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	Based on findings from our CMS audit, we have updated our TOC Logs which are now posted on the Care Coordinator website. The following changes include:TOC Log Updates


1. Update to instructions for “return to usual or new usual care setting required tasks:” If the Care Coordinator is notified of member’s discharge in advance, the CC must follow up and complete the TOC tasks outlined below within one (1) business day AFTER the actual date of discharge. 
2. Added documentation of “Support plan required updates”.  If updates are identified for community members, CC must update/revise the support plan with any changes including both formal and informal supports. For nursing home members, confirm new or new usual care setting has discharge information in order to update facility care plan.
a. Checking Yes indicates an update was needed for medication changes, durable medical equipment (DME), service changes etc., resulting from a change in the member’s health status.
b. Checking No indicates the discussion with member/and discharge planner directs that no changes are required/requested to the care plan based on transition.
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As a Care Coordinator, your involvement in transitions of care is designed to not only assist with the transition but is also paramount in assisting members to not be readmitted. Recent data shows there is an increase in readmission for our seniors. Discussing the transition home along with the “Four Pillars for Optimal Transition” with a focus on how and what can be done to prevent readmissions is truly valuable.

As a reminder, completion of the “Four Pillars for Optional Transition” tasks on the TOC log include:
1. Timely primary care/specialty care follow up
2. Medication self-management
3. Knowledge of red flags that indicate a worsening in their condition and how to respond
4. Use of a Personal Health Care Record
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Return to usual or new usual care setting required tasks: 1
The following tasks are required for ALL members discharging to their usual or new usual care setting within one (1) business day of notification. If |

=) Date completed: —
Care Coordinator is required to discuss and complete the following with the member or their designated representative:

[m|

r's health status, including sharing Care Coordinator contact information for additional support

Education about transitions and Tiow to prevant unplanned transitions/readmissions.
[ FourPillars for Optimal Transition below (these tasks can be confirmed with facility staff for thosk residing i a residential/facility setting)

* Any boxes checked "No". must include an explanation for follow up in comments below.
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[ ves [ No* Does the member have a follow-up appointment scheduled with primary care/specialist within 15 days or pehavioral
health within 7 days?

Yes No* Can the member manage their medications or is there a system in place to manage medications?
Yes No* Can the member verbalize warning signs and symptoms to watch for and how to respond?
Yes No* Does the member use a Personal Health Care Record?

Visit this site for a sample PHR: Sample Personal Health Record
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