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** Kids Count! Health Home >

A program offered by Centra Wellness Network

A benefit for Medicaid, Healthy Michigan Plan, and MIChild enrollees

Kids Count!

What is the Kids Count! Health Home?

The Kids Count! Health Home is not a place to stay, but rather, a benefit for Medicaid, Healthy
Michigan Plan, or Ml Child enrollees. Our team of health care providers will work with you and your

child to coordinate, support, and help manage health care and social needs. With this extra support, | l I\/\ 2 2 1
you can take control of your child’s care. | I | p e | I | e n te ay .

Benefits Include:

Name given to avoid confusion. This

Health promotion education and resources

Transitional care assistance among various healthcare settings . b f' t t b . ld .
Individual and family support | S a e n e I ) n O a U | I ﬂg '
Referrals to appropriate community and support services

Access to a team of healthcare professionals
Assistance in healthcare decision-making

Program Objectives: Through the delivery of core health home services, the program seeks to: St I l l a WO r |< | n p rog re S S .

Improve your child’s health outcomes

Coordinate and provide support for your child’s healthcare needs
Increase access to care

Increase hospital and post-discharge follow-up

Reduce unnecessary hospital and emergency room visits
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Who's Part of your child’s team?
Case Manager

Medical Consultant

Registered Nurse Care Manager
Psychiatric Consult

Certified Medical Assistant




How are Services Tailored?
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ESTABLISHING BUY-IN. PROMOTING PARENT- TEAM APPROACH.
STAFF RELATIONSHIP,




Initial vs. ongoing

F2F for first enrollment meeting. Health assessment, SDH
screening, and care plan completed.

- Monthly contact via phone with parents/guardian, may be
multiple households.

PrOVldlng - Obtaining and reviewing medical records.
OUtreaCh - Medication reconciliation.

- Assisting other team members. Often get questions about
DME, financial concerns, or to communicate needs with
psych provider or PCP.

Support person

Dependent on maintaining relationship with
parent/quardian.

- Support during crisis and transition periods.




Meet weekly, 30 minutes.
Discuss clients scheduled with Psychiatric Provider that week.

Include Psychiatric Provider(s), Primary Care Providers, RN Care
Manager, ER staff (hospital), Case Managers, Certified Peer
Support/Community Health Worker, Therapists.

RN Care Manager prepares summary update for the group, care
team members contribute updates, action steps set for follow up.
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Providing

Outreach

Quarterly Health Promotions

Developed by RN Care Manager.

Focus on client-centered training, healthy lifestyle

interventions, and promoting routine preventative
care.

Quderstanding

Past examples
- Summer Sun Safety
Diabetes Awareness
Heart Disease Awareness
Include tangible item
- Sunscreen packet
Fridge Magnet
Blood pressure tracker
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Target Population

Consider Risk score—high risk scores may indicate a need
e Multiple hospitalizations/ER Visits
* Multiple comorbidities
* Multiple specialty providers r/t comorbidities

Consider referral directly from inpatient and/or crisis
Consider case holder consult

Also consider MDHHS and PIHP PIPs as a possible target
population (e.g., the ADHD follow up care PIP).



Q

Lessons Learned & Considerations

Coordination with
Important to have schools for
parent “buy in” and Individualized

Requires team
approach. Much of
RN Care
Management is
“behind the scenes”.

Challenge for kiddos

who live between Specialty

households/blended soprdinetion for good parent Educational
relationships. Program (IEP)
development.

households complex kiddos.

Potential change and effort :
. Greater success with enrollments
from whole family, help or

Hinder during summer months




Questions may be directed to:

Chrissy Iverson, BHH RN Care Manager
civerson@centrawellness.org

Tricia Polcik, BSN, RN—Med Services Supervisor
tpolcik@centrawellness.org
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