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SCOPE:

LHCC’s Population Health and Clinical Operations Department (PHCO)

PURPOSE:

To provide guidelines for early identification of NICU Babies and their
families that have a need for, and can most benefit from, Care
Coordination and Care Management upon discharge from the hospital. To
provide guidelines for the Plan that focus on organizing and securing the
resources necessary to maximize and support the wellness and autonomy
of the enrollee and their caregivers. To provide necessary education to
the caregivers to keep the baby safe and healthy in the home
environment.

WORK PROCESS:

The Maternal Child Health (MCH) Program is responsible for the care
management of NICU babies upon hospital discharge as well as care
management assistance with the discharge planning process. Special
efforts are made to identify those babies and families who would have a
diagnosis or situation requiring Care Coordination when they get home or
prior to discharge. See the below table for NICU diagnoses and other
reasons a baby may require close follow-up on discharge. The list is not all
inclusive. Ongoing communication is required of the NICU Concurrent
Review Nurse, MCH Care Manager as well as the facility Utilization
Management and Care Management staff to ensure comprehensive, timely
discharge planning.

A. IDENTIFICATION AND SELECTION OF ENROLLEES
Referral sources for MCH CM and/or MCH Community Health Services
Representatives (CHSR) may include, but are not limited to:
= OB of the parent
» Pediatrician seeing baby in house
= The Plan Concurrent Review Nurse (CRN)
= Inpatient Census
» Specialist
= Hospital Case Manager
= Health Plan staff i.e. CHSR, Member Services
= Nurse Advice Line
= Member or family member
= State Reports
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» Community Agencies i.e. WIC

= Pharmacy Data

= Other providers or practitioners

Reference the below chart for issues that require NICU Care Management.

*Care Management needs are not limited to this list.

NICU CM Referral List for Issues that require Care Management

neurosurgical disorders

Medical Issues Social Issues
Tracheostomy/ventilator | VP Shunt Homelessness/ housing
dependent issues
Home Oxygen/Home G/NG tube Domestic Violence
Apnea Monitor/Pulse
Oximetry
Neurological or Seizures Social Services Required

(i.e. food, clothing,

disease, cystic fibrosis,
etc.

(Hydrocephalus, financial resources, etc)
anencephaly)

Vision or hearing loss/ Retinopathy of Infant of a mother from
disorders Prematurity (ROP) a sexual assault
Catastrophic congenital | Infant with Mother is not visiting
abnormality or disease Drug/ETOH (after NICU CM has
(congenital heart withdrawal attempted to contact

and educated on
Medicaid transportation

follow-up (i.e. Trisomy
13, 18, 21, etc.)

services)
Chromosomal Infant of HIV+ Transportation issues
abnormality requiring mother (after NICU CM has

attempted to contact
and educated on
Medicaid transportation

planned at a later date)

services)
Metabolic abnormalities | Transplant candidate | DFCS referrals
Diabetes Hospice candidate Teenage mothers < 18
years old
Infant requiring surgery | Other long term Infant of mentally ill
to sustain life (surgery conditions mother
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Craniofacial anomalies Follow-up with Infant of mother with
(Cleft palate, cleft lip, therapies: PT, ST, drug use/ +UDS during
etc.) oT pregnancy/ drug
Orthopedic or Follow-up with treatment program

neuromuscular disorders

multiple specialists during pregnancy

requiring follow-up
(Congenital or traumatic
limb abnormalities)

Ostomy

B. PROGRAM ENROLLMENT

Program enrollment starts with a referral to the MCH Care

Management team. The SSFB NICU Admission_v2 note should have

been completed by the Concurrent Review Nurse in Trucare. A Care

Management referral can be created and sent in TruCare. These

referrals should be made as early as possible during the hospital stay so

there will be no delay in discharge due to social reasons. MCH will open

a case with case type, ¢ Neonatal Conditions.”

C. INITIATING PROGRAM

1.When contact is made with the NICU baby’s family or caregiver,

the Care Manager (NICU-specific or Health Plan designee) should

introduce themselves and provide a summary overview of the

NICU Care Management program and how the program benefits

the member and their family.

2.If the family or caregiver refuses care management, no further

contact is made regarding CM services. The case should be closed

with a case closure reason of, “Member Refuses Services”.

3. If all attempts to contact the member have been exhausted, and

they cannot be reached for CM services, close the case with a case

closure reason of “Unable to Contact Member”.

4.The MCH Care Manager will complete the Chronic Conditions

Assessment and any other required screenings to develop a care

plan based on enrollee and guardian needs. MCH will collaborate

with hospital staff to request treatment plan to incorporate into

the care plan.
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5.Upon enrollment into the program, confirmation of address,
phone number, email and any other demographic information
should be obtained. Be sure the demographics on the baby have
been updated in all pertinent systems.

6.MCH will assess for any social determinants of health such as
transportation, housing, food insecurities, and access to reliable
phone. If they do not have a reliable phone, consider a
ConnectionsPlus® or SafeLink Wireless phone prior to discharge.
A temporary phone can be brought to the hospital to expedite this
process.

7.All discharge planning activities/assistance initiated by the Care
Manager will be documented in TruCare in a Care
Management/Care Coordination v5 note or Care Management/
Care Coordination Face-to- Face visit outreach note. This may be
accessed via the notes summary screen. Select a Note Category as
appropriate, Specific Contact Reason of “CM/CC Enrollment.”
Always associate the note with case that correlates with the
member. Narrative notes may be added in the free text note field
within the note. All communications with the Concurrent Review
Nurse should be documented.

8.MCH CM may assist with coordinating discharge needs for the
enrollee such as DME, outpatient services, home environment
adjustments, etc.

9. The Post NICU CM Initial- NICU assessment in TruCare can be
completed once the baby is home with the family. If enrollee is
considered complex, a Complex Case Management Assessment will
also be completed.

10. If pediatrician or specialty provider information is obtained
from the member’s family or caregivers, make sure the physician
is documented in the “Provider Contacts” section of the contact
summary in TruCare.

D. NICU KITS
A. The NICU kit contains information that may be helpful to the family
while the baby is still admitted.
B. NICU kits can be distributed to all parents or caregivers who enroll
or who indicate an interest in the NICU Care Management program
(please contact Clinical Programs for a current list of contents).
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C. The benefit of the kit should be discussed with the parent or

D.

G.

caregivers prior to her hospital discharge.

The kit should be delivered by the Concurrent Review Nurse, Care
Manager, Program Coordinator/Member Connections or Health Plan
Designee. Kits may be hand delivered to the parent or caregivers at
the hospital or mailed to the member’s home or facility.

Once care management has been initiated the Care Manager should
confirm delivery of the NICU kit.

Kits are assembled by the Mail Distribution Center at Centene. To
order more NICU kits, contact ClinicalPrograms@CENTENE.COM
Health Plans are encouraged to include additional items inside the
kit like diapers and plan specific resources.

E. CARE PLAN DEVELOPMENT AND IMPLEMENTATION

10

The MCH CM will assess and identify problems from information
obtained from the NICU Assessments and other clinical/social
information obtained from the admission. If applicable, the HRS -
Infant (Age < 6 months) v2 can be completed along with the Chronic
Conditions Assessment. A care plan with problems, interventions,
and goals is auto-generated upon completion of the assessments in
TruCare. The care plan should address the needs of the baby and the
family/caregivers as appropriate. A care plan can also be initiated if
a care management referral is received while the member is still
hospitalized for the purpose of discharge planning assistance. The
Care Manager will work with the Concurrent Review Nurse to ensure
the discharge planning goals are met. All communication between
disciplines should be documented within the care plan notes or Care
Management/Care Coordination v5 note.

The CM or health plan designee will determine the member’s needs;
identify short- and long-term goals based on the member’s health
care status and individual needs and develop a plan of care in
conjunction with the attending practitioner’s, member’s and family
input.

The frequency of contact is determined by the acuity derived from
the clinical and social situation. This may require telephonic
contact daily, weekly, monthly or more often contact as determined
by the member’s condition, care management assessment, and
health care needs.
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4. A home/hospital visit should be attempted on all high-risk infants
when discharged if logistically possible. CHSRs can assist with the
majority of this type of outreach. In person visits should be
documented in Care Management/Care Coordination Face to Face
Visit Note.

F. MONITORING AND EVALUATION

1. The Care Manager or health plan designee will monitor the
member’s progress by contacting the member’s family or caregivers
at defined intervals according to the care plan established for the
member. Re-assessments and plan of care will be updated quarterly
or sooner if enrollee has a change in condition.

2. DME and home health needs will be continually assessed making
sure these needs are met. Authorizations should be assessed to
make sure they are correct. Ensure home health staff is arriving as
scheduled and providing information to the care manager that is
following the baby.

3. The MCH CM will document any changes to the existing plan of
care, including new interventions identified, change in short- or
long-term goals and re-stratify the member to a higher or lower level
of care management if needed.

4. The MCH CM should conduct a SSFB Post-Partum Assessment once
the birthing parent has been discharged from the hospital. Contact
attempts are usually made between 2-4 weeks post discharge. This
will assure that parent’s needs are also being met.

G. NICU ROUNDS

NICU Rounds are held weekly with oversight of the Medical Director.
Included in these rounds are team members from both UM and CM. The
goal of these rounds is to discuss and identify barriers that prevent timely

discharge.

H. DISCHARGE FROM NICU/PEDIATRIC CARE MANAGEMENT
The following criteria will determine when discharge from NICU/Pediatric
Care Management is appropriate and should occur:

e The member is no longer eligible with the health plan
e The member’s family or caregiver opts out of the NICU CM Program
e Member expires
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e The CM determines the member is ready for discharge from the
program

e Member requires limited social services only. Member may need
some limited follow-up by another health plan designee i.e. Program
Coordinator, Program Specialist, CHSR, Social Worker, Service
Coordinator

e The member reaches established goals

e If unable to reach the member’s family/caregiver on the initial call,
a reminder is set to make one more attempt follow-up call prior to a
referral to CHSR. Unable to reach letters from the Correspondence
Summary in TruCare are sent to the family or caregiver when the
health plan is unable to contact them after exhausting telephonic

attempts.

Upon discharge from NICU/Pediatric Care Management program, the case
will be closed by selecting the appropriate closed reason.

* When it has been determined by the Care Manager that the
member is ready for discharge from the program, the member
reaches established goals or requires only limited social services
only, the case closure reason is, “Condition stable with no further
Case Management needs.”

* In instances where Care Management interventions/care plan
have been initiated, but the member no longer wishes to
participate, the case closure reason to be used is “Member
refuses continued services.”

= If the member cannot be reached after initiated or updates were
made to the care plan, the case closure reason is “Unable to
contact member after program enrollment.”

= If the member is no longer eligible with the health plan, the case
closure reason is “Termination of coverage.” The case closed
date is the date of the health plan termination.

= If the member’s care is coordinated to another managed care
organization and needs to be transitioned to another plan, the
case closure reason is “Insurance is no longer primary.”

Care Managers should make every attempt to follow these babies for the
first year of life or until all care management goals and needs have been
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met. The Start Smart for Your Baby® Program will audit usage of the
assessments as well as outcomes on these children through the first year
of life. Measures such as ED and inpatient admits up to 12 months, and
HEDIS for well child visits.

Procedures that implement the above functions are designed to
accommodate the specific cultural and linguistic needs of all members.
Care Management procedures are conducted in compliance with HIPAA
and state law.
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