon 2/13/2017 9:22 PM
Rowerdink, Tanya A.

Tanya,
Permission is granted for the use of the PPS. Thanks!

PCNOW

Julie Christenson, BSN, RN, CHPN
Aurora At Home - Zilber Family Hospice
UW-Milwaukee - College of Nursing:
Doctor of Nursing Practice - FNP Student

75
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Appendix Q: Program Evaluation, Timeline, and Data Collection Spreadsheets

Program Evaluation
Community-Based Palliative Care

Pilot program evaluation is to take place every two to four months. Once the program is
established, evaluation is to take place monthly. Spreadsheets for data collection are
available in the M:drive under CBPC Pilot.

Metrics to Evaluate Community-Based Palliative Care Program

Patient Profile
m Diagnosis
m Race/Ethnicity

Program Utilization Measurements
m Total patient referrals
m Total admitted to program
m Reason for ineligibility
m Referral source
m Discharges from CBPC

Patient Utilization Measurements
m ED visits and hospital admissions while on CBPC
m Desired location of death identified on advanced care planning
m Location of death

Operation/Process Measurements

Completion of Advanced Care Planning

Percentage transfer to hospice

Mean and Median LOS on CBPC (in days)

Percentage transfer to hospice from CBPC

Mean and Median LOS on hospice post transition from CBPC
Percentage directly admitted to hospice

Visit Standardization Measurements
m Average time per visit for new and established patients
= Number of patient visits per day
s Completion of PCQN Community Based Data Collection Card

Symptom Management
= PCON Symptom & Well-Being Survey

(CAPC, n.d.)
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Program Utilization & Process Measurements

Transition
Referral

Initial Referral Referral Attending Diagnosis LY IHPSIETTE Status Eligibility Ineligibility Direct to CERe D AT

LOSon LOSon

Patient Name Race/Ethnicity - CBPC  Hospice

Location miles of (less than or
Butterworth? equal to 70?)

Discharge from
Reason CBPC?
(Yor N)

Date rce Physician (Admitted, Status Reason Hospice

Pending)

Goals of Care Data Tracking
Advanced Desired

Patient Name Directive  Location of

Complete Death

Location of

Death

Visits per Day

# of Visits that

Provider Date Setting

D)

Visit Length Data
Initial Visit Visit Length
Provider Patient Name Visit Date Length (New (Established
Patient) Patient)

PCQN Symptom Survey: Sympom Management Evaluation
Pain Tiredness Nausea Depression Anxiet Drowsiness Appetite Wellbeing Shortness of Breath|  Constipation Distress
Initial  After Imo [SInitial™|/Afterimo Initial  After imo Slnitial™ Afterdmo| Initial  After Imo [Initial™ AfterImo Initial  After 1mo [ Initial™ | /AfterImo Initial  After imo ‘lnitial | /Afterdmo| Initial  After Imo

Patient N . . . . . . . . . . . . . . . . . . ; . . .
atient Name Rating  Rating ['Rating’|"Rating’| Rating Rating [Rafing'|\'Rating’| Rating Rating [Rating'|"'Rating’| Rating Rating |Rating"| Rating"| Rating Rating ['Rating'|"'Rafing| Rating Rating
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Program Plan and Timeline

Community-Based Palliative Care

Initial Pilot Plan A
Start Date:

m Initial Inclusion Criteria:

m CHF or other life-limiting cardiac diagnosis

A prognosis of 12 months or less
Lives within a 30 minute drive from the main hospital within the organization
Has insurance coverage
Palliative Performance Scale score of 70% or less

Evaluate Initial Pilot Plan A
Evaluation Date:
m Evaluate in 2 to 4 weeks
m At four weeks, if 12 patients or more have been admitted to the program, continue with Initial Pilot
Plan A
m If less than 12 patients have been admitted to the program, refer to Pilot Plan B

Pilot Plan B
Start Date:

m Modified Inclusion Criteria:

m CHF or other life-limiting cardiac diagnosis

A prognosis of 12 months or less
Lives within a 60 minute drive from main hospital within the organization
Has insurance coverage
Palliative Performance Scale score of 70% or less

Evaluate Pilot Plan B

Evaluation Date:
m Evaluate in 2 to 4 weeks
m At four weeks, if 12 patients or more have been admitted to the program, continue with Pilot Plan B
m If less than 12 patients have been admitted to the program, refer to Pilot Plan C

Pilot Plan C
Start Date:

m Modified Inclusion Criteria:

m CHF or other life-limiting cardiac diagnosis

A prognosis of 12 months or less
Lives within a 60 minute drive from main hospital within the organization
Has insurance coverage
Palliative Performance Scale score of 70% or less
Admit anyone who does not qualify for the Medicare Care Choices Model (MCCM)

Evaluate Pilot Plan C
Evaluation Date:
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= Evaluate in 2 to 4 weeks
m At four weeks, if 12 patients or more have been admitted to the program, continue with Pilot Plan C
m If less than 12 patients have been admitted to the program, re-evaluate the whole program

Community-Based Palliative Care Pilot Program Timeline

Evaluate Piot Plan 8 in 2-4
vy
Date:

e
piog . £
evaluate n 210 4 weeks ""‘"&3&7:‘“

Cate
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Appendix R: PCQN Survey and Data Collection Spreadsheet

Symptom & Well-Being Survey

On a scale of 0-10, please rate how you are feeling now by circling the appropriate number.

0o 1 2 3 4 5 6 7 8 9 10
No pain | | | | | | Worst possible pain
Not tired IO 1| ZI 3 | 4 5 6 7 8 | 9 |10 Worst possible tiredness
Not nauseous IO 1| ZI 3 | 45 6 7 8 | J |10 Worst possible nausea
0o 1 2 3 4 5 6 7 8 9 10
Not depressed | | | | | | Worst possible depression
Not anxious IO 1| ZI 3 | 45 6 7 8 | 9 |10 Worst possible anxiety
O 1 2 3 4 5 6 7 8 9 10
Not drowsy | | | | | | Worst possible drowsiness
Best appetite IO 1| ZI 3 | 4 5 6 7 8 | 9 |10 Worst possible appetite
o 1 2 3 4 5 6 7 8 9 10
Best feeling of wellbeing | | | | | | Worst possible feeling of wellbeing
0O 1 2 3 4 5 6 7 8 9 10
No shortness of breath | | | | | | Worst possible shortness of breath
) o 1 2 3 4 5 6 7 8 9 10 i N
Not constipated | | | | | | Worst possible constipation
Other problem: |0 1| ZI 3 I 45 6 7 8 | J |10
Please circle the ONE response that is most true for you:
Are you at peace?
Not at all A little bit A moderate amount Quite a bit Completely
How would you rate your overall quality of life?
Very poor  Poor Fair Good Excellent

Please circle the number (0-10)
that best describes how much
distress you have been
experiencing in the past week
including today.

Extreme distress

No distress

S -~
o)
o_| |
81 |—
7 1 =
6 — |-
5 -
41 =
3 -

2_ —
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Appendix S: Sustainability Plan

Sustainability Plan

Community-Based Palliative Care
Aspects to Address to Impact Sustainability:

Standardize Palliative Care Visits
m Visit Standardization Guidelines
m Data collection tools-PCQN Community Based Data Collection Card
m Symptom assessment tools- PCQN Symptoms & Well-Being Survey

Standardize Data Collection and Analysis
m Program Evaluation form
m Date to be collected in the CBPC Program Evaluation Excel spreadsheet in m:drive
m Program to be evaluated every two to four weeks during initial CBPC pilot

Program Growth
m Increase CBPC referrals by broadening inclusion criteria and providing education to potential
referral sources
m Create pamphlets to quickly reference and learn about the CBPC program

Expand Workforce
m As the program grows increase FTEs of all disciplines
m To service 50 patients, all FTEs in current budget must be doubled to the following: 0.2 FTE
Physician, 0.8 FTE Nurse Practitioner, 0.2 Skilled Nurse, 0.2 Social Worker, 0.2 Coordinator
= Maintain a 1:2.5 ratio of Physician to Nurse Practitioners

Culture of Accountability
m Weekly interdisciplinary meetings between Physician and Nurse Practitioner using Interdisciplinary
Collaboration Guidelines
m Determine education needs
m Coordinator to send Program Evaluation Analysis to team members

Efficient Use of Time
m Visit Standardization Guidelines
m Coordinator to initiate the intake process with Intake Process form, schedule appointments, call
patients with visit reminders, and analyze data in CBPC Program Evaluation Excel spreadsheet
m Visits are to be geographically scheduled once program has more than 12 patients

Accurately Code and Bill Visits

= Key Components for Coding Patient Visits
m Professional Services Coding Guide

(Bull et al., 2012)
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Appendix T: Visit Standardization Guidelines

Visit Standardization Guidelines

Community-Based Palliative Care

Visits Per Day (0.2 FTE) Per Location

Location

Number of Visits Per Day

Hospital

8-10 visits per day

Nursing Home/ Assisted Living Facility

7-8 visits per day

Home Setting

4-5 visits per day

Visit Length

Patient Status

Length of Visit

New Patient 90 minutes
Established Patient 60 minutes
Charting Standardization
Purpose Form

Initial Visit Information Collection

PCQN Community Based Data Collection Card

Symptom Assessment

PCQN Symptom & Well-Being Survey

(Bull et al., 2012)
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PCGMN - i ATy 3 2 LA Y v F COMMUNITY BASED DATA COLLECTION CARD
(1) Visit Date: (27 Initial Consult: O Medical racord =:
{3z) Patient Type: O Clinic O Home O 3NF Hursing Homs Last name:

First nams:

(38 Tele-visit: O

(41 Aze (5] Referral Source {choose one):

(5) Gender: E lnpaﬁa‘uTP«; E EI!:argan-:_v Dept E Elumaﬁ—'-_nTP-; o E Balf O Unknawn|
O Other Inpatient Team DO Primary Cags O Other Outpatient Specialist O Cther:

{71 Reasons given by referring provider for initisl PC vist {check all that apply}:

O GOC discnssion AP O Pain hManzz=ment O Oiher s7mpiom meEnzs=ment O Suppart for patient fmily
O Suppast with tresmment decisions 0 Transfer to comfont cars bed/onit O Comfon care

O Haspics referral ‘discnssion O'Ma rezsan given O Ontheer:

{8} Primary disnznosis leading to PC consult (check one):

Ol Camcar {salid mimar) O Wasonlar O Conzenitzl/'chromasoms]l O Infactions! O Nensolagic'stralks’
0 Hematology 0 Complex chronic O Gastrointestinal immunalegicl HIV neurodegenemative

O Cardiovasoalsr conditions fziore to thrive 0 Hepatic O In-ni=ra O Drememiiz

T Pulmonary [ Ranzl 1 Tranma complication‘conditian O Other

(2% Advance Directive document on chart'svailable at ime of vist? O Mo O Y| (103 POLST on chart’'available at ime of vigt? O Mo O Yes

(11} Palliative Performance Scale (FFS) at time of visit {drcde): 100%:  20%  80%  70%  00% 30%: 0% 30% 20% 10% 0%

{127 PC team member disciplines invohred in the visit:

O Physicizn O Clinical Murss Specizlist O Murse Pracritionss O Muorse O Physician Assistam O Orher:

O Zpcial Workes O Chaplain O Psychologist/ Popchiamist O Phammacist O Community Health Worker

Assessment’ Intervention {13} Screening {14} Intervened {15} Preference for Life-Sustaining Treatment:
Magztive | Positive| Declined | Unabls 0 OFnll DOFamizl O DNREDNI O Unknown

Pzin 0 0 0 {147 Surrogate Dedsion Maker Identified:

Non-pain sympinms 0 0 0 Ol Id=nrifisd and docwment=d OINot addressed

Psychosacial m==ds 0 0 O 0 O B =552d but nmbls to confinm

Spiritnal nesds 0 O O O O {17 Snpport for Caregiver Provided:

Croals of care’ ACP 0 0 O 0 0 O%Yes O MNocaresiver prasent

{197 Services referred to: {187 Other Outoomes:

O Haspic= O Homs Hezlth O Homs-based Palliztive Cars O Preference for life-sustzining treatment carifisd

0 Admission taHospitzl 0O Emerssncy Depantment O Socizl Wark O Advancs Directive complered

O Physicz] Tharzpy O Intezrative Therapiss O Ma semvices O POLST campletsd

O hlzntal Heslth O Other:

Patient Symptoms: Use Separate Patient Form or Indicate Results Below Space for Optional Tirms

(20 ESAS Messures (0-10) {21y Are vou at peace?

Pain: OPt unzbletorate | ONotatall O Quite abit

Tirzdness: OPr unzbletorare | O Littlabit O Campletely

Wz O Pt unzble to rzte | O Moderats smount OV Pt unzkls fo mafe

Dizpression: O'Pt unzbls forate | {22 Howwould vou rate overall quality of 1ife?)

Anxisty: O Pt unzkle fo rate | O Very paar O Graad

Dirowsinsss: O Pt unshletarzre | O Poor L Excellent

Appetite: 0O Pt unzhle torate | O Fair O Pt unzhleto rate

Well-being O Pt unzble torate | (23) Distress Thermometer: How much distress

Shomtofbresth. _ CJ Pt umabletorate | D2Vey0u besn experiencinginthe last wesk

— — — inclnding tadey? (I — no distress o 10 —exirems

Constipation: OPt unzbletarate | 4500 o

Other: )

Capyright 20146, Palliative Care Qunality Nemrak (POON PCQN ID £:
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Appendix U: Interdisciplinary Collaboration Guidelines

Interdisciplinary Collaboration Guidelines

Community-Based Palliative Care

Interdisciplinary Collaboration Standardization:
m Collaboration between the Physician and Nurse Practitioner occur weekly in-person
m Meetings to last 30 to 60 minutes
m Utilize the content below to lead discussion

Patient Name:

Situation

Diagnosis

Current plan of care

Briefly describe the situation

Changes (physical, psychological, or social) that may require a change in the plan of care

Background
m Pertinent history (physical, psychological, or social)

Assessment
m Physical, psychological, and/ or social findings
m Review notes from Skilled Nurse or Social Worker

Recommendations
m Changes in plan of care
m Interventions needed
m Determine when and who should see patient next

ALWAYS finish with these questions:
= What needs to be changed in processes?
m Have we filled out all data in the CBPC Program Evaluation spreadsheet?
m Further resources or educational needs?
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Appendix V: Billing and Coding Resources

Key Components for Coding Patient Visits

Community-Based Palliative Care

History

Problem Focused: Chief complaint; Brief HPI (1-3 elements)

Expanded Problem Focused: Chief complaint; Brief HPI (1-3 elements); Problem pertinent ROS (1
system)

Detailed: Chief complaint; Extended HPI (4 or more elements OR status of 3 or more chronic/inactive
conditions); Extended ROS (2-3 systems); Pertinent PFSH (1 item from 1 element)

Comprehensive: Chief complaint; Extended HPI (4 or more elements OR status of 3 or more
chronic/inactive conditions); Complete ROS (10+ systems); Complete PFSH (1 item from at least 2 or 3
elements for established patients & ER, OR service/ 1 item from all 3 elements for new patients, consults,
hospital care, observation, nursing care facility)

Exam

Problem Focused: A limited exam of the affected body area or organ system (1-5 aspects)

Expanded Problem Focused: A limited exam of the affected body area or organ system and other related
or symptomatic organ systems (at least 6 aspects)

Detailed: General multi-system exam (2 comments per 6 organ systems OR 12 comments on 2 or more
organ systems); Single organ system exam (at least 12 comments for all organ systems other than eye
and psych exam, then 9 comments)

Comprehensive: General multi-system exam (at least 2 comments for the 9 organ systems/areas)

Medical Decision Making

2 out of 3 of the elements below must meet or exceed the Medical Decision Making type

Type of Decision Making # Dx or Interventions Amount/Complexity of *Risk of Complications,
Data Reviewed Morbidity, Mortality

Straightforward Minimal Minimal/None Minimal

Low Complexity Limited Limited Low

Moderate Complexity Multiple Moderate Moderate

High Complexity Extensive Extensive High

*Risk includes the risk for complications, morbidity, or mortality from the presenting problem, diagnostics,

or treatment

Contributing Component: Nature of Presenting Problem
Minimal: A problem may not require the presence of a provider, but services are being provided under

provider supervision

Self-Limited or Minor: A problem running a definite course, and is not likely to permanently alter health

OR has a good prognosis

Low Severity: Risk of morbidity without tx is low, little risk of mortality without tx, full recovery is expected
Moderate Severity: Risk of morbidity without tx is moderate, moderate risk of mortality without tx,

uncertain prognosis OR increased probability of functional impairment
High Severity: Risk of morbidity without treatment is high, moderate to high risk of mortality without tx OR
high probability of severe functional impairment
(Modified from Uecker, n.d.)
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Professional Services Coding Guide

Community-Based Palliative Care

86

Agency: Date of Service:
Patient Mame: Medical Record Mumber:
Diagnosis: 1. ICD-10: 1.
2. 2.
3. 3.
4. 4.
Home Patient Billing Codes ALF or Rest Home
CPT Compdasity Tims x| cPT Compdasity Timsa
99341 | Mew Low Compsty New 20 min gad2d | Mow Sraigh Forward | New 20 min
99342 | Mew Low Compsity Neaw 30 min 9325 | Mow Low Comgiedly | Mew 30 min
99343 | Weaw Mod. Compiedty Haw 25 min 99326 | Mew Mod. Compisdty | Mew £5 min
99344 | Wew Mod. Compiadty Wew 60 min 93377 | Mew Mod Compisdty | Mew 60 min
93345 | Wew High Compiaity New 75 min 93328 | Mow High Comgissity | Mew 75 min
99347 | Esl Low Compiasity Esl 15 min 99334 | Esl Sraighl Fonward EsL 15 min
99355 | Esl Low Compiesdty Esl 23 min 99335 | EsL Low Complsity EsL 25 min
99389 | Esl Mod Compiadty Esl 40 min 99335 | Es1 Mod. Compiedty | Esl 40 min
93330 | EsL High Compisity Esl 60 min 99337 | EsL High Compiesdty EsL 60 min
55354 | Add 3t 30-74 min abows base tme Fa354 | Add al 30-T4 min above base tme
J3355 | Add a1 each addiiondl 15-30 min. TS50 | AQd 31 =adh additonal 1530 min.
Mursing Home Patient Billing Codes Transitional Care Management Services
CPT Compdasity Tims x| cPT Compdasity Paramatars
93304 | Iml Low Comipissdty Inifial 20 min 99435 | E51 Mod. Compiesdty | F2F within 7 days
93305 | Iml Mod. Compisdty Inifial 35 min 99435 | sl High Compiasdity F2F within 7 days
99305 | Inl High Compieity Infital £5 min 994595 | St Mod Complesity F2F witin 5- 14 days
99307 | Sub. Low Coompiadty Sub. 10 min 99435 | Esl High Compiadty F2F witin 8- 14 days
993058 | Sub. Low Comphsity Sul. 15 min
99309 | Sub. Mod. Complsdty Sulr. 25 min Chronic Care Management Services
99310 | Sub. High Compiedty Sub. 35 min X | CPT Tima Paramatar
55355 | Add 3t 30-T4 min abovs base tme 99430 | 20 min. par manih NEHFIF care coordinaian
F3357 | Add 3l each addiiondl 15-30 min.
Advance Care Planning
X | CPT Tima Paramatar
99497 | wp io 30 min. Advance dirscive discussian
9235 | addfonal 30 min Advance dirscive discussian

Location:

‘Waak of /Spacific Date:

Patient Scheduling
Patient CHechargaTransfar Datalls:
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Appendix W: Additional Resource

Communication Strategies

Community-Based Palliative Care

Communication — Six Steps:

1. Prepars

2. Establish [patient perspective)

3. Determine {patientFamiby
prefarences)

4. Deliver (informnation)

£. Respond (emotion)

6. Establish (plan, goals)

SPIKES: “Bad Mews" format

5: Setting
“Sabuy FraparaieFianning

EmdranmantCamian
Awald Distrackans
PariCpaE M acEIns
“\aming Shat

P: Patient'Family Perspectives
Parcaplion of cuman stals
ExpactIBan
Mizundarstanding MEsconcapll D anl 3
Waluessadls

I: Invitation
TypaSviam of IEmaton (Fragnosks)

K: Knowledge
Gauga i indidual
DiractAwad Jargan
Small “Chunics”
Ask-Tal-Ask
Raizia infonmadion 0 valuesigdals
Address decision pomis: o3 & nscsssany s0eOfoE (20

ONR)

E: Emotion/Uncertsinty
Respond 10 Emotion
{NURSE mnamanic)
Manage Uncarisimy

5: Surnmarny

Eummariza
AETEEE
Undarstanding
SraagyMNad S
Foilow-ug
Monarandanman

MURSE: Responding to Emotion

N: Mams
Buggestva raer tan Dedarstve (Hsounds Bee ")
Actvz Bsizning
Rasizia'Summariza
U: Understand

Explaraianaciva  Lisianingiappropriisia  Sllanca
(Tmandarsiandng. you ia say.....7)

[l cannal Imagine winal Fis .. )

Awdld Pramaiure Raassurance

R: Respect
Acmawiedgefespecl Imansiy of Emalan
KNormalize
Praisa Coping Sidiks
Waon-viarbal Cues Importan

5 Support
Exgressian of Cancam
ArSoulaiz Undarstanding
VWEngnass 19 HepParinar
hnarandonme=nt

E: Explore
[l m= mara._. ")
Empatty (cantrasied Wil Symaaty)
.. you..7)

Shared Decision-Making:
Owversll Purpose:
=  Mutuslshared Understanding
=  Mutuslishared Goals and Plan
# Healing Relationship

“VALUE"

W Jue PalamTamily Siaiemams
A gmoaisdgs amotianuncartainty
L sk

U mderstand,
E B Questions

“pASCEND"

A MicipEE (prepaming)

5 UMMANZa (undarsanding)
Comams (acmawiadgs)

xgiqea, Svplain (imrmatan, goais)
= sine

anl =i}

L=

(Modified from Johnson, n.d.)
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Goals of Care: The Essence
Dr. Simin N. Beg, MD, MBA, FAAHPM

Why?
m Help patients, caregivers, and families come to terms with the reality of their illness
m Help to facilitate alignment of patient and family values
m We cannot create a plan of care without goals of care

Three Questions
m What does the patient/family understand about the disease process, progression, and treatment
options?
m What are hopes/fears?
m How can we assist to align the two?

Seven Steps

Create the right setting, involved the key individuals
Determine what the patient and family know
Hopes/fears

Suggest realistic goals

Respond empathetically

Make a plan

Review and revise as appropriate

Language with NEGATIVE Connotation
Do you want everything done?

Do you want to discontinue care?

Do you want hospice?

It's time to stop aggressive treatments

We will make sure he/she doesn't suffer

Language with POSITIVE Connotation

We will provide the best care possible until the very end

We will concentrate on improving your quality of life

We want to help you live meaningfully

We want to make sure you get the treatment that you want

Your comfort and dignity is our priority

We will focus on treating your symptoms

Let’s discuss what we can do to fulfill your wish to stay in your home

Challenges
m Preconceived notions/agendas
m Labels
m Cultural barriers

(Bernacki & Block, 2014; Stone, 2001)
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Appendix X: ltems to Determine and Complete Before Program Pilot

ltems to Determine and Complete Before Pilot Initiation
Community-Based Palliative Care

Purpose
The below items must be determined and completed prior to a community-based palliative care pilot
program initiation. These items are to be determined by administrative roles.

Item to be Determined Before Pilot Initiation Completion Date

Kay stakeholder approval for pilot program initiation

Determine employees for each discipline role

Orient employees to the program

m Intake process and inclusion criteria
Visit standardization guidelines
Interdisciplinary collaboration guidelines
Data collection forms and spreadsheets
Data evaluation plan and expectations

Determine cost center

Determine electronic medical record (EMR)
m Template creation or utilize current
templates in outpatient palliative clinics

Determine pilot start date
m Begin Program Plan and Timeline
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Appendix Y: Enactment of DNP Essentials

DNP Essential

Evidence of DNP Essential Competencies

I. Scientific Underpinnings for
Practice

Developed a program based on innovative, new practice
approaches

Applied an implementation theory (PARIHS) and nursing
theory, Theory of Symptom Management, to
implementation and evaluate developed program

Used the Burke Litwin Model to comprehensively assess an
organization

Created aspects within the toolkit to provide advanced
strategies and communication techniques

Il. Organization and Systems
Leadership for Quality
Improvement and Systems
Thinking

Developed a care delivery approach that meets the current
need of the organization, along with anticipates program
growth

Utilized principles in business and finance to develop a
program budget and perform a pre-post cost-savings
analysis with statistical analysis

Created procedures for ethically collecting data to analyze
for research

I11. Clinical Scholarship and
Analytical Methods for Evidence-
Based Practice

Used analytic methods to appraise the available literature
related to community-based palliative care (CBPC) to create
an evidence-based toolkit for the development of a CBPC
program

Designed a process to evaluate outcomes of a CBPC
program including processes, quality indicators, patient
demographics, and utilization.

Designed a CBPC program to improve quality of care
delivered within an organization by increasing access to
care

Used information technology to collect data and analyze
data from various EMRs

Acted as a consultant within the Midwest organization to
collaborate and create a CBPC program that is feasible
within this organization

Disseminate DNP scholarly project to key stakeholders
within the organization and GVSU

IV. Information
System/Technology and Patient
Care Technology for the
Improvement and Transformation
of Health Care

Attended Great Lakes Health Connect Summit to better
understand ethical and legal issues that can exist in
healthcare information technology

Demonstrated conceptual ability and skills to develop an
evaluation plan with corresponding interfaces to collect
program data

Collect data from various EMRs to inform quality
improvement

V. Health Care Policy for
Advocacy in Health Care

Analyzed health policy and initiatives related to the CMS
Medicare Care Choices Model (MCCM) program
Influenced policy makers and advocated for the nursing
profession by attending MICNP Advocacy Day in Lansing
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and attending the advocacy event at GVSU

Learned to better advocate for social justice, equity, and
ethical policies by attending the medical humanities
conference at Western Michigan University and a
conference on human trafficking

Attended a multidisciplinary conference on the opioid
epidemic to analyze the provider role within this public
health issue

V1. Interprofessional Collaboration
for Improving Patient and
Population Outcomes

| attended the Midwest Interprofessional Practice Education
and Research Center conference to learn effective
communication and collaboration skills, as well as
initiatives in health care education

Used effective communication and collaboration skills in
MCCM interdisciplinary team meetings

Lead administrative and clinical care team members in
discussion about innovative, quality improvement program
development to create change in the complex healthcare
delivery system

VI1. Clinical Prevention and
Population Health for Improving
the Nations Health

Attended conferences on various populations to synthesize
concepts related to clinical prevention and health promotion.
These conferences discussed populations including: U.S.
Veterans, individuals with life-limiting illnesses on
palliative care, oncology, those with mental health illnesses,
Attended the Michigan Nursing Summit, which analyzed
the current culture of health including the epidemiological,
biostatistical, and environmental factors that contribute to
health.

Evaluated care delivery models to service patients with life-
limiting illnesses. Analyzed community, environment,
culture, and socioeconomic dimensions to create a toolkit
for an innovative care delivery model.

VI11. Advanced Nursing Practice

Spent 500 hours in primary care and 100 hours in a
specialty office to develop and demonstrate advanced
levels of clinical thinking, judgment, and accountability to
evidence-based interventions

Spoke at a Graduate Student Organization meeting to
discuss my experience as a 4" year DNP student and my
scholarly project work to act as a mentor to other students
Spent time with Dr. Beg in the CHF clinic to learn how to
educate and guide individuals and families through
complex health situations

Used conceptual and analytic skills to evaluate the links
between practice, populations, and policies that exist
within MCCM.




