
1 
 

 

 

CCO-LTSS Partnerships MOU Template 

 

MOU Period:    January 1, 2025____   through December 31, 2026_____   

Please submit your CCO’s CCO-LTSS MOU(s) by March 31, 2025 through the CCO portal at via the Contract Deliverables portal located at https://oha-
cco.powerappsportals.us/. This report content is subject to public posting and redaction. It will be shared without redaction with the Centers for Medicare and 
Medicaid Services (CMS) and with the Oregon Department of Human Services. Final MOUs will be posted at https://www.oregon.gov/oha/hsd/ohp/pages/cco-
ltss.aspx 
 

CCO Name:   Columbia Pacific CCO, LLC                                                                                                                                                                         OHA Contract # 161757 

Partner AAA/APD District (s) Names/Locations: 

• Northwest Senior & Disability Services (NWSDS) in a) Warrenton, Clatsop County; b) Tillamook, Tillamook County;  
• Columbia County APD in St. Helens, Columbia County; 3) Community Action Team (CAT) (AAA) in St. Helens, Columbia County. 

If more than one AAA/APD office in your CCO Geographic Region Please Circle or X Whichever Applies:    Single Combined MOU _X_  Multiple MOUs___ 
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2024 was a significant year for LTSS intensive care coordination services at CPCCO. The switch of documentation and management platforms to Epic Compass Rose in November 
2023 and the passing of new OARs in late 2024 meant that Q1 and Q2 2024 were spent reviewing, rewriting, rebuilding, and retraining care coordination workflows and 
monitoring activities. Despite these and other operational barriers, CPCCO increased the number of members referred for LTSS year-over-year from 2023-2024. Staffing levels 
remain adequate for the expected volume of referrals in 2025-2026. 

CCO – LTSS MOU Governance Structure & Accountability:     

CCO Lead(s): APD/AAA Lead(s): 
For CPCCO and its local AAA/APD, governance and oversight of the partnership is provided 
through quarterly meetings between the two groups. LTSS-eligible members with Medicare 
plans other than CareOregon Advantage, will have additional stakeholders included in their IDT 
meetings as appropriate. CPCCO is currently actively recruiting a member who receives services 
through AAA/APD for our consumer advisory council, and it has been suggested we add a 
provider who practices in one of our local skilled nursing facilities to our clinical advisory panel.  
 
All CPCCO health plan members are eligible to participate or be members of CPCCO’s 
Community Advisory Councils. CPCCO has one local council in each county and a regional council 
made of the Chair and Co-Chairs of the local councils. There are established bi-directional 
communication pathways to assure member and community voice in decision-making at the 
CCO.  
 
Every effort is made to recruit, engage and support advisory council members to assure that 
they are representative of the community. To that end, there are currently two CAC members in 
Tillamook County and two CAC members in Clatsop County who represent the LTSS member and 
provider community. 
 
 

Northwest Senior and Disability Services (NWSDS) is the Area Agency on Aging for 
Clatsop and Tillamook Counties. APD covers Columbia and Washington Counties, the 
remaining catchment areas for CPCCO. 
 
As the AAA for the area, eligibility specialists determine if an applicant qualifies for 
Medicaid/Oregon Health Plan, and Case Managers determine whether in-home 
services are appropriate for individuals needing assistance with daily living. The 
agency also provides health and wellness services, fall prevention services, nutrition 
services, and behavioral health services.  
 
AAA: The agency’s Board of Directors consists of County Commissioners from each of 
the counties in our service district. In addition, the Board is assisted by a Senior 
Advisory Council and a Disability Services Advisory Council. There are representatives 
from both districts on both consumer boards. Both councils make recommendations 
on programs, policies, and decisions affecting agency services. 

 

 

CCO-LTSS APD/AAA MOU(s):  See MOU Worksheets for additional detail on MOU expectations in each domain 
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MOU Service Area:   
Shared 
Accountability Goals 
with APD/AAA or 
ODDS: Domain 
Addressed 

CCO Agreed to Processes & Activities  LTSS Agency Agreed to Processes & Activities  Process Monitoring & 
Measurement: 
Specific Identified 
Local Identified 
Measures of Success  

Annual Report on Specific 
Statewide Measures of Success 
(provide data points*) ––
monthly & annual [REQUIRED 
data points at minimum} 

 
DOMAIN 1: Prioritization of high needs members 

 
DOMAIN 1 Goals: 
Prioritization of high 
needs members 

CPCCO developed and is currently using an 
information sharing framework with our local 
AAA/APD to ensure clear communication pathways 
for prioritization, referrals, or any other exchange 
required to assess members receiving Medicaid-
funded LTSS services. This includes the sharing of 
key data and activities/processes used to identify, 
assess, and prioritize high needs members, such as 
risk stratification level and screening, relevant 
utilization history, referrals, HUSN history, clinical 
status, contact information for CCO staff leading 
the risk assessment, or similar exchange required 
to assess members receiving Medicaid-funded 
LTSS services. Acting with intentional continuous 
improvement, the communication framework is 
reviewed at IDT meetings and updated as needed. 
 
CPCCO identifies and prioritizes high need 
members through the following means:  

• OHA’s 834 file - The member’s chart is 
updated within CPCCO’s care management 
platform to reflect if they are flagged as LTSS 
on this file  

AAA/APD developed and is currently using an 
information sharing framework with CPCCO to 
ensure the clear communication of key data and 
activities/processes used to identify, assess, and 
prioritize high-needs members receiving 
Medicaid-funded LTSS services. This includes risk 
stratification level and screening, relevant 
utilization history, referrals, HRSN history, clinical 
status, contact information for CCO staff leading 
the risk assessment, or similar exchange required 
to assess members. 
 
APD/AAA identifies and prioritizes high need 
members through the following means: 
• Referrals, screenings, care planning, and 

IDTs.  
• Notifications of client status changes 

received from hospital social workers or 
community partners (e.g. home health or 
hospice) are reviewed for needs. 

• Monthly report from CPCCO’s care 
management platform of current LTSS 
members receiving Care Coordination 

Monitor for months 
with no referrals 
received 
 
Monitor for deviation 
from agreed upon 
information sharing 
framework 

 
 

 

# of members with LTSS that 
prioritization data was shared 
during each month 
[Monthly/Year Total]  

 
# of CCO referrals to APD/AAA 
for new LTSS service 
assessments (for persons with 
unmet needs) [Monthly/Year 
Total] 

# of APD/AAA referrals to CCO 
for ICC review [Month and Year 
Totals] 
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• Monthly report from CPCCO’s care 
management platform of current LTSS 
members receiving Care Coordination services 
– Pulled by CPCCO and shared with AAA/APD. 

• Referrals - Received from member or external 
partners, such as APD/AAA and LTSS partners.  

• LTSS Monthly Prioritized Data Report - CPCCO 
uses PointClickCare's event notifications to 
pull a monthly report of LTSS members who 
had a Hospital Event Notifications (HEN), 
and/or Skilled Nursing Facility Event 
Notifications (SNF) that is shared with 
AAA/APD. 

 
A review of CPCCO’s referral numbers over the 
past three years shows a steady increase in 
volume. Any individual member can be considered 
for intensive care coordination by CPCCO or 
AAA/APD. The universal screening process, 
administered by CPCCO, assesses individuals for 
critical risk factors that trigger intensive care 
coordination for high needs members receiving 
Medicaid-funded LTSS services. These range from 
care coordination and transitional care 
assessments, health risk assessments, cognitive 
and functional assessments, and others. 
 
CPCCO shares a monthly report of current LTSS 
members receiving Care Coordination services 
with AAA/APD using a secure spreadsheet. The 
report is used to determine staffing at the next 
scheduled bi-weekly IDT meeting. The report is 
created by merging the PointClickCare LTSS 

services – Pulled by CPCCO and shared with 
AAA/APD. 

 
LTSS Agency Partners submit referral forms to 
CPCCO on members they would like to staff at 
the next bi-weekly IDT Conference Meeting.  
 

AAA/APD will assist with care coordination 
within the scope of its funded programs but shall 
not assume responsibility for unfunded care 
coordination tasks assigned to CCO. 
 
 
AAA/APD provides CPCCO access to information 
needed to identify LTSS members with high care 
needs, as requested. The information may 
include:  
• Service Priority Levels from CA/PS 

standardized risk assessments (1-13 living in 
their own home or community-based 
setting). 

• In-home service clients the AAA/APD Case 
Manager believe are at-risk due to accepting 
lower than authorized care plans.  

• Loss of housing due to an eviction notice or 
involuntary move out 

• Any other bio-psychosocial factor(s) 
influencing their stability in their current 
environment.  

 
LTSS Agency Partners review cases of those 
CPCCO high-risk members identified on the 
shared spreadsheet in advance of the next 
scheduled IDT Conference Meeting.  
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member list with an internal list of high needs 
members and those receiving care coordination.  
 
CPCCO documents community health assessments, 
relevant behavioral health information pertinent 
to care coordination, and risk assessments of 
individuals and communities defined as high-risk or 
high utilizer when received from APD/AAA.  
 
CPCCO staff reviews records of members referred 
by LTSS partners in advance of the next IDT 
Conference Meeting. CPCCO shares information 
from screenings, assessments, and/or changes in 
health status with designated AAA/APD staff 
through secure e-mail, secure text/chat, Epic, 
PointClickCare, phone, fax, or during IDTs.  
 
Referrals are tracked and care coordination work 
(member ICTs and ICPs, and transitions) is 
monitored leveraging the reporting tools within 
Epic Compass Rose. 
 
 
 
 
 
 
  

 
 

 
 

 

 
DOMAIN 2: Interdisciplinary care teams  

 
DOMAIN 2 Goals: 
Interdisciplinary care 
teams  

CPCCO recognizes the value of team-based care for 
improving member outcomes, and agrees to the 
following:  

AAA/APD agrees to the following processes and 
activities to ensure individualized person-
centered care plans: 

# of members with 
LTSS that are 
addressed/staffed via 

# of members with LTSS that are 
addressed/staffed via IDT 
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• Use adaptive, team-based care approaches 
that accommodate the unique needs of 
individuals receiving LTSS services by 
integrating appropriate people into the 
interdisciplinary care team (ICT).  

• Consider a broad list of possible ICT resources, 
including the member/member’s 
representative, the CCO, the member’s PCP or 
specialist(s), and LTSS/AAA/APD 
representatives. 

• Develop individualized, person-centered care 
plans built using information about the 
supportive and therapeutic needs of each 
member, including LTSS needs.  

• Engage member and/or their representative in 
care planning, as appropriate, through regular 
contact during Care Coordination 
engagement.  

• Maintain up-to-date care plans that reflect 
member/representative preferences and 
goals.  

• Share care plans with members of the care 
team, as necessary.  

 
CPCCO and AAA/APD maintain an efficient process 
for scheduling and facilitating Interdisciplinary 
Care Team (IDT) meetings on a regular basis. IDTs 
occur 2x/month between CPCCO and their LTSS 
Agency Partners. 
 
CPCCO leverages health information technology 
(PointClickCare and Epic) to access accurate and 
up-to-date patient information and use 

• Support coordination of care for members 
with both routine and intensive care 
coordination needs. 

• Invite the member or their authorized 
representative to attend the IDT, virtually or 
in-person when safe to do so. 

• AAA/APD notifies CCO providers and care 
teams which members receive LTSS support. 

• AAA/APD distributes the contact 
information for the member’s relevant local 
AAA/APD office contact and LTSS 
provider(s), to assist CPCCO with 
maintaining up-to-date care team 
documentation.  

 
AAA/APD will provide data to the extent that 
existing reporting mechanisms allow. New 
tracking or reporting obligations shall not be 
implemented without prior agreement on 
funding and feasibility. 
 
Prior to the IDT, and during care planning, the 
Case Manager outreaches to the member or 
authorized representative to inform of the case 
staffing and solicit input regarding goals, 
preferences, and needs.  
 
Maintain referral process in which the 
APD/CPCCO IDT and Care Plan Referral Form is 
used to request Care Coordination support with 
IDT and Care Planning.  

case conference 
monthly  
 

meetings monthly. 
[Monthly/Year Total] 
 
% of months where IDT care 
conference meetings with CCO 
and APD/AAA occurred at least 
twice per month. 
 
% of times consumers 
participate/attend the care 
conference (IDT) by month/year. 
 
% of consumers that are care 
conferenced/total number of 
CCO members with LTSS 
(percentage of LTSS recipients 
served by CCO) [Monthly/Year] 
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appropriate and secure systems to electronically 
share information and facilitate the ready 
exchange of pertinent member information.  
 
Patient outcomes are improved by continuously 
adjusting the processes and performance of the 
interdisciplinary care teams through a reoccurring 
IDT agenda item to discuss cross-systems learning, 
system barriers, and process improvement.  
 
 
 

• Develop and verbally share individualized 
person-centered care plans with relevant 
care team members during IDTs. 

• Continuously improve the processes and 
performance of the IDTs. 

• Use appropriate and secure systems to 
electronically share information and facilitate 
the ready exchange of pertinent member 
information.  

• Provide DHS minimum standards to ensure 
active participation by LTSS providers in CCO 
care teams, when appropriate.  

• Share relevant referral, case management, 
and screening information with the IDT when 
staffing clients at CPCCO case meetings. 

 
AAA/APD will participate in performance tracking 
to the extent that data is readily available and 
reporting does not exceed existing programmatic 
capacity. New reporting requirements must be 
negotiated annually. 
 
AAA/APD follows the process developed in 
partnership with CPCCO for scheduling and 
facilitating IDT meetings on a regular basis 
(2x/month per CCO).  
 
AAA/APD will participate in governance and 
advisory processes as appropriate and as 
resources allow. If participation in biweekly 
MDTs presents a resource constraint, an 
alternative frequency may be agreed upon 
between the parties. 
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DOMAIN 3: Development and sharing of individualized care plans 

 
DOMAIN 3 Goals: 
Development and 
sharing of 
individualized care 
plans 

 

CPCCO individualized care plans (ICPs) incorporate 
active treatment plans, supportive and therapeutic 
needs, and member preferences and goals. The 
care plan promotes self-management of chronic 
conditions and encourages participation in health 
promotion and prevention activities.  
 
CPCCO factors in relevant referral, case 
management, and screening information from 
LTSS partners in development of collaborative care 
plans.  
 
While engaged with CPCCO’s Care Coordination or 
Intensive Care Coordination, LTSS members are 
actively involved in the design and implementation 
of their treatment and care plans.  
 
CPCCO identifies opportunities to focus on 
preventive approaches, screenings, and strategies 
to reduce unnecessary hospitalizations, ER visits, 
and maintain or improve the health of members 
with LTSS. 
 
Care plans are coordinated, reviewed, updated, 
and shared with the member and their care team 
(LTSS providers, APD/AAA partners, clinical, social 
service and behavioral health providers). CPCCO 
staff update ICPs every 30 days until the case is 
closed.  
 

AAA/APD actively engages individuals in the 
design, and where applicable, implementation of 
their LTSS service plan. County partners bring all 
relevant LTSS member information to the 
Interdisciplinary Care Team (IDT) meetings to 
coordinate care for joint clients. 
 
LTSS partners will factor in relevant referral and 
case management information from CPCCO staff 
in development of collaborative care plans.  
 
AAA/APD shares key health-related information, 
such as risk assessments generated by LTSS 
providers and their local AAA/APD offices, and 
member, family, and/or representative 
preferences and goals related to service plans.  

 
AAA/APD notifies their CCO contact(s) if they 
identify member barriers to achieving health 
goals, such as:  

o Homelessness  
o Misuse of medications  
o No phone  
o Lack of accessible transportation 
o Minimal or insufficient social supports 

 
Discussions are integrated into individual service 
or care plans, documented and shared in the 
“Action Items” section of meeting notes, and 
distributed by LTSS partners to attendees. 
Updates are provided at the next meeting.  

% of care plans 
created or updated 
every 30 days for LTSS 
members engaged in 
care coordination  

 

# of members with LTSS that 
received individualized care 
plans during each month 
[Monthly/Year Total] 

% of CCO individualized person-
centered care coordination 
plans for CCO members with 
LTSS that incorporate/document 
member preferences and goals 
[month/year] 
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Individualized care plans developed by the IDT will 
be discussed with and approved by the member 
involved, as appropriate, as long as discussing the 
care plan is not detrimental to the member. 
Whenever possible, members may be present in 
IDT meetings and care planning.  
 
For every case reviewed at the IDT meeting, an 
individualized shared care plan will be produced 
and shared among the care team.  
 
CPCCO staff will share care plans with LTSS 
partners at bi-weekly IDT Conference Meetings.  

 

 
DOMAIN 4:  Transitional care practices/Care Setting Transitions 

 
DOMAIN 4:  
Transitional care 
practices goals 

 

CPCCO utilizes PointClickCare (PCC) and Epic 
Compass Rose to identify members in the ED, 
inpatient, or discharging from the hospital. 
Notifications include encounters where a member 
is transitioning to or discharging from post-acute 
care.  
 
CPCCO maintains a process for referrals into a 
Transitional Support program, whether received 
from external partners (such APD/AAA), member 
self-referral, or through internal review based on 
these notifications.  
CPCCO incorporates effective deployment of cross-
system resources, such as PCC and access to the 
EHR systems of local partners (i.e. post-acute 
facilities, hospital systems) during member 
transitions episodes.  
 

AAA/APD partners coordinate post-placement 
needs, care preferences, goals, and most cost-
effective options to meet the members’ needs.  
 
AAA/APD follows-up as appropriate to any 
referrals made by CPCCO for LTSS members and 
completes LTSS assessments and re-assessments 
as defined by the state and/or requested by 
CPCCO. Reassessments are done in coordination 
with the member. Any relevant findings are 
shared with CPCCO.  
 
AAA/APD participate in IDT meetings and, as 
appropriate, care planning related to LTSS 
members. The IDT scheduling process and 
standing agenda items ensure clear and effective 
cross-system collaboration for LTSS members.  
 

Readmission rates 
filtered by LTSS and 
County/CCO  

 

# of transitions where CCO 
communicated about discharge 
planning with APD/AAA office 
prior to discharge/transition? 

Total number of transitions 
tracked per month (baseline) 

% transitions where CCO 
communicated about discharge 
planning with APD/AAA office 
prior to discharge/transition 
 
% transitions where discharge 
orders (DME, medications, 
transportation) were arranged 
prior to discharge/did not delay 
discharge? [Monthly/Year] 
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CPCCO works with hospital discharge planners to 
ensure DME, medication, and transportation are 
arranged prior to discharge. When systems issues 
are identified that impact transitions (delays with a 
DME vendor, for instance), CPCCO staff work with 
partners to reduce barriers and expedite 
discharge.  
 
Every month, CPCCO cross-references members 
with the LTSS flag on the 834 file from OHA with a 
list pulled from PCC of members who have 
discharged within the past month or are currently 
inpatient or receiving post-acute care and sends 
the report to LTSS Agency Partners to make sure 
both parties are aware of LTSS members 
experiencing transitions.  

AAA/APD reviews the CCO’s monthly Transitions 
Report, based on PCC HEN and SNF notifications, 
and uses it to identify if the LTSS members may 
require additional information sharing or care 
planning.  
 
AAA/APD participation in care transitions shall be 
limited to its statutory and contractual 
obligations. This MOU shall not be used to shift 
costs or responsibilities to AAA/APD without 
prior agreement and funding. 

 

# of members receiving post-
transition meeting of the 
interdisciplinary team (IDT) 
within fourteen (14) days of a 
transition between levels, 
settings or episodes of care. 

% of these post-transition IDT 
meetings that included the 
member or member’s 
representative in the meeting 

 
DOMAIN 5:  Collaborative Communication tools and processes 

 
DOMAIN 5: 
Collaborative 
Communication tools 
and processes Goals 

CPCCO is committed to reducing duplication of 
services and assessments and improving member 
experience and outcomes through more integrated 
approaches to care planning. Clear, detailed, 
specific communication processes are essential to 
ensuring this takes place.  
 
The information sharing framework described in 
Domain 1 serves as the foundation for these 
processes. For referrals, IDT team meetings, care 
planning, and care transitions, CPCCO Regional 
Care Team staff update their county contacts 
according to that guidance. 
 

AAA/APD partners are committed to reducing 
duplication of services and assessments and 
improving member experience and outcomes 
through more integrated approaches to care 
planning. 
 
AAA/APD completes LTSS assessments and re-
assessments as defined by the state and/or 
requested by CPCCO and shares any relevant 
findings with CPCCO.  
 
AAA/APD participate in IDT meetings and, as 
appropriate, care planning related to LTSS 
members. The IDT scheduling process and 
standing agenda items for joint meetings ensure 

% of members with 
LTSS whose care plans 
were shared with 
relevant partners 
through the portal 

 

# of CCO PointClickCare 
Platform HEN notifications 
monthly result in CCO follow-up 
or consultation with APD/AAA 
teams for members with 
LTSS or newly in-need of LTSS 
assessments. [Monthly/Year] 
 
# of CCO PointClickCare 
Platform SNF notifications 
monthly that result in CCO 
follow-up or consultation with 
APD/AAA teams for members 
with LTSS or newly in-need of 
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CPCCO uses an ad hoc report from Epic Compass 
Rose at least monthly, to track the status of 
current LTSS members engaged in care 
coordination. 
 
CPCCO uses the PointClickCare (PCC) system to 
track hospital event notifications (HENs) and 
Skilled Nursing Facility (SNF) notifications, which 
are also presented to care coordination staff as 
event flags in a member’s chart in Epic Compass 
Rose.  
 
The encounter and care planning information from 
PCC is used to determine if LTSS members may 
require more assistance with care coordination, 
such as intensive case management. These 
notifications strengthen continuity of care 
between facilities and generate referrals. 
 
CPCCO provides external partners with access to 
Epic Compass Rose, allowing them to have direct 
visibility into the care coordination activities and 
care plan, and avoid delays associated with 
information sharing across teams.  
 
CPCCO and AAA/APD jointly developed an IDT 
scheduling process and standing agenda, which 
facilitates clear and effective cross-system 
collaboration for LTSS members.  
 
 

 

clear and effective cross-system collaboration for 
LTSS members.  
 
AAA/APD reviews the CCO’s monthly Transitions 
Report, based on PCC HEN and SNF notifications, 
and uses it to identify if LTSS members may 
require additional information sharing or care 
planning.  
 

AAA/APD will participate in performance tracking 
to the extent that data is readily available and 
reporting does not exceed existing programmatic 
capacity. New reporting requirements must be 
negotiated annually. 

 
AAA/APD will provide data to the extent that 
existing reporting mechanisms allow. New 
tracking or reporting obligations shall not be 
implemented without prior agreement on 
funding and feasibility. 

LTSS assessments 
[Monthly/Year] 

MOU includes written process 
documents (prioritization, IDT, 
care planning, transitions) that 
clearly designate leads from 
each agency for ensuring 
communication for roles and 
responsibilities for key activities 
and is shared and updated as 
needed (such as when lead 
contacts change) 

 

OPTIONAL DOMAIN A: Linking to Supportive Resources 
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OPTIONAL DOMAIN 
A: Linking to 
Supportive Resources 
Goals 

 

 

    

OPTIONAL DOMAIN B: Health Promotion and Prevention  
OPTIONAL DOMAIN 
B: Safeguards for 
Members Goals 

 

 

    

OPTIONAL DOMAIN C: Safeguards for Members 
OPTIONAL DOMAIN 
C: Cross-System 
Learning Goals 

 

 

    

 

 

SIGNATURES:    Include Name, Job Title, Agency, Signature, Date  

Signatures of All MOU parties (APD/AAA and CCO) should be included and signed prior to March 31, 2025. OHA/DHS review will occur after CCO submits the MOU. Neither OHA 
nor DHS will require review or co-signature to the MOU.  
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CCO Authorized Signature, Name, Job Title, CCO Name, Date 

 

Christina Pattugalan 
3/31/25 

Christina Pattugalan, District Manager, Washington and Columbia Counties, Aging and People with Disabilities 
_______________________________________________________________________________________________________________________ 

APD Field Office Authorized Signature, Name, Job Title, APD Field Office Name, Date 

 

Lavinia Goto 
3/31/25 

Lavinia Goto, Project Manager, Long Term Care Innovation, NWSDS & Director of Operations, Oregon Wellness Network, O4AD 
__________________________________________________________________________________________________________________________________________ 

AAA Office Authorized Signature, Name, Job Title, AAA Office Name, Date 

APPENDIX 

Relevant Documents 
Care Coordination Documentation Policy 
Care Coordination Policy (pending final approval for 2025 update) 
Care Coordination Timeline of Activities 
Transitions Timeline of Activities 
 

Mimi Haley, CEO Columbia Pacific CCO
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Example Screenshots 

PointClickCare report identifying transitions in care 
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Epic Compass Rose dashboard used for tracking Care Coordination work with LTSS members 
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CareOregon dashboard used to track and report on LTSS members 
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Communication Matrix 
 

 1 
 

CPCCO Communication Matrix 
Contents 
CPCCO to County Communication Matrix ..................................................................................................................................................................... 1 

AAA/APD to CPCCO Communication Matrix .................................................................................................................................................................. 4 

 

CPCCO to County Communication Matrix 
County AAA/APD contacts 
Clatsop Melissa Johnstone 

Melissa.johnstone@nwsds.org 
Lavinia Goto 
Lavinia.goto@nwsds.org 

Columbia Erica White 
Erica.m.white@dhsoha.state.or.us 
 

Tillamook Jake Pugh 
Jake.pugh@nwsds.org 
Lavinia Goto 
Lavinia.goto@nwsds.org 

 

Type of 
communication 

Responsible Notified What When Why 

Monthly 
Prioritized 
Population List 

CCO Quality 
Regulatory 
Specialist, 
Regional Care 
Team Manager  

County 
AAA/APD 
contact above 

• CCO’s definition of prioritization 
data is LTSS members who were 
in ED, IP or post-acute care/SNF. 

• This report captures LTSS 
members in each county that 
were inpatient/admitted to a 
hospital/SNF or had an ED only 
visit (e.g. HEN and SNF 
notifications) during the 

Monthly • Incorporate hospital information 
obtained from PointClickCare into the 
prioritization process. 

• CCO and APD/AAA can monitor 
members with recent and frequent 
hospital or post-acute care 
encounters by reviewing list 

• Members with frequent visits or 
concerning diagnoses can be flagged 

mailto:Melissa.johnstone@nwsds.org
mailto:Jake.pugh@nwsds.org
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reporting month and discharged 
the same month.  

 

by APD/AAA for potential IDT based 
on their current needs. 

• Communicated to county AAA/APD 
via Secure email by RCT Manager 

Transitions from 
Inpatient for 
Dual Members 

CCO Triage 
Coordinator, 
RN Care 
coordinator, 
RCT care 
coordinators 

Member’s 
specific 
AAA/APD 
caseworker 

Communication/coordination of 
care for LTSS members discharging 
from IP hospital/SNF 

Upon discharge to 
community 

• Decrease duplication of services 
• Increase coordination of care 

between organizations for optimal 
member support 

• Collaborate and problem-solve to 
address member needs 

• Prevent re-hospitalization  
• Ensure smooth transitions of care 

between systems 
Typical 
Coordination 

Care 
Coordinator or 
Intensive Care 
Coordinator 

Member’s 
specific 
AAA/APD 
caseworker 

Communication/care coordination 
between systems 

• Upon enrollment 
into a care 
coordination 
program 

• Ongoing as 
deemed 
appropriate 

• Upon re-
assessment 
triggering event 

• Decrease duplication of services   
• Increase coordination of care 

between systems for optimal 
member support   

• Collaborate and problem-solve to 
address member needs  
 

Non-IDT case 
conferences 

Care 
Coordinator or 
Intensive Care 
Coordinator 

Member’s 
specific 
AAA/APD 
caseworker 

Invitation to participate in CCO 
hosted case conferences outside of 
standing IDT meetings 

As appropriate Care coordinators regularly convene care 
team meetings to support a members’ 
care plan goals by inviting the care team 
to discuss progress, support and needs.  

IDT Case 
conferences 

Care 
Coordinator or 
Intensive Care 
Coordinator 

AAA/APD, 
CMHP, OABHI, 
CCO partners 

Formal/standing IDT meetings 2x monthly Per the IDT meeting agenda, new case 
referrals are reviewed for identified 
members; additionally updates for 
previously reviewed cases occurs. 
Training opportunities are provided 
during meetings (i.e. Health Related 
Service Needs [HRSN], Funding, Palliative 
Care, etc.). Review of: Barriers, Learning 
Opportunities and Improvement for IDT 
process 
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IDT case 
conference 
minutes/ follow-
up 

Care 
Coordinator or 
Intensive Care 
Coordinator 

AAA/APD, 
CMHP, OABHI, 
CCO partners 

Minutes, care plans, follow-up tasks • As appropriate 
following each IDT 
meeting 

• At beginning of 
each IDT meeting, 
follow ups are 
reviewed from 
previous IDT 
meeting 

IDT Minutes are sent out to those in 
attendance for the IDT meeting via 
Secure email by the care coordinator that 
leads the IDT. Section of the minutes that 
is pertinent to identified member with 
care coordinator, enters this information 
into Epic Compass Rose, care 
coordination platform. 

CCO care 
coordination 
team contact 
and referral 
information 

Care 
Coordinator or 
Intensive Care 
Coordinator 

AAA/APD, 
CMHP, CCO 
partners 

• Regional Care Team referral 
information:  
503-416-3743, 
ccreferral@careoregon.org 

• Specific Care Coordinator 
contact information 

• Reviewed during 
IDT meetings 

• Upon outreach to 
member specific 
case workers upon 
enrollment into 
care coordination 

• In monthly 
prioritized 
population data 
sharing 
communication 

Referrals are made to the RCT through 
the RCT Phone Line, Care Coordination 
Referral email, Epic, etc. These referrals 
for LTSS members are prioritized by the 
Triage Coordinators and response to 
referent in 1 business day and 
assignment to care coordinator within 3 
business days.   

Sharing 
information 
related to 
screenings, risk 
assessments or 
changes in 
health status 

Care 
Coordinator or 
Intensive Care 
Coordinator 

AAA/APD, 
CMHP, OABHI, 
CCO partners 
and IDT 

• Health Risk Assessment details 
• Care Coordination Assessment 

details  
• Transitional Support Assessment 

details 
• Pertinent chart notes 
• Risk Stratification level 

• Shared as 
pertinent and 
appropriate 
through secure e-
mail, secure 
text/chat, Epic, 
PointClickCare, 
phone, fax, or 
during IDTs  

• Reviewed during 
IDT meetings 

To improve continuity of care and 
collaboration between services  

 

 

 

mailto:ccreferral@careoregon.org
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AAA/APD to CPCCO Communication Matrix 
County CPCCO Contacts 
Clatsop Regional Care Team:  

503-416-3743 or 
ccreferral@careoregon.org 

Columbia Regional Care Team:  
503-416-3743 or 
ccreferral@careoregon.org 
 

Tillamook Regional Care Team:  
503-416-3743 or 
ccreferral@careoregon.org 
 

 

 

Type of communication  Responsible What  When  

Transitions Follow Up   CM Consumer staffed at IDT meeting  Monthly 

Typical Coordination   CM Contact with CM As needed 

Non-IDT case conferences  CM & Quality Assurance 
CM (QACM) 

Contact with CM As needed 

IDT Case conferences   IDT group Consumer staffed at IDT meeting  Monthly 

IDT case conference minutes/follow-up   IDT group  Consumer staffed at IDT meeting  Monthly 

APD/AAA team contact and referral information   CM Contact with CM As needed 

Sharing key health-related information including risk 
assessments, service priority levels, risk stratification 
levels, and individualized LTSS care plans  

 CCO Monthly CCO report Monthly 
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Notify CCO contacts if member barriers are 
identified (homelessness; medication misuse; no 
phone; lack of accessible transportation, etc) 

 CM Contact with CM As needed 

 



 
 
 

Title: Care Coordination Encounter Documentation Version: 4 Ref #: 764  

Owner: Karissa Smith (Vice President, Care Coordination) 
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PURPOSE:  
This policy defines and establishes guidelines for documentation in our care management platform. 
This is to ensure that high standards for documentation and management of health care records are 
maintained that are consistent with HIPAA, regulatory, ethical and current best practice requirements.  
 
POLICY: 
Care Coordination staff are responsible for maintaining a complete and accurate record reflecting all 
interations and activities as they pertain to care coordination services for CareOregon (CO) members. 
This policy also applies to some non-CareOregon members during periods of CCO transition, 
enrollment, and for CPCCO Choice members.  
 
The purpose of documentation in the care management platform is to: 

• Document all interactions with and on behalf of CO members.  

• Function as an official record of care coordination services provided.  

• Ensure communication with care coordination staff. 

• Facilitate integration of services across care teams. 

• Substantiate ongoing monitoring of care plans. 

• Avoid duplication of services.  

• Assure compliance with regulatory and contractual obligations. 
 
STANDARDS: 
Documentation od care coordination activities must comply with the following: 

• Complete within 3 business days/ 72 business hours, or sooner as deemed clinically 
appropriate for urgent/emergent issues. 

• Be clear, accurate, relevant to care plan goals, and in English. 

• Use approved abbreviations and symbols. 

• Be sufficiently clear, structured and detailed to enable other members of the care team to 
assume care coordination of the member or provide ongoing service at any time. 

• Include who the interaction was with, what occurred, and what the next steps are. 

• Be written in an objective, person-centered manner and without subjective comments or 
demeaning or disparaging remarks. 

• Indicate interpreter (name and specific language) involvement, if applicable.  

• Before going on PTO, all documentation must be up to date and completed. 
 
 
 
 

  



 
 
 

NOTE: Printed copies of this document are uncontrolled. In the case of a conflict between printed and electronic 
versions of this document, the controlled version published online prevails.  
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OTHER DOCUMENTS RELATED: 
 

• RCT Care Coordination Policy 

• Intensive Care Coordination Policy 

• Care Coordination Timeline of Activities 

• Approved Abbreviations 

• Epic Compass Rose Tip Sheets 

 
 

ROUTINE OVERSIGHT OF DOCUMENTATION: 

• Supervisor will monitor caseloads using dashboards and other reports pulled from the care 

management platform as well as in 1:1 supervision. 

• Supervisor will note any discrepancy and review documentation in care management platform. 

• Supervisor may also review any relevant documentation in EMR based on the oberservations 

made in these reports OR if they are helping the care coordination staff and clinic 
communicate more appropriately 

• Supervisor will be involved in regular, formal audits of case files, per ‘PHP Analyses, 

Performance and Audits Policy.’ 
 
 
*Community-based staff with access to clinic or hospital electronic health records, are responsible for 
following and adhering to that organization ’s documentation policy. 
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���

��������	
��
����	��������	��
�����
�������
��
������
���
�����������������
��	���������
���	
��
��

��������
	������	�
�������	��
�����
���������
������
�����	�
�����	���
��
�	
�������	���� ������ ����!"�
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#$%&'()*&+�,$&+-%�.*)'(/$*01�2�3)4456(-7�8$6-&+�,$&+-%�.*)9*&40�)*�)-%$*�:);&+�.5<+(;�,$&+-%1�2�=>(++$/�?5*0(69�@&;(+(-($0�A%$6�&BB+(;&<+$1�2�C,=�D*$&�D9$6;7�)6�D9(69ED9(69�&6/�.$)B+$�A(-%�C(0&<(+(-($0�)*��2�C,=�3%(+/�F$+G&*$�2�C$'$+)B4$6-&+�C(0&<(+(-($0�=$*'(;$0�2�H*$9)6�C$B&*-4$6-�)G�I/5;&-()61�2�H*$9)6�J)5-%�D5-%)*(-71��2�H-%$*�;)4456(-7�&6/�0);(&+�05BB)*-�B*)'(/$*01�&6/�2�F%$6�&BB+(;&<+$K�A(-%�@*($6/0K�@&4(+7K�.&*$6-0E:$9&+�L5&*/(&60M��3&*$�;))*/(6&-)*0�A(++�;)6'$6$�&6/�G&;(+(-&-$�N6-$*/(0;(B+(6&*7�O$&4�8$$-(690�PNCOQ�G)*�:O==�4$4<$*0K�=,3?�4$4<$*0K�&6/�G)*�)-%$*�4$4<$*0�&0�6$$/$/�&;;)*/(69�-)�-%$�8$4<$*R0�3&*$�.+&6K�(6;+5/(69�&�B)0-S-*&60(-()6�4$$-(69�)G�-%$�(6-$*/(0;(B+(6&*7�-$&4�A(-%(6�G)5*-$$6�PTUQ�/&70�)G�&�-*&60(-()6�<$-A$$6�+$'$+0K�0$--(690�)*�$B(0)/$0�)G�;&*$M�O%$�NCO�4$$-(690�450-V�W�N6;+5/$�-%$�4$4<$*K�-%$(*�*$B*$0$6-&-('$�)*�95&*/(&6K�56+$00�-%$�4$4<$*�/$;+(6$0�)*�-%$�4$4<$*X0�B&*-(;(B&-()6�(0�/$-$*4(6$/�-)�<$�0(96(Y;&6-+7�/$-*(4$6-&+�-)�-%$�4$4<$*X0�%$&+-%1��W�3)60(/$*�*$+$'&6-�(6G)*4&-()6�G*)4�&++�B*)'(/$*0�&6/�)-%$*�$6-(-($0�0$*'(69�-%$�8$4<$*�(6;+5/(69�<5-�6)-�+(4(-$/�-)�-%)0$�+(0-$/�(6�HDZ�UT[STUTS\]̂[�P_Q�1��W�.*)'(/$�&�G)*54�-)V�2�C$0;*(<$�-%$�;+(6(;&+�(6-$*'$6-()60�*$;)44$6/$/�-)�-%$�-*$&-4$6-�-$&4�&6/�(/$6-(G7�-%$�G*$̀5$6;7�)G�6$;$00&*7�N6-$*/(0;(B+(6&*7�O$&4�8$$-(690�&BB*)B*(&-$�-)�4$$-�-%$�3&*$�.+&6�6$$/01�2�3*$&-$�&�0B&;$�G)*�-%$�4$4<$*�-)�B*)'(/$�G$$/<&;>�)6�-%$(*�;&*$K�0$+GS*$B)*-$/�B*)9*$00�-)A&*/0�-%$(*�3&*$�.+&6�9)&+0K�&6/�-%$(*�0-*$69-%0�$a%(<(-$/�(6�<$-A$$6�;5**$6-�&6/�B*()*�4$$-(691�2�N/$6-(G7�;))*/(6&-()6�9&B0�&6/�0-*&-$9($0�-)�(4B*)'$�;&*$�;))*/(6&-()6�A(-%�-%$�4$4<$*X0�0$*'(;$�B*)'(/$*01�2�C$'$+)B�0-*&-$9($0�-)�(/$6-(G7K�&//*$00K�4)6(-)*�&6/�G)++)A�5B�)6�6$$/$/�*$G$**&+0�G)*�0B$;(&+-7�;&*$K�*)5-(6$�%$&+-%�;&*$�0$*'(;$0�P(6;+5/(69�4$/(;&-()6�4)6(-)*(69QK�)-%$*�;)4456(-7�B*)9*&40�)*�0);(&+�6$$/�0$*'(;$01�&6/�2�bB/&-$�-%$�4$4<$*X0�(6/('(/5&+�3&*$�.+&6�&6/�0%&*$�-%$�B+&6M��3&*$H*$9)6�4&6/&-$0�-(4$+7�0%&*(69�&6/�$a;%&69$�)G�;&*$�;))*/(6&-()6�(6G)*4&-()6�&4)69�.*(4&*7�3&*$�.*)'(/$*0K�;)6-*&;-$/�B*)'(/$*0K�&6/�;)4456(-7�B&*-6$*0�'(&�I+$;-*)6(;�,$&+-%�N6G)*4&-()6�-$;%6)+)97�)*�)-%$*�&BB+(;&<+$�4$-%)/0�-)�$605*$�;)6-(65(-7�)G�;&*$M�=$'$*&+�070-$40�&*$�50$/�(6�)*/$*�-)�4&(6-&(6�-%(0�B*);$00M��W�cdefghiejkhlmn�(0�&�%$&+-%�(6G)*4&-()6�$a;%&69$�-%&-�%)0B(-&+0�&;*)00�H*$9)6�;)66$;-�-)M�3&*$�.+&6�(6G)*4&-()6K�Z3O�&00(964$6-K�&6/�3&*$�3))*/(6&-)*�;)6-&;-�(6G)*4&-()6�;&6�<$�0%&*$/�-%*)59%�-%(0�070-$4M��W�3&*$H*$9)6�*$;$6-+7�(4B+$4$6-$/�opej�clqnm�cilgrdms�A%(;%�(0�-%$�6&4$�)G�G56;-()6&+(-7�A(-%(6�IB(;�-%&-�&++)A0�G)*�/&-&�$a;%&69$�<$-A$$6�)5*0$+'$0�&6/�0$+$;-�6$-A)*>�B&*-6$*0�-)�B*)'(/$�&�4)*$�;)4B+$-$�B(;-5*$�)G�)5*�4$4<$*0X�%$&+-%K�*(0>0K�&6/�-)�G&;(+(-&-$�;+)0$*�;)4456(;&-()6M�F$�*$;$('$�;+(6(;&+�/&-&�$a;%&69$�&6/�0;%$/5+(69�6)-(Y;&-()60M�H5*�6$-A)*>�
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#$%&'(%)�*+,�-)(�.#/0�1$2(%�13$&4,%5�0$'�)((�,-%�0$%(�0,,%6/'$&/,'�',&()�$)�*(337��8�9:;<=;<>?@�AB@C�/)�$'�(D&(')/,'�,4�.#/0�E,5#$))�F,)(�&+$&�/)�-)(6�*/&+�6()/G'$&(6�(D&(%'$3�#$%&'(%)�/'03-6/'G�,-%�6(3(G$&(6�0$%(�0,,%6/'$&/,'�&($5)�$'6�,&+(%�#$%&'(%)�/'�&+(�'(&*,%H�$33,*/'G�&+(5�&,�I/(*�5(5J(%�/'4,%5$&/,'�$'6�0$%(�0,,%6/'$&/,'�$0&/I/&/()�*/&+/'�,-%�/')&$'0(�,4�(#/0��KLMNOPQPRNMS�TUVVRLQ�MNW�XRSSRY�ZV�[%$')/&/,'$3�\-##,%&�/)�#%,I/6(6�&,�5(5J(%)�(D#(%/('0/'G�$�E$%(�\(&&/'G�[%$')/&/,']�%(G$%63())�,4�*+(%(�&+(�5(5J(%�/)�%(0(/I/'G�)(%I/0()�&,�(')-%(̂�8�_(5J(%)�$%(�&%$')/&/,'(6�/'&,�&+(�5,)&�$##%,#%/$&(�/'6(#('6('&�$'6�/'&(G%$&(6�0,55-'/&2�)(&&/'G)�$'6�#%,I/6(6�4,33,*̀-#�)(%I/0()�$)�5(6/0$332�'(0())$%2�$'6�$##%,#%/$&(�#%/,%�&,�6/)0+$%G(�&,�4$0/3/&$&(�)-00())4-3�+$'6,a�&,�0,55-'/&2�#%,I/6(%)b��8�c##%,#%/$&(�6/)0+$%G(�#3$''/'G�$'6�0$%(�0,,%6/'$&/,'�4,%�$6-3&)�*+,�*(%(�5(5J(%)�-#,'�('&(%/'G�&+(�d%(G,'�\&$&(�e,)#/&$3�$'6�*+,�)+$33�%(&-%'�&,�&+(/%�+,5(�EEd�-#,'�6/)0+$%G(�4%,5�&+(�d%(G,'�\&$&(�e,)#/&$3b�8�E$%(�E,,%6/'$&/,'�$'6�6/)0+$%G(�#3$''/'G�4,%�,-&�,4�)(%I/0(�$%($�#3$0(5('&)]�4,%�*+/0+�$'�(D0(#&/,'�)+$33�J(�5$6(�&,�$33,*�&+(�5(5J(%�&,�%(&$/'�e,5(�EEd�('%,335('&�*+/3(�&+(�5(5J(%f)�#3$0(5('&�/)�$�&(5#,%$%2�%()/6('&/$3�#3$0(5('&�$)�6(g'(6�/'�dcF�hij̀ihìkljj]�,%�(3)(*+(%(�/'�$00,%6$'0(�*/&+�dcF�hij̀ihìkmil7�EEd)�)+$33]�#%/,%�&,�6/)0+$%G(]�0,,%6/'$&(�0$%(�/'�$00,%6$'0(�*/&+�$�5(5J(%f)�6/)0+$%G(�#3$'b��8�E,,%6/'$&(�$'6�$-&+,%/n(�0$%(�*+('�/&�+$)�J(('�6((5(6�5(6/0$332�$##%,#%/$&(�$'6�5(6/0$332�'(0())$%2�&,�%(0(/I(�)(%I/0()�,-&)/6(�,4�&+(�)(%I/0(�$%($�J(0$-)(�$�#%,I/6(%�)#(0/$3&2�/)�',&�,&+(%*/)(�0,'&%$0&(6�*/&+�&+(�EEdb�$'6�8�E,,%6/'$&(�&+(�5(5J(%)�0$%(�*+('�&+(2�$%(�&(5#,%$%/32�,-&)/6(�&+(/%�('%,33(6�)(%I/0(�$%($7��oROQ�pROVPQMS�qrQsNWsW�tMLs�E$%(�E,,%6/'$&/,'�)(%I/0()�4,%�5(5J(%)�(D#(%/('0/'G�1,)&�e,)#/&$3�.D&('6(6�E$%(�/'�$00,%6$'0(�*/&+�dcF�hiìjuj̀jjkk̂�8�1,)&�e,)#/&$3�.D&('6(6�E$%(�E,,%6/'$&/,'�v1e.Ew�/)�$�&*('&2�vxjw�6$2�J('(g&�/'03-6(6�*/&+/'�&+(�y3,J$3�z-6G(&�$'6�&+(�EEd�)+$33�#$2�4,%�&+(�4-33�&*('&2�vxjw�6$2�1e.E�J('(g&�*+('�&+(�4-33�&*('&2�vxjw�6$2)�/)�%({-/%(6�J2�&+(�6/)0+$%G/'G�#%,I/6(%7�EEd)�)+$33�5$H(�&+(�J('(g&�$I$/3$J3(�&,�','̀_(6/0$%(�_(5J(%)�*+,�5((&�_(6/0$%(�0%/&(%/$�4,%�$�#,)&̀e,)#/&$3�\H/33(6�|-%)/'G�}$0/3/&2�#3$0(5('&7�8�EEd)�)+$33�',&/42�&+(�_(5J(%f)�3,0$3�d~e\�c1~�,a/0(�#%/,%�&,�&+(�_(5J(%�J(/'G�$65/&&(6�&,�1e.E7��#,'�%(0(/#&�,4�)-0+�',&/0(]�EEd�$'6�&+(�_(5J(%f)�c1~�,a/0(�5-)&�#%,5#&32�J(G/'�$##%,#%/$&(�6/)0+$%G(�#3$''/'G7�8�EEd)�)+$33�',&/42�&+(�_(5J(%�$'6�&+(�1e.E�4$0/3/&2�,4�&+(�#%,#,)(6�6/)0+$%G(�6$&(�4%,5�)-0+�1e.E�4$0/3/&2�',�3())�&+$'�&*,�vxw�4-33�6$2)�#%/,%�&,�6/)0+$%G(7�8�EEd)�)+$33�(')-%(�&+$&�$33�,4�$�_(5J(%f)�#,)&̀6/)0+$%G(�)(%I/0()�$'6�0$%(�'((6)�$%(�/'�#3$0(�#%/,%�&,�6/)0+$%G(�4%,5�&+(�1e.E]�/'03-6/'G�J-&�',&�3/5/&(6�&,�~-%$J3(�_(6/0$3�.{-/#5('&�v~_.w]�5(6/0$&/,')]�+,5(�$'6�E,55-'/&2�J$)(6�)(%I/0()]�6/)0+$%G(�(6-0$&/,'�,%�+,5(�0$%(�
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#$%&'()&#*$%+�%),-.(/#$0�1*//*23(4�)5'-�544*#$&6-$&%+�5$.�4'*7#.-�1*//*23(4�)5'-�#$%&'()&#*$%�&,5&�#$)/(.-�'-6#$.-'%�&*8�9�:&&-$.�5/'-5.;3%),-.(/-.�544*#$&6-$&%�2#&,�<'*7#.-'%�1*'�5$;�$-)-%%5';�1*//*23(4�)5'-�544*#$&6-$&%�&,-�=-6>-'�65;�$--.8�*'�9�?),-.(/-�1*//*23(4�)5'-�544*#$&6-$&%�2#&,�<'*7#.-'%�&,5&�&,-�=-6>-'�65;�$--.�&*�%--8�@�AAB%�%,5//�4'*7#.-�&,-�<CDA�>-$-E&�5))*'.#$0�&*�&,-�)'#&-'#5�-%&5>/#%,-.�>;�=-.#)5'-+�5%�)#&-.�#$�&,-�=-.#)5'-�A*7-'50-�*1�?F#//-.�G('%#$0�H5)#/#&;�A5'-�575#/5>/-�>;�)5//#$0�I3JKK3=DLMA:ND�*'�5&�222O6-.#)5'-O0*7P4(>/#)5&#*$%�@�AAB%�5'-�$*&�'-%4*$%#>/-�1*'�&,-�<CDA�>-$-E&�($/-%%�&,-�=-6>-'�25%�-$'*//-.�2#&,�&,-�AAB�5&�&,-�&#6-�*1�&,-�,*%4#&5/#Q5&#*$�4'-)-.#$0�&,-�<CDA�15)#/#&;�4/5)-6-$&O��RSTUVWXYZY[SX�\]]�̂_̀a�̂bb̀cde_fdbe�gàhd̂ag�_ec�_̂fdhdfdag�_̀a�cb̂ijaefac�kl�fma�n_̀a�nbb̀cde_fb̀�odfmde�A5'-B'-0*$p%�̂_̀a�j_e_qajaef�r]_fsb̀jt�urd̂�nbjr_gg�vbga�dê]icdeqw�@�?)'--$#$0%�5$.�5%%-%%6-$&%��@�A5'-�</5$�#$)/(.#$0�$--.%+�0*5/%+�5$.�#$&-'7-$&#*$%�@�M$&-'5)&#*$%�2#&,�&,-�6-6>-'�5$.�&,-�6-6>-'p%�)5'-�&-56�@�M$&-'5)&#*$%�2#&,�&,-�6-6>-'�*'�5$;*$-�-/%-�#$7*/7-.�#$�&,-�6-6>-'p%�)5'-�@�L#%)(%%#*$�5$.�*(&)*6-%�'-/5&-.�&*�MAx%��</-5%-�'-1-'�&*�&,-�A5'-�A**'.#$5&#*$�D$)*($&-'�L*)(6-$&5&#*$�<*/#);�1*'�6*'-�#$1*'65&#*$�yZzW�ySSz{[XZY[SX�|SX[YSz[X}�ZX{�~Wz�SzVZXTW���Wz�[}�Y�\f�n_̀a�̀aqbet�bì�]a_càgmdr�fa_j�dg�̂bjjdffac�fb�aegìdeq�fma��i_]dflt�fdja]deaggt�_ec�_̂ î̀_̂l�bs�̂_̀a�̂bb̀cde_fdbe�_̂fdhdfdag���mdg�rb]d̂l�bif]deag�mbo�oa�̀bifdea]l�jbedfb̀t�bhàgaat�_ec�ah_]i_fa�fma�cb̂ijaef_fdbe�_ec�ràsb̀j_êa�bs�bì�fa_jg������������������������������w��a_càgmdr�jbedfb̀g�rbri]_fdbe�]aha]�f̀aecg�fb�dcaefdsl�̂bmb̀fg�à�id̀deq�̂_̀a�̂bb̀cde_fdbe�gàhd̂ag�����������������������w��eqbdeq�_e_]lgdg�bs�r̀bq̀_j�ràsb̀j_êa�_ec�r̀b̂aggag�dg�̂becîfac�fm̀biqm�̀arb̀fgt�c_gmkb_̀cgt�̀_ecbj�̂m_̀f�_icdfgt�_ec�bea�be�bea�giràhdgdbe�odfm�̂_̀a�b̂b̀cde_fdbe�gf_ss����� ����������w��ma�_icdf�r̀b̂agg�dg�̂bb̀cde_fac�kl�fma�n_̀a�nbb̀cde_fdbe�¡i_]dfl�¢_e_qà�_ec�fma�n_̀a�nbb̀cde_fdbe�£d̀âfb̀��v_ecbj�g_jr]ag�bs�jajkà�̂_gag�_̀a�̀ahdaoact�f̀_̂¤act�_ec�]bqqac��¥aack_̂¤�dg�r̀bhdcac�fb�gf_ss�fb�dcaefdsl�brrb̀fiedfdag�sb̀�djr̀bhajaef��\icdf�̀agi]fg�_̀a�igac�sb̀��i_]dfl�_ggì_êat�r̀b̂agg�djr̀bhajaeft�_ec�̀arb̀fdeq�rìrbgag���¦����������§����̈ �w�©iràhdgb̀g�̂becîf�̀aqi]_̀�bea�be�bea�̀ahdaog�odfm�gf_sst�ifd]dªdeq�fma�©iràhdgb̀�£_gmkb_̀c�fb�jbedfb̀�cb̂ijaef_fdbe�_ec�̂_̀a�̂bb̀cde_fdbe�_̂fdhdfdag��©iràhdgb̀g�_]gb�iga�fma�©iràhdgb̀�nm_̀f�vahdao�¥b̀j�fb�̀ahdao�bea�̂m_̀f�rà�gf_ss�jajkà�rà�jbefm��



���

��������	
��
����	��������	��
�����
�������
��
������
���
�����������������
��	���������
���	
��
��

��������
	������	�
�������	��
�����
���������
������
�����	�
�����	���
��
�	
�������	���� ������ ����!"�

�#$%$&'(�$%)�*+(',-.(�/'0+'123�4565789:�56;�<=98>?@9:�A89B@9C�>D59?�98E=8F:G�:8H8>?=67�IJK�>D59?:�85>D�A89�C@6?DL�M6B@9C5?=@6�B9@C�?D8:8�98E=8F:�=:�565HNO8;�?@�=;86?=BN�?986;:�56;�=CAH8C86?�68>8::59N�?95=6=67L��P$2'Q.$)�#.%+-.(+%&3�R5:8H@5;:�598�987SH59HN�C@6=?@98;�?@�86:S98�>598�>@@9;=65?@9:�>56�C88?�?D8�688;:�@B�?D8=9�5::=768;�C8CT89:L�MB�UVWXYZV[�UV\VU]̂_�X̀UXX[W�V�UVaX�UZZa[]bV̂ZacW�Vd]Y]̂_G�:?5BB=67�C5N�T8�5;eS:?8;L�f89:=:?86?�=::S8:�F=HH�A9@CA?�56�5::8::C86?�B@9�5;;=?=@65H�ghi�56;�>5A5>=?NL��*'Q'&$-')�j'$k�l0'(2+&m-3�4@6=?@9=67�56;�@E89:=7D?�@B�;8H875?8;�>598�>@@9;=65?=@6�?85C:�=6�?D8�C8?9@�5985�598�>@6;S>?8;�=6�5>>@9;56>8�F=?D�no�Rgp�qnIrLosrG�tup�nvsJvnvJIrwsG�tup�nvsJvnvJIrwKG�56;�tup�nvsJvnvJIrxsL�<8H875?8;�?85C:�>@CAH8?8�566S5H�?95=6=67:�56;�98E=8F�R598t987@6�A@H=>=8:L�<@>SC86?5?=@6�@B�>598�>@@9;=65?=@6�5>?=E=?=8:�=:�C5=6?5=68;�=6�iA=>�R@CA5::�p@:8�56;�@?D89�AH5?B@9C:G�F=?D�98A@9?:�5E5=H5TH8�?@�?95>y�E@HSC8G�?=C8H=68::G�5;8zS5>NG�56;�8BB8>?=E868::L�p87SH59�C88?=67:�F=?D�;8H875?8;�A59?689:�86:S98�zS5H=?N�@E89:=7D?�56;�>@998>?=E8�5>?=@6:�598�?5y86�=B�;8B=>=86>=8:�598�B@S6;L��/'{.(-+%&3�R598�>@@9;=65?=@6�5>?=E=?=8:�56;�?D8=9�8BB8>?=E868::�598�;@>SC86?8;�=6�5�R598�R@@9;=65?=@6�98A@9?3�|�}STC=??8;�?@�?D8�uS?D@9=?N�F=?D=6�nK�;5N:�5B?89�?D8�86;�@B�85>D�:=~JC@6?D�A89=@;L�|��?=H=O=67�?@@H:�56;�7S=;56>8�A9@E=;8;�TN�?D8�uS?D@9=?N�@6�?D8�RRt�R@6?95>?:�g@9C:�F8TA578L�|�<8H875?8;�>598�>@@9;=65?=@6�?85C:�A59?=>=A5?8�=6�?D8�>@CAH8?=@6�@B�?D=:�98A@9?L���������������������������������VaX��ZZa[]bV̂]Zb� ��XaVYY�VUUZ�b̂Vd]Y]̂_���]aXÛZa���VaX��ZZa[]bV̂]Zb� �a]̂Xa���Zb]̂Za]b��Vb[��Xa�Za�VbUX��VbV�X�Xb̂��]aXÛZa���ZZa[]bV̂]Zb�Vb[���̂aXVU���a]̂Xa���Zb]̂Za]b��Vb[��Xa�Za�VbUX��VbV�X�Xb̂��VaX��ZZa[]bV̂]Zb���aWX��VbV�Xa�� �X�]X�Xa�� aV]b]b����XaW]��̂��¡�¢���£�¤������¥��¤�¢�����VaX��ZZa[]bV̂]Zb�YXV[XaW�]\�]bUY�[]b�������]aXÛZaW�����¦�VY]̂_��VbV�Xa���VaX� XV���VbV�XaW��Vb[��VaX� XV��§�\Xa�]WZaW��]YY�\aZ�][X�Z�XaW]��̂�̂�V̂�̂�X�\ZY]U_�]W�dX]b��aX]b�ZaUX[̈����©ª�£������«¬��­��®«̄°̈¬±°��²��«³±́³«³́̄ °µ±��VaX��ZZa[]bV̂]Zb¶�²[�]b]ŴaV̂]Zb��§_ŴX�W��Vb[�·b�aVŴa�Û�aX���²��«³±́³«³́̄ °µ̧��VaX��ZZa[]bV̂]Zb¶�·[Xb̂]¹UV̂]Zb�Z���X�dXa��XX[W�
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Member Provider Support – Timeline of Activities  
 

Documents Sections (click to jump to section) - 
Program Information  –  Documentation Requirements  
Timeline of Activities  –   RCT Transfers  
-  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - 

Member Provider Support - Program Information 
 
Program Purpose    
 

 Provide ongoing Care Coordination  
 

The Member Provider Support 
Program is applicable for:  
 

 General care coordination cases  
 
Including: 
 Choice Model 
 Intensive care coordination cases 
 Maternal Child Health  
 Model of Care (MOC) most vulnerable  
 Housing Care Coordination 

 
Member Provider Support Program - Documentation Requirements 
 

Member Provider Support program added + episode statuses   
 referred > enrolled > close 

 
Support & Service Type – added as applicable  
 Choice Model 
 Choice Model – Longterm Psychiatric Care 
 Intensive Care Coordination  

 
Care coordinator assigned 
 Episode Responsible Staff 

 
Referral Intake  [assessment] 
 Data capture for incoming referral information 
 Includes the documentation of referral receipt + initial response to 

referent 
 

Referral note  [note type – informed by Referral Intake data] 
 
Pre-determined Outreach Tasks  
 Primary Care Coordinator to complete initial outreach call with member 
 Outreach to Referent in 1 business day  
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 Outreach PCP 
 

Pre-determined Member Provider Support Program Targets -  
 Initiate Transitions Assessment 
 Initiate Care Plan 

 
Pre-determined Member Provider Support Checklist Tasks 

 ICT / Case Conference(s) 
 Outreach to PCP – populates after completion of initial Outreach Task 

 
Assessments 

 CCA - Care Coordination Assessment [program target] 
 If applicable/appropriate –  
 Social Determinants 
 Health Risk Assessment Tool  

 
Care Plan  [target] 
 

 

Member Provider Support – Timeline of Activities  
 
Referral & General Intake Activities 

Timing Staff:  Triage Coordinator, HCC, and/or Assigned Care Coordinator 
 

Within 1 
business day  

of referral 
receipt via -  

 
 email 
 fax 
 phone 

call/VM 
 direct 

referral 
 
 

 
> Referral is documented – 
 Referral Intake [assessment] which includes:  

o Data capture for incoming referral information 
o Documentation of initial response to referent  

 
 Referral Note [specific note type] 

> Member Provider Support Program Added  

 Program (episode) status > Referred 
 If applicable - Intensive Care Coordination Support & Service Type added  
 Episode Responsible Staff:  

 RCT Pool 
 Individual care coordinator if known at time of referral, e.g. 

HRS entering a referral received from clinic 
 Member demographics updated as applicable  

https://rise.articulate.com/share/h8t1BkKX_WeZcqba51jpV_z2c-Dmam1W#/
https://rise.articulate.com/share/h8t1BkKX_WeZcqba51jpV_z2c-Dmam1W#/
https://rise.articulate.com/share/Wt1-KgvBxH4Gn5qvulb5XP5k-G7u7AkX#/
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Timing Staff:  RCT Pool “Divers”  
 

Within 3 
business days  

of referral 
receipt 

 

 
 If applicable, team huddle to determine case assignment  
 Note: See RCT Transfer guidance below for re-referring to corrected RCT  

 
 Member Provider Support Responsible Staff  Updated  
 Program (episode) updated from RCT Pool – Provider > assigned Care 

Coordinator 
 
! Note: Case re-assignment from the pool to an induvial is completed via updating 
the Member Provider Support episode’s Responsible Staff, not by removing the 
Pool or Individuals from the Care or Case Team.  
 

RCT Transfers 

 There are occasions when a referral may land with a Regional Care Team 
that does match where a member receives their primary care services.  

1. The initial RCT to receive the referral keeps the episode status as Referred  
(do not update to Enrolled)  
 

2. Someone from the initial RCT documents/completes the following as 
referral ‘triage’ steps via a Patient Outreach encounter linked to the 
episode: 

 Research into member’s correct PCP/RCT 
(e.g. referral info, review of claims in FIDO, QNXT, etc.) 
 Manually update the member's Care Team with correct PCP information 
 When applicable, document actions taken to correct the PCP assignment 

in QNXT 
 Clear rationale if unable to update PCP in QNXT  

(ICF resident, care through VA, etc.) 

3.  Update the episode’s Responsible Staff to the corrected RCT Pool.  

Note: Adding text to the Episode Overview section (episode comments box) is 
optional and should only be secondary to entering an encounter with the 
information noted above. 
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Assigned Care Coordinator - Referral Intake Activities: Outreach, Assessment, Care Plan  
Timing Staff:  Assigned Care Coordinator 

Within 5 
business days  

of Care 
Coordinator 
assignment 

 
 

Program Update - 
 Member Provider Support Program Status Updated  

 Program (episode) status > Enrolled 
 

Record Review & Intake -  
 Information Gathering - Review Records 

 Internal chart review of Compass Rose – 
 referral information 
 past documentation / encounters 
 coverage information  

 Review FIDO, QNXT, PointClickCare as needed 
 Review external EMR(s) as needed  

 Document Progress Note with findings  
 

Determine Outreach Plan – e.g. order of outreach calls, appropriateness of 
outreach to member, etc.  

 If notifying the member about their care coordination status or 
involving the member in the HRAT or CCA process could be detrimental 
to their health or well-being document the reason within a progress 
note. 
 

Outreach [Outreach Tasks]  
 Outreach objectives: Communicate Care Coordinator assignment, 

identify/clarify/discuss care support needs with referent, PCP, and 
member. 
 

Act on Outreach Plan via Outreach Task completion or task modification 
[Contacts section + Reason for Outreach + Outreach Management] 

 Primary Care Coordinator to complete initial outreach call with member 
 Outreach to Referent in 1 business day  
 Outreach PCP 
 Add outreach content to Progress Note, as applicable 

 
Assessment  [Target] 
 If able/appropriate based on chart review and/or outreach, initiate Care 

Coordination Assessment    
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Add assessment content to Progress Note, as applicable 
 
Care Plan  [Target] 
 If able/appropriate based on chart review and/or outreach, initiate a Care 

Plan  
Share Care Plan as appropriate [Checklist Task] 
 

Timing Staff:  Assigned Care Coordinator 
Within 10 

business days  
of Care 

Coordinator 
assignment 

 
 

Update Member Information -  
 Update Member’s Care Team & Patient Contacts Sections – 

o Care Team – clinical and direct care providers 
o Patient Contacts – natural supports, Case Workers, DME 

providers  
 

Address Targets x 2 - 
 Assessment 

o If able/appropriate based on chart review and/or outreach, 
initiate Care Coordination Assessment    

 Care Plan 
o Ensure a Care Plan is initiated 
o Share the Care Plan as appropriate [Checklist Task] 

 
Additional Outreach & Communications/Interactions -  
 Continue member engagement as appropriate  

o Document all attempts to outreach member via Outreach Tasks 
and/or Contacts section (incoming/outgoing calls, text, etc.) 

 Contact member’s PCP and other applicable care team members such 
as Aging & People with Disabilities/LTSS Case Worker  

 Continue engagement with primary care clinic and/or other care team 
members as needed  

 Communicate Care Plan as applicable  
 

Coordination – [Checklist Task] 
 Document an Interdisciplinary Care Team Meeting and/or Care 

Conference as applicable  
 Use ICT or Case Conference note (Coordination activity tab) 

 

 

 

http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
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Ongoing Care Coordination Activities  
Timing Staff:  Assigned Care Coordinator 

 
As applicable 

throughout case 
 

Minimally, 
members 
should be 
engaged and 
charts updated 
monthly 
 

Communications –  
 Respond to phone calls, e-mails, texts, etc. from member and/or 

Care Team 
 Document all communications via Contacts section 

(incoming/outgoing calls, texts, Face-to-Face visits, emails, etc.) and 
progress notes  

Care Plan Updates – 
 Review Care Plan at least monthly 
 Update Care Plan, including progress towards goals  
 Continue to share Care Plan with member and Care Team  

Reassessment – based on “trigger events” 
Healthwise Materials 
UniteUs Referrals  

Monitoring & 
Paused   
Statuses  

Monitoring uses: 
 Choice Model  
 For all other MPS episodes - used at Care Coordinator's discretion 

when:  
 There are no current/active care coordination needs for 30+ days, 

but there are anticipated support needs beyond 30 days, e.g. 
upcoming appointment, scheduled procedure 

 Please be sure the rationale for keeping a case in monitoring 
status is clearly documented 
 

Paused uses:  
 At the discretion of the assigned Care Coordinator based on a 

member's clinical or situational factors – 
 Example - Member enrolled in Member Provider 

Support experiences a hospitalization event 
requiring Transitional Support program enrollment where MPS 
goals/work would be secondary to acute care support needs 

 When paused, the assigned Care Coordinator has the option to: 
1. Continue "working" the paused Episode 

> Note: Encounters will need to be linked with the paused episode 
when updating things such as tasks, targets, and care plans. 

2. Update the due dates for the paused Episode's pending tasks & 
targets  
> Note: Encounters will need to be linked with the paused episode 
when updating things such as tasks, targets, and care plans. 
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Case (Episode) Closure Activities 
Timing Staff:  Assigned Care Coordinator 

 
As 

appropriate 
per individual 

case  
 

 Member 
declines 
further care 
coordination 
engagement 
 

 
CLOSURE INDICATORS – 
 Completion of all applicable tasks and targets 
 All care coordination/transition plan/care plan needs met 
 Actively engaged with PCP and/or Care Team  
 Member declined further care coordination engagement 
 Member has not responded to outreach x3 attempts  

 
 NOTIFY THE MEMBER AND THE CARE TEAM OF CLOSURE 
 Communicate steps for re-referral to care coordination if indicated in 

the future 
 Document last interactions with the member and care team 

 
 RESOLVE CARE PLAN  

 
 DOCUMENT FINAL PROGRESS NOTE  
Document the reason for case closure including –  
 A summary of the work done, noting referrals and goals/issues 

completed  
 Reasons for any unmet goals/referrals.  
 Indicate if the care plan shared with member and/or provider; if it 

was not, indicate the reason.   
 Any directions to guide the intake/care coordination process in the 

future if the member should be re-referred  
 
MEMBER PROVIDER SUPPORT PROGRAM UPDATED  

 Program (episode) status > Closed 
 Select appropriate Closed Reason 

 
! Note: Case closure is completed via updating the Member Provider Support 
episode’s status, not by removing users from the Case or Care Team.  

 
Update log:  

3/24 K. Knight Edits  
5/24  K. Knight RCT Transfers. Episode Staus; approved E. Adler  

   

 



   
 

Transitional Support Program  
Sections - 

Program Information –  Documentation Requirements –  Timeline of Activities  
Additional Activities – Visual Guide 

-  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - 

Transitional Support - Program Information 
 
Program Purpose:    
 

 Facilitate safe discharge planning and transitions between levels of care 
 Support member’s connection to appropriate settings and services 

 
The Transitional Support 
Program is applicable for - 
 

 CareOregon Advantage (COA - Medicare) members who are admitted to a 
facility* as inpatient or under observation status – medical or psychiatric   
 

 Spirit of Healing and Tribal Care Coordination – members who are 
admitted to a facility* as inpatient or under observation status – medical 
or psychiatric   
 

 Medicaid members who are referred into care coordination related to an 
admission event – medical or psychiatric   
 

 Medicaid members engaged in Member Provider Support program who 
are admitted to an acute care facility* – medical or psychiatric   
 
* Facilities include acute care facilities (hospitals), psychiatric hospitals or 
units, Skilled Nursing Facilities, inpatient rehabilitations centers (physical 
rehabilitation), long-term acute care, etc.  

 
Reference:   
Transitional Support - Referral Pathway & Care Coordination Responsibilities 
Grid 
 

Notification of the 
transitional event -   
 

COA Members  
 Triage Coordinators identify the initial Physical Health admission event 

for COA members and update the member’s chart with applicable 
admission and discharge information via the Notification of 
Hospitalization assessment. 

 COA readmissions are identified by the assigned care coordinator via 
the Pt Admitted/Discharged Report (Dashboard/In Basket) when the 
member is currently enrolled in an episode of Transitional Support.  
 Triage Coordinators will support secondary readmission 

identification and episode documentation.  

OHP Members 
 New care coordination referrals based on an admission event (e.g. 

referrals from hospital discharge planners or Metro-County Care 

https://careoregoninc.sharepoint.com/sites/PopulationHealthPartnerships646/Compass%20Rose%20Resources/Forms/AllItems.aspx?id=%2Fsites%2FPopulationHealthPartnerships646%2FCompass%20Rose%20Resources%2FTimeline%20of%20Activities%2FTransitional%20Support%20%2D%20Referral%20Pathway%20and%20Responsibility%20Grid%2Epdf&viewid=d38a5dc2%2Dde89%2D4904%2D9322%2D30d8047e2cb5&parent=%2Fsites%2FPopulationHealthPartnerships646%2FCompass%20Rose%20Resources%2FTimeline%20of%20Activities
https://careoregoninc.sharepoint.com/sites/PopulationHealthPartnerships646/Compass%20Rose%20Resources/Forms/AllItems.aspx?id=%2Fsites%2FPopulationHealthPartnerships646%2FCompass%20Rose%20Resources%2FTimeline%20of%20Activities%2FTransitional%20Support%20%2D%20Referral%20Pathway%20and%20Responsibility%20Grid%2Epdf&viewid=d38a5dc2%2Dde89%2D4904%2D9322%2D30d8047e2cb5&parent=%2Fsites%2FPopulationHealthPartnerships646%2FCompass%20Rose%20Resources%2FTimeline%20of%20Activities


P a g e  | 2 
 

2 

Coordination “screen-outs”) will generally be entered by Triage 
Coordinators.  

 The assigned Care Coordinator should ensure a Notification of 
Hospitalization assessment is on file and enter one if not.  

 For members already enrolled in an episode (Member Provider Support 
or Transitional Support), the assigned Care Coordinator will receive 
notice of admissions or readmissions via the Pt Admitted/Discharged 
Report (Dashboard/In Basket). 

 
For all admissions -  
 An Admission Encounter will appear under Chart Review if the 

hospitalization event is noted in PointClickCare (Admission Encounter 
data source). 

 Admission data also appears in the Recent Visits section of a member’s 
SnapShot. 
 

 

Transitional Support Program - Documentation Requirements 
 

 Transitional Support program added + episode statuses  [identified > enrolled > close] 
 Support & Service Type, as applicable -  

 Medicare 
 Readmission  

 
 Assessments 

 Notification of Hospitalization   
 Admission & discharge information 
 Note for Behavioral Health Transitional Support 

 Transitions Assessment [program target] 
 Behavioral Transitions Assessment – as applicable 
 Follow Up Post Discharge 

 
 If applicable/appropriate –  

 Social Determinants [program target] 
 Health Risk Assessment Tool [program target for COA] 

 
 Outreach Tasks x4  

 Initial Member Outreach 
 Outreach PCP 
 Inpatient Care Team Outreach 
 72 hour post discharge outreach  

 
 Care Plan  [program target] 

 

https://careoregoninc.sharepoint.com/sites/COEpicPayerPlatform/Shared%20Documents/Workgroups/Compass%20Rose/Training/Tip%20Sheets/New%20Tip%20Sheets/CareOregon%20TS%20-%20BH%20Admissions%20-%20COPY%20.docx?web=1
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 Pre-determined Transitional Support 
Program Targets – all admissions:  
 Initiate Transitions Assessment 
 Initiate Care Plan 
 Prioritize Face to Face Meeting with 

Member 
 Member has PCP follow-up w/in 14 

days of discharge  
 Member is Stable 
 Initiate/Complete Social 

Determinants (assessments)    

 Additional Medicare-specific Targets: 
 Meals Post Discharge  
 Health Risk Assessment 
 Medication Reconciliation   

 Pre-determined Transitional Support Program Checklist Tasks 
 ICT / Case Conference(s): 
 Inpatient [progress note] 
 Post-discharge  [progress note] 

 Share Care Plan with Member 
 Share Care Plan with Care Team  
 Outreach Aging & People with Disabilities – as applicable  
 Healthwise Education  – as applicable 

 

Transitional Support – Timeline of Activities  
 

Notification of Transitional Event & Intake Activities 
Timing Staff:  Triage Coordinator, HCC, and/or Assigned Care Coordinator 

 
 

Within 1 
business day  

of notification of 
Admission* 

 
* or Discharge if 

no prior 
notification of 

admission 

 
TRANSITIONAL SUPPORT PROGRAM ADDED  
 Program (episode) status > Identified* 

* if admission event identified by TC, HCC, outside referent 
 

 COA Members  
 Medicare Support & Service Type added  
 Episode assigned to RCT Pool  

 
 
NOTIFICATION OF HOSPITALIZATION [ASSESSMENT] ENTERED  
 OHP Members 
 Reassessment (admission = trigger event):  

Assigned Care Coordinator enters both admission and discharge data 
 Readmission: 

Assigned Care Coordinator enters both admission and discharge data 
 New referral:  

TC or HCC enters admission data 
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 COA Members  
 New admission:  

Triage Coordinators enter initial admission and discharge data  
 Readmission:   

Assigned Care Coordinator enters both admission and discharge data w/ TC as 
backup 
 

Staff:  Transitions Triage Pool “Divers”  
 If applicable, team huddle to determine case assignment  
 Note: See RCT Transfer guidance below for re-referring to corrected RCT 

 
TRANSITIONAL SUPPORT PROGRAM UPDATED  
 Program (episode) Responsible Staff updated from pool to Provider > assigned Care 

Coordinator 
 
! Note: Case re-assignment from the pool to an individual is completed via updating the 
Transitional Support episode’s Responsible Staff, not by removing the Pool or individuals 
from the Care or Case Team.  
 
RCT Transfers 

 There are occasions when a referral may land with a Regional Care Team that does 
match where a member receives their primary care services.  

1. The initial RCT to receive the referral keeps the episode status as Identified 
(do not update to Enrolled)  
 

2. Someone from the initial RCT documents/completes the following as referral ‘triage’ 
steps via a Patient Outreach encounter linked to the episode: 

 Research into member’s correct PCP/RCT 
(e.g. referral info, review of claims in FIDO, QNXT, etc.) 
 Manually update the member's Care Team with correct PCP information 
 When applicable, document actions taken to correct the PCP assignment in QNXT 
 Clear rationale if unable to update PCP in QNXT  

(ICF resident, care through VA, etc.) 

3.  Update the episode’s Responsible Staff to the corrected RCT Pool.  

Note: Adding text to the Episode Overview section (episode comments box) is optional 
and should only be secondary to entering an encounter with the information noted 
above. 
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 Staff:  Assigned Care Coordinator  
 
1. TRANSITIONAL SUPPORT PROGRAM UPDATED  

 Program (episode) status > Enrolled 
 

2. REVIEW RECORDS 
 If available, review the associated hospital’s EMR to determine member’s 

current clinical status, appropriateness for outreach, and information related 
to discharge planning.  

 Reminder: The Admission Encounter includes the associated facility. The 
admission status (inpatient or observation) …  

 
3. INITIATE TRANSITIONS ASSESSMENT 

 At minimum, assessment questions 1-3  
 Note for Behavioral Health Transitional Support  

 
4. INITIATE PROGRESS NOTE - TRANSITION INTAKE  

 Template:  Transition Intake  
 Note: The Notification of Hospitalization populates information into the 

Transition Intake template. 
 

5. INITIATE INPATIENT CONTACT – OUTREACH TASKS  
Outreach objectives: Communicate Care Coordinator assignment, identify & 
discuss transitional support needs. 
 Member 
 Primary Care Provider 
 Inpatient Care Team, including discharge planner 

 
6. INITIATE CONTACT – Any other support services member may be engaged in (i.e. DD, 

LTSS/APD).  
 Note:  Outreach Aging & People with Disabilities will appear as a Checklist 

Task  
 

While Member 
is Inpatient* 

 
 

* Timing & 
activities will 
vary based on 

nature & length 
of admission 

 

Staff:  Assigned Care Coordinator 
 
ADDRESS PROGRAM TARGETS AS ABLE -  
 Initiate Transitions Assessment 
 Initiate Care Plan 
 Prioritize Face to Face Meeting with Member 
 COA-only: Meals Post Discharge 
 As appropriate, discuss benefit with member and discharge planner 

 
COMMUNICATIONS -  
 Attempt to contact member 2x/week, as appropriate  

 Share Care Plan when appropriate [Checklist Task] 

https://careoregoninc.sharepoint.com/sites/COEpicPayerPlatform/Shared%20Documents/Workgroups/Compass%20Rose/Training/Tip%20Sheets/New%20Tip%20Sheets/CareOregon%20TS%20-%20BH%20Admissions%20-%20COPY%20.docx?web=1
http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
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 Document all attempts to outreach member via Outreach Tasks and/or 
Contacts section (incoming/outgoing calls, text, etc.) 

 Remain in contact with hospital or facility discharge planner  
 Engage primary care clinic and/or other care team members as needed to support 

safe discharge planning  
 Share Care Plan when appropriate [Checklist Task] 

 
CLINICAL AND DISCHARGE PLANNING UPDATES -  
 Gather relevant information and update documentation -  

 Care Plan 
 Transitions Assessment 
 Progress Note 
 Inpatient ICT - ICT Note + Checklist Task 
 Member Demographics – language, phone number, etc.  
 Care Team 

 Identify and enter contact info of other clinical providers  
 Patient Contacts  

 As appropriate, identify and update contact info of family or other 
representatives involved in the member’s care as appropriate. 

 Identify need for/support access to CO's PHI Release Form.  
 

 

Discharge-specific Activities 
Timing Staff:  Triage Coordinator, HCC, or Assigned Care Coordinator 

 
 

Within 3 business 
days of 

notification of 
Discharge 

 
NOTIFICATION OF HOSPITALIZATION [ASSESSMENT] – NEW READING  
 OHP Members 
 Reassessment (admission = trigger event):  

Assigned Care Coordinator enters discharge data 
 Readmission:  

Assigned Care Coordinator enters discharge data 
 New referral:  

Assigned Care Coordinator enters discharge data 
 

 COA Members  
 New admission:  

Triage Coordinators enter admission and discharge data  
 Readmission:   

Assigned Care Coordinator enters admission and discharge data 
 

Staff:  Assigned Care Coordinator 
 
INITIATE POST-DISCHARGE CONTACT – OUTREACH TASK 
 Member 

http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
https://careoregonadvantage.org/docs/default-source/members/forms/phi_release_form_revised.pdf?sfvrsn=4c8b8fa8_6
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As needed, initial or additional outreach to -  
 Primary Care Provider 
 Inpatient Care Team, including discharge planner 
 Any other support services member may be engaged in (i.e. DD, LTSS/APD) 

 
COMMUNICATIONS -  
 Attempt to contact member 2x/week post-discharge, as appropriate  
 Document all outreach attempts to member via Outreach Tasks and/or Contacts 

section (incoming/outgoing calls, text, etc.) 
 Document all communications via Contacts section (incoming/outgoing calls, texts, 

emails, etc.) and progress notes  
 
CLINICAL AND POST-DISCHARGE UPDATES -  
Gather relevant information and update documentation -  
 Assessments  

 As applicable, new reading: Transitions Assessment 
 Complete: Follow-up Post Discharge Assessment  

 Care Plan 
 Progress Note(s) 
 Post-Discharge ICT - ICT Note + Checklist Task 
 Member Demographics – language, phone number, etc.  
 Care Team 

 Identify and enter contact info of other clinical providers  
 Patient Contacts  

 As appropriate, identify and update contact info of family or other 
representatives involved in the member’s care as appropriate. 

 Identify need for/support access to CO's PHI Release Form.  
 
ADDRESS PROGRAM TARGETS -  
 Initiate Transition Assessment 
 Initiate Care Plan 
 Prioritize Face to Face Meeting with Member 
 Member has PCP f/u withing 14 days of DC 
 Initiate/Complete Social Determinants  
 Member is Stable 
 COA-only: Meals Post Discharge 

 N/A for Observation stays 
 Referrals supported in UniteUs 
 Documentation tools: target completion, Post-Discharge assessment, progress 

note 
 COA-only: Health Risk Assessment  
 COA-only: Medication Reconciliation  

 Required for COA inpatient and SNF stays, not required for observations stays 
 Supported by CareOregon Pharmacists, reviewed/confirmed by assigned CC  

https://careoregonadvantage.org/docs/default-source/members/forms/phi_release_form_revised.pdf?sfvrsn=4c8b8fa8_6
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SHARE CARE PLAN AS APPROPRIATE [Checklist Task] 
 

 

  

Ongoing Transitional Support Activities 
Timing Staff:  Assigned Care Coordinator 

 

 

 

Ongoing within 
30 days post 

discharge 

COMMUNICATIONS –  
 Attempt to contact member 2x/week post-discharge, as appropriate  
 Document all outreach attempts to member via Outreach Tasks and/or Contacts 

section (incoming/outgoing calls, text, etc.) 
 Document all communications via Contacts section (incoming/outgoing calls, texts, 

Face-to-Face visits, emails, etc.) and progress notes  
 Share Care Plan as appropriate [Checklist Task] 

 
RESPOND TO THE MEMBER AND CARE TEAM – 
 Respond to phone calls, e-mails, texts, etc. from member and/or Care Team 
 Complete program tasks and target as applicable 
 Assess and address readmission risks as appropriate  
 Monitor for readmission event  
 
POST-DISCHARGE UPDATES –  
Continue to gather relevant information and update documentation –  
 Assessments  
 Care Plan 
 Progress Note(s) 
 Post-Discharge ICT – ICT Note + Checklist Task 
 Share Care Plan as appropriate [Checklist Task] 

 

Monitoring 
Status  

Used at Care Coordinator's discretion to account for period of time in between: 

 Member's care coordination needs have been met  
or 

 > No modifiable risk factors identified for the member  
or 

 > Active care coordination provided by external community entity has been 
confirmed/ coordinated with  
and 

 > The required 30-day duration of Transitional Support cases 

 

Case (Episode) Closure Activities 
Timing Staff:  Assigned Care Coordinator 

http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
http://oneco.careoregon.org/sites/php/gsi/trainingresources/training/Care%20Plan%20Sharing_Job%20Aid.docx?Web=1
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30 days from 

discharge date 

 
CLOSURE INDICATORS – 
 Completion of all applicable tasks and targets 
 All care coordination/transition plan/care plan needs met 
 Member following through with follow-up appointments independently 
 Actively engaged with PCP 

 
 NOTIFY THE MEMBER AND THE CARE TEAM OF CLOSURE 
 Communicate steps for re-referral to care coordination if indicated in the future 
 Document last interactions with the member and care team 

 
 RESOLVE CARE PLAN  

 
 DOCUMENT FINAL PROGRESS NOTE  
Document the reason for case closure including –  
 A summary of the work done, noting referrals and goals/issues completed  
 Reasons for any unmet goals/referrals.  
 Indicate if the care plan shared with member and/or provider. If it was not, 

indicate the reason.   
 Any directions to guide the intake/care coordination process in the future if the 

member should be re-referred  
TRANSITIONAL SUPPORT PROGRAM UPDATED  

 Program (episode) status > Closed 
 Select appropriate Closed Reason 

 
! Note: Case closure is completed via updating the Transitional Support episode’s 
status, not by removing users from the Case or Care Team. 

 

Additional Transitional Support Activities  

Skilled Nursing Facility stays 

 Add Checklist Task - Follow SNF Stay  
 COA-only – update due date for Meals Post Discharge target based on 

anticipated discharge from SNF  
 

Readmissions Notification of the Transitional Event:  
 All members already enrolled in Transitional Support with an assigned 

care coordinator -  
 Assigned Care Coordinator receives notice via Pt 

Admitted/Discharged Report (Dashboard/In Basket). 
 An Admission Encounter appears in Chart Review 
 Admission data appears in Recent Visits in SnapShot 

 
Transitional Support Program Updated: 
 Readmission Support & Service Type is added to Episode  
 Original episode is left open 
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Assessment: 
 New Readings –  
 Notification of Admission  
 Transitions Assessment 
 Follow Up Post Discharge Assessment  

 
Note: 
 Reassessment Note documented (Coordination tab)  
 
Outreach Tasks & Checklist Tasks: 
 Engage the Outreach Tasks and Checklist Tasks  
 Permission to remove (x) duplicate tasks 
 Duplicate Checklist Tasks are without the Source: Readmission  
 Duplicate Outreach Tasks have an older due date 

 
 Targets 
 Manually add applicable Targets as needed 

 

Out of Area or Out of State 
admissions  

 Engage internal Case Conference. 

 

Update log:  
2/24 E. Adler Posting 
3/24 K. Knight Readmissions 
5/24  K. Knight Monitoring status; RCT Transfers 

Approved – E. Adler  
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Transitional Support Activities – Visual Guide 
 
Admission Encounter – 

 

 

SnapShot – Chart view 
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SnapShot – Open  Encounter view #1 

 

SnapShot – Open  Encounter view #2

 

 

Program – 

 

 

 

Inpatient Outreach Tasks – 
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Transitional Support Targets – 
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Care Plan – 

 

 

 

 

 

Inpatient ICT –  

 

 

 

Health Risk Assessment – 
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Resolve Care Plan -  
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Readmissions Support & Service Type - 
• A. Linked encounter > Edit button  

 
 

• B. Unlinked encounter (don’t forget to link!) > Click Transitional Support title 

 
• Then enter Readmission under Support & Services Provided - 

 
 

Duplicate Checklist Tasks: 
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Duplicate Outreach Tasks: 
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