Gather & Grow Q1 2025 - Care Coordination-20250311_145220-Meeting Recording
March 11, 2025, 1:45PM
1h 6m 50s
[image: ]
AMANDA CAPPS   0:16
Yeah.
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+17*******01   13:29
Administration cracked care.
Oh.
[image: ]
LYDIA GADD   14:23
Morning.
[image: ]
Izzy Dickison   14:23
Good morning.
[image: ]
ASHLEY PATTON   14:24
Good morning.
[image: ]
ANNETTE ROULO   14:27
Good morning.
[image: ]
Mindy Bundy   14:50
How's everybody? Like daylight savings time or saving time?
Has it messed everybody up?
[image: ]
Izzy Dickison   15:00
100%.
[image: ]
Mindy Bundy   15:04
Yeah.
It messes our dogs up.
We have four dogs, so it's like I don't care what the clock says. It's time to eat.
[image: ]
Izzy Dickison   15:22
I always hate it when it falls back because my dog thinks it's time to go out early and then when we spring forward he wants to sleep.
He's not ready to get up and go out so.
[image: ]
Mindy Bundy   15:32
Yeah.
[image: ]
Izzy Dickison   15:33
It definitely messes with them.
[image: ]
Mindy Bundy   15:37
Yeah, for sure.
We don't have that many people on here.
And six.
I give it a couple more minutes.
I was looking at, excuse me, who was accepted and she's not on there yet.
[image: ]
Amber Burden   16:10
Hello.
[image: ]
Mindy Bundy   16:35
This is recorded so I don't want to take up.
A whole lot of time waiting on anyone else for your guys sake.
Can send that out and they'll just have to watch the recording.
So can you guys see the PowerPoint now?
[image: ]
LYDIA GADD   16:58
Yes.
[image: ]
Mindy Bundy   16:59
OK, perfect. So in case anybody is on here that's not familiar with who I am, Mindy Bundy, administrator for Evansville license in the Columbus license, which is an adaptive group.
And gather and grow.
We put this on the administrators do for education, just kind of whatever topics people seem to be struggling with or something new occasionally.
This one is gather and grow on care coordination.
It's something that.
I kind of grumbles with, but sometimes occasionally could be that we just don't understand, or maybe kind of lost focus on it.
So we'll just talk about this in depth again, real good.
So the overview today we're going to talk about the purpose of the care coordination.
Who to coordinate?
Care with and when where to document it, and then we'll also talk about the business, associate agreements, transfer summaries, decreasing PA hours and coordination at discharge.
All those good things.
Can you guys hear me OK?
[image: ]
KEELY KLUESNER   18:16
Yes.
[image: ]
LYDIA GADD   18:16
Yes.
[image: ]
ASHLEY WINKLE   18:18
Yes.
[image: ]
Mindy Bundy   18:19
May make my see if I can make mice.
Green bigger.
It's awful small.
Whoa. OK, did that make it big?
For you guys to see.
[image: ]
LYDIA GADD   18:31
Mindy, if you go to a slideshow and start from beginning, it'll fill up the whole screen.
[image: ]
ASHLEY WINKLE   18:32
Yeah.
[image: ]
Mindy Bundy   18:37
I will do that.
Look how beautiful that is.
OK. Care coordination? What and why?
Oh, it took my notes away though.
OK.
So what coordinating care is the organization of patient care activities between the client and other participants in their healthcare and the purpose is to improve the overall quality of care.
So I think we kind of for the most understand why or what the care coordination is.
We're coordinating the care.
And why sometimes, as nurses, I think why goes a long way with us that we want to do things?
Sometimes we may not just have a focus right there.
So maybe if we can think about the why we can do a little bit better on our care coordination for our clients sake.
We promote greater quality, safety and efficiency of the care.
[image: ]
Amber Burden   19:43
You were at the start of a new module.
[image: ]
Mindy Bundy   19:43
Result.
[image: ]
Amber Burden   19:44
Our lawyers asked us to write this.
[image: ]
Mindy Bundy   19:49
Resulting in improved outcomes for the patient.
So #1 what?
Why we want to do it is it's better for the client. We can get everyone involved and hopefully meet our goals a little better.
Also decreases the chance for duplication of services, because that's always going to be a big thing or business, right?
We do this to get paid.
Help at home puts food on my table, so we do want the business and we don't want to duplicate services because that could end up being a non payment situation.
What we provide with Medicaid is typically going to be secondary to any Medicare.
So we're kind of low on the totem pole, which is kind of.
Backwards to me because we provide very basic, medically required necessary services, so assistance with bathing.
Changing a toileting stuff like that. That to me is so.
It's so is basic, but it's absolutely required.
So to me, I don't feel like we should be secondary, but.
And then why we really want to focus on the exchange of information between disciplines.
So that is why and then of course, because we have conditions of participation, we have to meet and also our policies say we're going to do that so.
The condition of participation.
So this is something that an auditor's gonna look at if there's a regulation on it, they're gonna be looking at this when they come in to, to check our care over it says that we must assure communication with all positions.
[image: ]
Amber Burden   21:39
Please.
[image: ]
Mindy Bundy   21:44
Involved in the plan of care. So if you kind of see these bolded words, those are action words.
These are things that we do we I think care coordination sometimes is like a task.
It's actually something that we need to do.
We're going to assure that communication, we're going to integrate orders from all physicians involved in the plan of care. So we want to ensure the coordination of all services and interventions provided to the patient.
So we're gonna say we do XYZ, and then we're gonna talk to their skilled agency, and they're gonna say we do XYZ as well, but also ABC.
[image: ]
Amber Burden   22:15
Passwords.
Choose.
[image: ]
Mindy Bundy   22:26
We wanna make sure all the different things like we kind of will be like, oh, they take care of the Foley Cath.
We wanna like, really?
Ask them a lot of questions.
What? What all are they doing?
What education are they providing?
Do they provide supplies?
Different, you know, do they have a specialist that they go and see a urologist for example, and then we're going to integrate all the services, so any services provided directly or under arrangement to ensure the identification of patient needs and factors that could affect patient safety and treat.
Effectiveness and coordination with care provided by all disciplines.
Sometimes if we would go through this checklist and say we're going to integrate all services, we do a recertification or an admission and they say I don't have any other specialists, maybe that's something that could help us be like Oh well, you need that. If their primary DI.
Is COPD. If that's the main reason that they need us to begin with.
That's something that maybe we need to get them referred to pulmonologist.
You know, sometimes the the services are not there and maybe they need to be.
So that could be a trigger for us to get some referrals out there, coordinate care of delivery to meet the patient needs involve the patient representative if any caregivers as appropriate in the coordination of care activities.
So if we are there in the morning, are they coming in the evening?
What about a skilled agency that comes in does?
Dressing changes.
When are we going to want to give a shower? If it's addressing that, can't get wet.
Do they want to keep it dry because they're not going to come for another day?
Do we want to go ahead and let it get wet because the nurse is on her way to remove it and take care of it?
We really want to look at all of those and then ensure that each patient and his or her caregiver, when applicable, receive ongoing education and training.
I know we have hit on that a few times.
We really want that documented education and training that we have provided to that client.
So and also it's specific on this condition of participation specific to regarding the care and services identified in the plan of care.
Right there are links, coordination of care to our adaptive policy and coordination of care to the help at home.
So who to coordinate care with and when?
So I've kind of divided this top page bottom page so I I guess you could say the main stars of the show.
Who number one will always be a home health aide? They are the ones that carry out the orders. The Service plan. Those are physician orders because it comes from our plan of care in the plan of care signed by physicians.
So they are carrying those orders out.
The HHA.
Always one of the most important persons you can coordinate care with.
Include all routine caregivers. If you have a fill in here or there, that's somebody that's probably not going to be included.
But if they've got somebody that works weekends only, or maybe in the evenings we want to speak with all of them, and then of course, if it's a skilled, skilled case, we're going to talk to the skilled nurse and make sure that they are part of our care.
Coordination.
We're going to document the discussion and best practices to always update that Service plan with any specifics. I know we have those quick notes that will say fall precautions and it kind of just goes through all the basics, skin precautions, things like that. If there's something very spec.
Make sure that's on there.
Something that I typically see we miss is back on the wound care. If there is a wound.
Under any kind of dressing in place, what role does that home health aide play in, you know, caring for?
I mean, they're not going to do any kind of wound care, of course, but they're going to be watching.
Does it fall off if it's on their bottom?
And they did incontinent care.
And now it's soiled.
What do they need to know to do different things like that?
Foley catheter if there's.
A IV do. Do they need to keep it dry?
Are they allowed to shower?
They need to know all those specifics.
#2 is your doctor.
The orders are plan of care always, always gonna be a home health aide. Always gonna be the doctor and 3rd is always gonna be the patient.
So if you hit those three, sometimes the patient or the client only has those three. The doctor, the home health aide and themselves.
Sometimes that's all they're gonna be.
So if you hit all three of those, you'll be most of the way there.
With the care coordination.
So and then I went ahead and included with the patient.
Sometimes you may have someone in a supported care living situation, so like a group home they may have a power of attorney healthcare representative and sometimes they're not even involved.
It could be an an Ant in another state.
They may not be involved as far as the day-to-day activity, but they are.
A legal representative.
And we still need to call them.
And review the our care coordination just call and say I did a recertification visit.
There are no changes.
We are continuing to be there five days a week.
To do these tasks, medications I reviewed that they seem to be taking it as prescribed.
Do you have any questions or concerns?
And sometimes you know, especially if they're not involved, they may not have any say, but we always want to include them and and that also includes any.
Kind of children. Sometimes our client is a minor and sometimes.
We might have someone who has no one specifically ordered no power of attorney or a healthcare representative.
It may be an informal support person, so it could be a wife or husband. Maybe the wife has dementia and they have no paperwork legal paperwork in place. We still want to include them.
So whoever, if it's not patient, it's gonna be patient. Husband, make sure that that is listed.
We want our documentation to reflect that we have included the patient 'cause. I think sometimes we we think of the outside people, we don't necessarily think about the patient themselves.
We want our documentation to reflect that that we've included them as well.
'Cause right here, the the client has the right to be involved in the development. Excuse me.
Of the plan of care and any changes in that plan. So we have to demonstrate that because we can take it, I think as as given of course the patient knows they were there.
We talked about this, but we want to make sure that it is documented.
So at a minimum, the client agrees to the plan of care to the beginning of our services.
And any subsequent changes. So we want to make sure that they are involved.
So the bottom part of this page this is.
I kind of.
Sorry, tried to make it 2 separate parts because I think the other parts is typically where we're missing on our audits.
Her other people that are included in this care coordination.
So it's anyone. It can be someone in the home can be someone outside the home.
Sometimes we we forget that.
We they seem on different levels, I think, but they're all part of the care for this client.
So we have to coordinate with all of them, so any specialist or medical provider, you know, cardiology, pulmonology, oncology, how often?
And that's kind of back on what I was saying, that if they don't have these, do they need them?
And sometimes it's not something that you know, even if we go through their medication list, sometimes it's not something that they've thought about.
I know in my area it's probably kind of similar throughout Indiana is we'll have a client who's 80 years old and has one provider who who manages.
Your blood sugars, Doctor Smith.
It's like, OK, who?
Manages your.
Your heart, the different things that you take for that you have Nitro on your Med list.
Who manages that Doctor Smith?
It'll be like the same doctor doing all of it.
Do they need a specialist and is that something that they would be agreeable to but it and it's funny? Doctor Smith might also take care of a minor that I have another client just down the road and also deliver babies.
And it's kind of like.
Does this patient really need more eyes on them?
One of the things can we put into place that's gonna help ultimately improve the quality of care.
Not saying anything about any of the doctors that they're doing a bad job, but sometimes you know we need there's new developments with medicine and maybe they need a specialist to at least manage one or two of their diagnosis.
So how often?
If a client is going to a pulmonologist once every three months, every 90 days, or how often, that's somebody that I would consider pretty active in their care.
[image: ]
NICHOLE SPEER   32:27
Yeah.
[image: ]
Mindy Bundy   32:36
Cardiology maybe they've got a cardiologist they haven't seen in three or four years and they've not had any issues that they don't prescribe medication.
That's probably not someone I would list in care coordination.
You might make a note they do have this position if they ever you know if they needed it after a certain amount of time, they may not even be considered a current patient with their that doctor's office. Sometimes if they have not seen in three years, they're back.
To being a new patient.
My point being is if we have them listed as a specialist or a provider, we will show that we coordinate the care.
If they're not current.
If they're not seeing these people on a routine basis for a routine health issue, we don't want to list them because if we list them, we need to show our care coordination.
But if it's not necessary, don't have them on there.
Outpatient services, so wound centers, dialysis centers infusion.
Sometimes they go to pain clinics.
Somebody might fill up a pain pump for them.
How often do they go and what do they manage?
We would.
We want all those listed in our care coordination, so those are typically somebody kind of a given if they've got wounds.
I'm saying once a week, maybe twice a week, dialysis three times a week.
Pain center. That could be a little more.
You know sporadic.
However, often they have to go.
But those are a little to me a little more obvious.
Those people are gonna be.
In their current health picture, so we for sure want them listed.
So in home agencies, those kinda are like oh, that that's obvious.
You see someone else's binder in the home, or sometimes we run into them in the home.
These people were usually pretty good at getting some care coordination with them.
We also will get business agreements, which we'll talk about that here shortly.
We're gonna want to speak with these agencies, not just fax the plan of care.
That's just kind of check in a box saying, yeah, we care coordinated. Look, here's a copy of our fax confirmation.
Those we don't know who gets them, they're probably not.
Read it's kind of just going about it.
Just a generic way. We really want to speak with these agencies. I've had people on my own client charts.
I've faxed to plan AK or.
This next recert I actually speak to him. And they're like, oh, we discharged.
You know, six months ago. And I'm like, oh, that's embarrassing.
And you know, I sent a plan of care to them.
They pry threw it in the trash.
Or if if they even got it so we want to speak with them, we want to know what they are providing, how often, what days do they come, any kind of interventions that they provide, what are their goals?
Some of them I know when we first first started doing this.
And even business agreements, these other agencies, some of them were not cooperative.
They didn't want to share planned cares.
They didn't want to speak to us, they just thought this care coordination was kind of maybe an overreach.
I'm not sure what their thoughts were but.
Those are the things that we need to include in our plan of care and how we provide our care.
So if they're in the home doing physical therapy, occupational therapy, speech therapy.
Guild nursing Hospice things like that. We want to know what days we would kind of like to know their payer source. Medicare automatically makes them primary over us.
How many total hours is like do we need to decrease any of our hours?
How often or how do they? Sorry my I had a brain fart.
Do they want to?
Stay in there only another week. Are they getting any?
Traction. Are they making any improvement?
Are they gonna discharge?
We want to ask all those things, and we also want to make sure that they are.
Not providing a home health aide a lot of times they don't.
Because right there, that's duplication of services.
Most people are not going to need to have two baths a day.
So if they are providing a home health aide Monday, Wednesday, Friday, we're not going to want to provide that service on a Monday, Wednesday, Friday.
We can be in there on a Tuesday, Thursday. Maybe if it was before Monday through Friday, maybe we can pick up the Saturday and Sunday. That's not always possible, but something to look at so we don't have to decrease the hours on the days that they're there.
But also I skipped over the unskilled provider and so that would be like our waiver or supported living our group home.
Clients that we have our personal care agency.
So the state sees our personal Services Agency as a different agency than what we are.
So we actually do have to coordinate with.
Our care supervisors, they typically are the ones that's going to be are the manager of when they're doing the the waiver. So like when we do a business agreement, it'll be myself or Lydia for the.
For the PA.
License. So we'll be signing and then usually it'll be our branch manager for the Personal Care agency.
So when when we want to show that we have coordinated care.
Started care always.
Research always and then with changes.
So if say in the middle of a certification period, we have a skilled agency start, we want to update that plan of care.
We want to say, OK, now we've got a skilled agency that's come in.
They're going to be in there three days a week.
We might want to decrease our hours.
We're going to be looking at all those different areas.
What are they doing?
Is something new?
Did we have that on our radar?
Like, was there a wound and or is that something that's developed recently?
Do we need to add diagnosis? Things like that so.
At least every 60 days.
Does anybody have any questions if they do, just stop me. I'll. I can't see the chat or anything.
Care coordination where to document?
So we want everything to match.
I know our the way our system is, we kind of have multiple places that we can put it.
So it's easy to not make it match. It's just, you know, we go back and forth between the assessment and the plan of care and matrix.
So sometimes it it can be we can.
Miss a date or sometimes we a lot of times.
It's the same assessment where we change dates, we may forget to change a date on a certain place.
We carry our plan of care over to the next certification period, so it's still going to have the same information. We got to go in there and change our dates. So we really want to make sure everything matches though, so I kind of separated it again on top.
And bottom the top two.
Will always have on our comprehensive assessment. It's page one, right.
Right there, we have a little care coordination box.
It says practitioners care provider services provided.
Always. We're going to have those three. The doctor, the client and.
The home health aide.
So we're always going to have those right there. On that example, it says Doctor Smith.
Primary care will have help at home.
Companion care, they provide the attendant care hours and we've got interim for a skilled nursing care, Foley Cath care three times a week.
And we've got Stella, a home health aide with our agency.
So and then it goes on below.
There we've got the pulmonologist.
And then you don't necessarily have to put plan of care will be faxed, but.
That's best practice.
Plan of care would be fax for care coordination if it's somebody in the home, we call and speak with them.
The home health aide was present, so we reviewed it there.
Of course the client was present.
We reviewed everything there with them.
OK.
So #1, we're gonna have it on our assessment care coordination section or the oasis's.
If I say that right Oasis seeds the summary checklist.
It's kind of like a care coordination section on the Oasis #2 planic care always.
So we have that above our admission summary.
And it's best practice also to add it to our 90 day summary.
So you know, our summaries are a 60 day summary.
We are saying, OK, in the last 60 days.
These are all the things that occurred. They continue to have ptot.
Did that help us with our fall goal?
You know, did they?
Did they discharge and our home holidays gonna continue to encourage them to do their exercises?
Did they get them a new wheelchair?
Or maybe a cane?
Have they done something that in turn has helped us, you know, like what?
Paint a picture.
So if there's people that's also involved, typically they're going to be in our our painted picture.
So it's not that we have to say care coordinated with, you know, Doctor Jones and this nurse.
It's what's going on in their current health picture.
So a lot of times that's we're going to have that there.
And I'm talking the summary. Care coordination is gonna be a mirror image basically.
Of what's in our assessment care coordination, we spoke with these people. This is how many hours they provide and this is what they're doing.
This is how to contact them.
Just very basic.
These are people in their care.
And then saying that in summary, we're going to say, OK, the falls, we've not had any falls since Pt's been in the home.
So that's a great thing.
So Beck just sets that painted picture.
So communication notes in the client activities tab, if we have to just say that were there on a research on today 311.
Our assessment is everything from the time of our visit.
It prior, so it's dated 311.
We were in the home from 10:50. If I speak to a skilled nurse that's in the home on 3/12 or say today at 5:00, I speak to them.
It's not going to go on that assessment.
That assessment was created today at 10 o'clock 11:00.
Anything that happens outside that after we're going to put that in the communication note.
Were it's saying that it happened on a different time, so you just put in there, spoke with Joe RN interim, maybe you weren't able to reach him during the day that you did your research. So we're going to put that note in. You can type it care Co.
So right there could be a place that we could find the care for nation. And then of course, our attachments. We're going to upload fax confirmation sheets for all shared plan of care.
And we're gonna ask for those in return.
We a lot of times don't get their plan of cares back, but we would like to see sometimes, you know, they may have something written on there that we didn't have written.
You know, we can discuss, you know, hey, I see that you guys are there fewer hours than I thought.
You really were.
You guys are have a different medication list than we do, but you know, we wanna make sure everything is accurate for sure.
So the VAX confirmation any doctor that's listed.
Did we're gonna have a fax confirmation that we shared that plan of care? And here's the little Picture care coordination.
Doctor Raza, Cardiology, Fax success Care coordination, Doctor Craig, Pain management, fax success.
So it's kind of, you know, if they have a lot of people, we're gonna have a lot of fax successes. If they don't see them frequently, routinely.
To save us from doing a lot of faxes.
If they don't need to be on there were we wanna kinda whittle that list down?
But of course, if it's part of their care, we're just gonna have 10 fax successes.
OK.
This is Lydia's part.
[image: ]
LYDIA GADD   46:12
OK.
Good morning.
I'm Lydia, the administrator for the Lafayette license for care coordination.
We also do the business associate agreements. As Mindy had mentioned, it's important part of care coordination.
It is also worth 15 points on your quarterly audit.
I wanted to point that out and our care coordination, but the reason is it helps establish who the primary agency is.
So who that hire service level is?
It also provides information so that we can coordinate our hipa that's very important and also to notify the other agency of any hipa breaches.
And when it comes to the primary agency, that higher service level, I know it can be very confusing filling these out.
So I know Mindy or myself, anytime you have any questions, I've hopped on teams and done.
You know, we can do these together until you get the hang of it.
That Medicare or skilled service is considered the higher service level.
So the primary agency and HHA is considered higher over waiver.
And these need to be completed for any other in home provider, just the in home provider.
And it is required for waiver services through help at home or adaptive or outside agencies.
So if we are providing HHA and waiver.
Those are considered two different companies, even if they both are help at home or both adaptive.
So you will have to fill one of these out for that.
And then also assisted living facilities.
Hospice skilled agencies and group homes.
And then once the administrator has signed and the other company, you'll upload this in the admission cert period.
A lot of times the other agencies aren't sending these to us.
We just don't hear from them.
They're not sending them to us or they're refusing to sign them.
So we still have to do those.
I would definitely suggest contacting them because as I said, they're not sending them to us, so they may not even be familiar.
Our forms also look different than theirs. I've signed.
I have signed some others and ours don't look anything like theirs so.
I would suggest calling them, letting them know what you're sending them and what it's for.
Fax them.
You know, two to three times.
Also give them a call. That way you can document that conversation that you attempted to get it signed and they are refusing and you should put on there who you spoke with and who you know said they were refusing.
Have your administrator sign so Mindy or myself. And then you'll upload that copy.
And the fax success.
That you sent it that way. You have proof. If they did not sign it, at least you have proof that you did send it.
OK. And for HHA, that's usually our agency.
For private duty nursing, you know that's any kind of extended hourly nursing compared to you know Med box fill or Cath management and then companion care same would that is considered attendant care.
Homemaker or DD waiver. Again through our agency or another outside agency.
Skilled, intermittent. That is your PT OT skilled nurse Med box fills.
There's Hospice and then assisted living or group homes, and in that area you can actually update that.
To reflect what you need.
So if you need add transportation there.
Change change the wording a little bit.
You can update that area.
Next slide.
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Mindy Bundy   50:14
I was gonna point out too something that I didn't even think about when we were making these slides that sometimes you can have multiple business agreements you can sometimes. I know when people are doing admissions 'cause I get, I get the business agreement of course and sometimes there.
Two, you may have a business agreement with our waiver.
So like help at home?
Is gonna do the attendant Care now we've got our PA in there.
So right there is an A business agreement and they've also got in home.
Skilled care.
Something like that.
So you actually are gonna have two different ones, so clients can have multiple business agreements have just something to kind of point out there.
[image: ]
LYDIA GADD   50:58
Yeah.
Again, if you have any questions, get ahold of us.
Some of you might be thinking, Oh my goodness, I'm missing some, so feel free, you know, send us a note, Mindy. Lydia, I'm going to be sending you a bunch of those.
I've had some of you do that over time and that is perfectly fine.
With the transfer summaries, the purpose of those is continuity of care to provide this important information to another healthcare provider or facility when the client's needs cannot be met by our agency. And I do have the policy there at the very bottom for you to reference back.
To.
You're gonna send this when the patient is admitted to the hospital or skilled facility, or when they're discharging services.
And you want to send that within 24 hour 24 hours of the knowledge of the transfer. So whether it was a planned transfer or when you found out about it, you want to send it within 24 hours?
You will want to call the other agency and try to speak to a nurse to give report. If you are able to do so, document the nurse's name and the time that you gave report in matrixcare and our communications. If you're unable to speak to a N.
Still document that request and put that in there in Matrixcare as well.
Be sure to get the fax number. Anyone there can give you the fax number and then you send the transfer summary.
What you're going to send is the transfer summary and all the required forms that are listed on there, and it'll be the Med profile. The current plan of care advance any advance directives and the code status forms.
And then you're going to upload the transfer summary, the fax success if you don't have that fax.
Success. You have no proof that you sent that.
So the Faa's success of the transfer summary and all those other required forms.
And then you're going to fill this form out based off of your most recent comp assessment.
So you can refer back to that and that'll be very helpful to help you fill that out.
You want to you want to keep in contact with that facility.
Your clients entire stay there.
You want to find out when could they potentially discharge home?
So you want to keep good notes in in your communications and matrixcare.
Put details in there where they discharge another hospital or another skilled facility or skilled facility. What date?
Who did you speak to?
Especially if someone else takes over for you, they can read that note OK.
This is who they spoke to.
This is where they're at and I call at least once a week, you know, to kind of keep an update on if they're going to be possibly discharged.
You don't want to see like they went in there October 1st and then the next note is October 30th.
They're discharged because it's the end of this third. We want to have a story in between there that you were checking on them and more than likely you are. Just make sure you're capturing that in communications.
And then decreasing PA hours.
So why do we need to decrease PA hours?
We want to prevent duplication of services and we want to prevent payer issues.
We bill Medicaid, but the skilled providers they build Medicare or Medicaid.
And so we remember there's that higher service level.
So we want to make sure like Medicare and skilled services.
They're they're going to Trump us when it comes.
To billing.
So there's a chance that we would not get paid if we didn't decrease our hours on how many visits a week that other agencies providing, OK.
So it just really comes down to Billings.
That's when we would have to decrease these PA hours, and so I'll explain that.
If there is a new skilled agency that starts in the home.
So PT, OT, skilled nursing Med fills that's after our.
Our services have been in place though. If you go in and you do an admission and they're already in place, there's no reason to to decrease the hours if they've already had skilled in there previously. At that moment, they're having skilled on admission.
But after admission, if skill starts later on down the road, they have a new wound.
They need you realized that they could use some extra services.
Kind of like what Mindy was talking about.
Then that's what we're gonna have to decrease.
Those P hours while that service is being provided.
And so if you look at the box over there where I put decreased hours, so let's say the new skilled agency comes in, they're going to provide OT two times a week and a Med fill, OK.
So we do have to decrease our hours 3 hours a week because of those two services.
Unless they are patient and you're going to get this, we're going to send these out to you.
So I don't confuse you, but I will go ahead and explain it.
But if the patient currently with us has four hours a day, five days a week, we have to decrease our PA hours 3 hours a week while they're providing that new service.
So this happened after we had admitted them.
The patient, they can be involved on which days they want to be decreased, but we do have to make sure it totals.
Three hours a week.
So again, we are already providing three hour 4 hours a day, five days a week.
We have to decrease by three hours, so here's an example.
We could go down to three hours a day, three days a week, and then four hours a day, two days a week, and that gives them that five days a week. But we went ahead and took those three hours away. So if you have any questions about this.
I know it may sound a little confusing at the moment, but if you have any questions.
We're more than happy to help you with that at any time.
And then how do you explain this to your patient?
Let them know about the billing concern and how we want to prevent duplication of services.
And then it's required for us to continue to provide those services as well.
And then when do we increase the hours back to to the normal?
That's when that agency discharges.
So when they're no longer receiving the wound care, the OTS, the Med box fills those type of things.
Then that's when we would go back to our normal hours.
There are.
Quick notes in Matrixcare to send a decrease order and to send an increase.
It's very, very important when you use these quick notes that you fill in the areas.
Such as you know you can see in there you need to put in the amount of hours and provide the agency and the therapies.
So make sure you are individualizing these to your clients quick.
Minutes are great, but we want to make sure that we're paying attention and putting in all the details.
State will see that and see that you just, you know, used a quick note or what have you.
So it's very, very important to update it appropriately.
OK.
And then the last part we want to talk about is coordinating a discharge discharge state is really looking at at discharge and the discharge documentation, they take this very seriously.
They go to great lengths. I can tell you that for for a fact to make sure that you truly did your due diligence to get this taken care of appropriately.
So for clients that are going to another agency, you want to give report.
Send your dress discharge summary just as we spoke about South other home care providers facilities.
The really important piece here is that you actually speak to the primary care provider. Let them know.
Speak to family patient.
And then you wanna capture that conversation in Matrixcare date time. Very important.
And I can tell you for a fact state will call to confirm.
They will call these discharge clients.
They will call facilities.
They will call the primary care provider the last thing you need is for them to say we call the primary care provider.
They do not have any anywhere that they spoke to you anywhere.
I mean, chances are you did call them, but they're not keeping the note.
So it's very important for you to put.
Who? You spoke to their credentials. What time? What date?
You really, really want to do that because state state did that. They did that on our last survey.
They actually called went to great links.
So and you want to call the other agency to give report?
And again send your transfer summary. All of your forms and upload the cop.
Upload the copy of the transfer summary and fax success sheets in your attachments.
OK.
[image: ]
Mindy Bundy   1:00:36
Oh, that was it.
[image: ]
LYDIA GADD   1:00:37
Yep.
[image: ]
Mindy Bundy   1:00:39
As I say, only other thing I was gonna say about coordination at discharge is another thing that just popped in my mind is we tend to get some people that are, you know I'm leaving.
I'm going to another agency.
No more services after tomorrow.
That's going to be really hard to coordinate. Care. Well, we don't know where they're going.
They're just disappearing, you know.
I know before we had the MCE changes we would try to.
Coordinate care with their care manager at the triple-A 'cause. That person is still gonna be involved in their care. Their primary care provider will still be involved in their care. If there's somebody that we know that is left in their care, we can always try to Co.
With them. And then of course, you know, show proof we've attempted.
We asked.
Where are you going?
So we wanna coordinate with them, make sure they have.
All the information they need.
Need for a smooth transition.
Make sure that you know nothing gets dropped in the meantime, but.
Sometimes it's just not possible.
We're we're gonna attempt.
We're gonna speak with a care manager if they even have one primary care provider.
And then, of course, the patient, you know, where are you going?
And oh, OK, none of my business.
All right, I'll document that right now.
So sometimes we can't.
I thought OK, that's it.
So. Oh, OK. Bye, amber.
OK. And I think Amber had a question.
No, sorry. Was it Amber burden?
Somebody had their hand up?
[image: ]
Amber Burden   1:02:27
Oh yeah, I'm sorry.
I thought you were talking about armith.
[image: ]
Mindy Bundy   1:02:30
Oh, no, no, just sorry.
Too many Amber's so yeah.
[image: ]
Amber Burden   1:02:34
Yeah, actually, yeah.
So with the baas I've been trying to make sure that all of my clients have them. But.
It's sounding like every single client needs to have one, whether they have other agencies or not.
So if they have PA and waiver, they should still have a baaa between ourselves.
[image: ]
Mindy Bundy   1:02:53
Yes.
Yes. Yeah, the.
[image: ]
Amber Burden   1:02:56
OK.
So can you tell me how I need to rectify that 'cause my clients that just have PA and waiver through us don't have a BAA right now.
[image: ]
Mindy Bundy   1:03:05
Yes. Yeah, because it's a different license as far as the state is concerned.
The It's a different license, different agency. To me it seems silly because it's like I'm just walking up front and talking to someone else.
It's like she's my coworker.
This is in another agency, but it is as far as what the state looks at.
[image: ]
Amber Burden   1:03:21
Mm hmm.
[image: ]
Mindy Bundy   1:03:25
I mean, they have different, a different license, they have different rules.
They go by and everything so.
It's technically another.
It's so like even like when we do our.
Business agreement will say help at home Personal Services Agency were specific that it's a different agency, a different entity.
So yes, we'll we have to coordinate the care with them.
[image: ]
Amber Burden   1:03:50
OK so.
[image: ]
Mindy Bundy   1:03:51
So it it's the same as if we did help at home or interim or I I don't know who else might be doing waiver. So to them it's it's like Walmart and Kmart. You know, even though it's like man.
[image: ]
Amber Burden   1:03:53
Miss Lydia.
Mm H.
Right.
[image: ]
Mindy Bundy   1:04:06
No, not really, but OK.
[image: ]
Amber Burden   1:04:08
OK.
[image: ]
Mindy Bundy   1:04:08
But go ahead. What was something?
[image: ]
Amber Burden   1:04:09
OK.
So Miss Lydia, can I set up a time with you then?
To go through exactly how I need to fill out that form and then I can just fill out all of my clients at the same time and send them all to you at the same time.
[image: ]
LYDIA GADD   1:04:23
Yes, not a problem at all.
[image: ]
Mindy Bundy   1:04:23
OK.
[image: ]
Amber Burden   1:04:25
OK.
I'll probably have some time tomorrow if you have some time, I'll shoot you a couple options and then you let me know which one works best for you.
[image: ]
LYDIA GADD   1:04:33
OK.
[image: ]
Mindy Bundy   1:04:35
Great question.
Yeah, if they have no waiver, you know, like we're in matrixcare, we go to the client, we go to admission and all there is is APA admission. And that's just us and they don't have anyone else coming in. Like when we go to the admission, we're asking you.
Know who else comes to help you in the home or anything like that.
There'll be no business agreement.
There's nobody to have agreements with, so.
They just won't have one.
But yeah, nine times out of 10, I feel like people have one 'cause we usually try to do the, you know, both the the waiver 'cause people need their, you know, run into the pharmacy, stuff like that.
They need those services as well.
So is there any other questions or thoughts or?
I I feel like there's just we're good at care coordination.
We just don't always get it documented.
It's really important for the client 'cause there's things that we find out.
You know, as we are coordinating care, that can really help the client sometimes we.
Are even documenting incorrectly not on purpose, but it's just kind of like my mistake was like, oh, shoot, they discharged.
I'm still coordinating care.
I've gotten a lot better.
So anything anybody has.
No. All right, we'll send the slides out the recording and anybody has questions, let us know. Thank you.
[image: ]
LYDIA GADD   1:06:04
Thank you.
[image: ]
Mindy Bundy stopped transcription
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