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*New*: MSHO Member Outreach following ED visits
Our BCBS of MN Care Management team is starting a new outreach initiative aimed at supporting our MSHO members. The goal is to provide Follow-Up After Emergency Department Visits for individuals with multiple high-risk chronic conditions. Tentatively, this will go live in early August 2025.
Eligible chronic condition diagnoses include:
· COPD, asthma, or unspecified bronchitis
· Alzheimer's disease and related disorders
· Chronic kidney disease
· Depression
· Heart failure
· Acute myocardial infarction
· Atrial fibrillation
· Stroke
During outreach, the care manager will complete the four pillars for optimal transition, Social Determinants of Health (SDoH) screening, and annual physician visit compliance. 
Following the assessment, there are four pathways Blue Plus’s care management staff will take:
1. Everything is good with the member, and they don't need ongoing support for this ER visit.
2. Internal BCBS referral for short-term case management for Behavioral or Medical condition support.
3. If the care management team determines the member requires care coordination assistance, Blue Plus staff will email a referral to the member’s assigned Care Coordinator (see slide #3).
a. When a referral is received, Care Coordinators should follow up with members as directed.
4. Provide support during the call for quick assistance as our internal team is able, such as helping find a provider, schedule a Signify visit, or provide information about BlueRide.
Questions or feedback? Please securely email Partner.Relations@bluecrossmn.com
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Communiques are formal notifications sent via email to share information on any changes and updates on DHS, CMS, and/or Blue Plus policies and programs, guidelines, process changes, benefits, contract requirements, and Model of Care updates, etc. These notifications are official and posted on our Care Coordination website for up to two years.
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FMC TRIGGER: WHO IT TARGETS Minnesota

The FMC (Follow-Up After Emergency Department Visit for People with Multiple High-Risk Chronic
Conditions) trigger is designed to identify and prioritize members who:

« Are 65 years or older Exciision
« Have multiple high-risk chronic conditions (e.g., COPD, CHF, CKD, Alizheimer's, depression) Criteria

+ Have had a recent ER visit Do Not Call list
- Are enrolled in MAPD or MSHO plans (Members will be worked by each line of business's Hospice
designated team)
The reason for service for the member can be sither Behavioral or Medical related Custodial Care

The FMC measure is a state-mandated quality metric with financial implications. Your interaction with
these members will close this gap and assist these members to achieve better coordination of care.
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UNIQUE OPTION FOR MAPD OR MSHO TRIGGERED MEMBERS

BCBS MN provides Medicare Advantage (MAPD) and SecureBlue (MSHO) members the opportunity to participats
an annual wellness visit (AWV) in the comfort of their own home in person o virtually. The in-home AWV program is
an important, covered benefit that supports healthy aging and healthy living at no additional cost to the member.
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Minnesota

cludes:
* Achance to discuss the member’s health concerns

*  Areview of the member's health history

*  Height, weight and blood pressure measurements

. Assessments of mental, environmental and physical health As an added bonus,
+  Anopportunity to complete medically appropriate tests such as: Members can get 525

gift card for completing!

icroalbumin
HBAIC screening

At-home colorectal screening kit
Diabetic retinal eye exam

Peripheral Arterial Disease Screening

Iney monitoring screening
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Warm transfers member to Signify Health or provides the member with Signify’s contact information to schedule an
appointment. 1-844-226-8218 (TTY 711), 7 a.m. to 7 p.m. Central Time, Monday - Friday and 8 a.m. to 4:30 p.m.,
Central Time Saturday or scheduled online at https://schedule signifyhealth.com/home
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TIPS FOR CASE MANAGEMENT REFERRAL VS CARE COORDINATOR FOR FMC
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Who may be a good candidate for internal on-going Case Management? Minnesota

Members with new of increasing pain.
Members with a new chronic diagnosis and/or poorly managed comorbidities.

Members experiencing challenges establishing care with a provider

Members with a fack of understanding of their treatment plan including medications

Members on the Quarteriy Preventive Care Reports with multiple complex needs that may benefit from an extra layer of

support.
Who may be a good candidate for external referral to Care Coordination?

Link the member to needed community and social services which could be formal or informal
Assistance with transportation,

Assist with understanding what is available with MSHO supplemental benefis,

Negotiating equipment needs for safety in the home (DME),

Assist when member receives any Elderly Waiver or MA Home Care service and has increased needs or changes Elderly
Walver,

- Member would benefit from an assessment for Home Care Services or Elderly Waiver services needs or has potential
changes.
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