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2016 Complex Case Management Program Evaluation 
 
 

Program Title: Complex Case Management (CCM) Program Evaluation 

  
Evaluation Period: January 1, 2016 ï December 31, 2016 

  
Program Purpose: To improve the health status and quality of life of members with multiple complex 

medical conditions while decreasing unnecessary hospitalizations and emergency 
room (ER) visits by: 

¶ Improving member self-management skills 
 

¶ Increasing adherence of members and clinicians with the evidence-based 
national clinical practice guidelines. 

 

¶ To proactively provide coordination of care and services to members who have 
experienced a critical event or diagnosis needing the extensive use of resources 
and who need assistance navigating the health care system or those members 
with special health care needs. 

 
  

Program Goals: 
 
 

¶ Emergency Department, Inpatient Admission, and 30-day Readmission 
Reduction of 20% or greater. 

 

¶ Meet or exceed a rate of 90% of goals partially or completely met for members 
enrolled in CCM. 

 

¶ To maintain a goal of 90% or above in member satisfaction with all areas of 
CCM services. 

 

¶ To maintain a goal of 75% or above in member's perception of improved overall 
health status and quality of life at the time of discharge from CCM. 

 
  

Program 
Objectives: 

¶ Provide for the collaborative process in assessing, planning, implementing, 
coordinating, monitoring and evaluating the options and services needed to 
meet the membersô health and human service needs. 

 

¶ To increase the number of members who either improved or reached their 
optimal level of health at the time of discharge from CCM. 

 

¶ Decrease unnecessary hospitalizations and ER visits. 
 

¶ Improve member self-management skills and self-advocacy. 
 

¶ Provide coordination of care and services to members who have experienced 
a critical event or diagnosis needing the extensive use of resources and who 
need assistance navigating the health care system or those members with 
special health care needs. 
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¶ To annually assess the characteristics of Passport Health Planôs (Passport) 
populations and evaluate available resources to meet the needs of these 
members. 

 
  

Member 
Interactions: 

¶ CCM interacted with 912 members through 2016. 

Evaluation 
 
 
 

I. Members by Top 15 Primary Diagnoses in Complex Case Management 

 
 

 
 
 
 
 
 

Objective: 
 
 
 

 

To annually evaluate the primary diagnosis or Special Needs Category of 
members who trigger and enroll in CCM services to assure Passport has the 
appropriate staff, materials, and resources to assist members in improving 
their health and quality of life. 
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Analysis of Findings: The graph above represents members by diagnosis enrolled into CCM.  The 
top three diagnoses were: 
 

1) Mood disorders 
2) Other nervous system disorders 
3) Other lower respiratory disease 

 
 
Individuals with Special Health Care Needs:  Passport evaluated the 
population for members with Special Needs (Individuals with Special Health 
Care Needs or ISHCN).  Members defined as having special needs are 
members who have or are at risk for chronic physical, developmental, 
behavioral, neurological, or emotional conditions and who may require a broad 
range of primary, specialized medical, behavioral health (BH), and/or related 
services.  ISHCN may have an increased need for healthcare or related 
services due to their respective conditions; therefore Passport proactively 
identified, outreached, and enrolled these members into CM. 
 
 
In 2016, the Department of Health School Board Manager identified, assessed, 
planned, coordinated and implemented appropriate cost-effective health care 
services for individuals identified with special health care needs and medically 
fragile children.  The manager works onsite at health departments and schools 
throughout the state in order to monitor the continuity and coordination of care 
and prevention of duplication for these children as part of the continuous 
quality improvement program. 
 
 
Medically Fragile Foster Children:  Medically fragile foster care children are 
identified by Department of Community Based Services (DCBS) worker, DCBS 
service plan, and/or via a medically fragile foster care report provided monthly 
by the Department for Medicaid Services (DMS).  All identified medically fragile 
foster care children are placed in CCM or Disease Management (DM).  Some 
of them also receive case management or case consultation from the Passport 
BH Team. 
 
 
Complex Case Managers, Disease Managers, and BH Case Managers 
collaborate during regular integrated meetings and via ongoing contact with 
one another to ensure the needs of these vulnerable members are being met.  
Case Managers maintain regular communication with the Passport Foster 
Care/Adoption/Guardianship Liaison (FCL) and/or Manager of Out of Home 
Placements to consult as well.  All Case Managers assigned to the member 
as well as the FCL participate in team conference calls led by the Childrenôs 
Review Program (CRP) when the memberôs needs or presenting issues are 
impacting CRPôs ability to locate appropriate placement for the child. 
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II. Number of Referrals by Sources 

 

 
Objective: Identify members proactively for CM through multiple resource avenues. 

 
Analysis of Findings: The graph above represents referrals by source. The top three sources were: 

1) Other  
2) HRA (Health Risk Assessment) 
3) Practitioner 

 
In the ñOtherò category, the 409 referrals reflect Embedded Case Management 
(ECM), Members Services, BH, Medical Director, Appeals and Quality. 
 
Multiple avenues are used to proactively identify members for CCM.  Education 
and information is distributed via the Member and Provider Handbooks, 
Member Newsletter, New Member Packets, and Member and Provider Program 
brochures.  Provider Referral Forms are available as well on the Passport 
website.  Education is provided through internal department meetings and the 
use of internal referral forms to CCM and BH is encouraged.  A daily report is 
obtained from the Health Information Line (24/7 Nurse Line) of identified 
members.  Referrals are also obtained through the discharge planner at the 
hospitals. 
 
HRAôs are utilized as a means of risk screening for the member.  There was a 
slight decrease of 9% in returned HRAôs in 2016 as compared to 2015.  This 
allowed for prompt identification of members with conditions that qualified them 
for enrollment into DM and CCM services.  We continue to attempt to obtain an 
HRA for all members with each initial contact. 
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III. CCM Emergency, Admission and Readmission Utilization 
 

 

 
Goal: Emergency Department (ED), Inpatient Admission, and 30-day Readmission 

Reduction of 20% or greater. 
 

Analysis of Findings: This is a comparison of utilization specifically related to members in CCM.  In 
analyzes rates of utilization prior to enrollment in CCM comparative to after. 
 
The goal of reducing ED, inpatient admission, and 30-day readmission rates by 
20% or greater was met as evidenced by the data that demonstrates: 

¶ A decrease of 38% in ER utilization after CCM involvement during 2016 
compared to 2015. 
 

¶ A 33% decrease in Inpatient Admission utilization after CCM involvement 
during 2016 compared to 2015. 

 

¶ A decrease of 34% in Readmissions Rates after CCM involvement during 
2016 compared to 2015. 

 
There was a 9% decrease in CCM membership during 2016 compared to 2015. 
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IV. Member Discharge Status 
 
 
 

 
 
 
 

  

Analysis of Findings: The graph above represents reasons for memberôs discharge from CM during 
2016.  The top three reasons were: 

1) Disenrolled 

2) Lost contact with member 

3) Other 

 
There were 157 (27%) members discharged due to Case Manager losing 
contact with the member; and 286 (44%) members were disenrolled.  No 
discernable patterns were noted in this group. 
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V. Goals Met / Not Met 

 
 

 
 
 

Goal: Meet or exceed a rate of 90% of goals partially or completely met for members 
enrolled in CM. 
 

  
Analysis of Findings: The graph above represents the status of goals for members enrolled in the 

CCM program. 
 
Result totals for 2016 for ñcompleted/partially completedò was 744 goals, a 69% 
increase compared to 2015.  There were a total of 49 goals that were not met, 
the same as in 2015. 
 
This represents a completion rate of 93.4% for 2016; an increase of 2.9% from 
2015.  The goal to meet or exceed the departmental goal of 90% was met. 
 
There are 53 ongoing goals for the members enrolled, compared to the 602 
goals from 2015, a 91.2% decrease in members in progress goals. 
 

  

  



 

4/18/17 FINAL Page | 8  

VI. Member Survey Results for Satisfaction with CCM Services Received 

 

 
 

 

 

 

 

 
 

Goal: Maintain or exceed the goal of 90% or above in member satisfaction with all 
areas of CM services. 
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Analysis of Findings: The graphs above represents member satisfaction with CM.  The areas 
surveyed in the first graph include: 

1) Frequency of contact 

2) Professional manner 

3) Coordination of care 

4) Value of information 

5) Overall effectiveness 

 
 
The goal is 90% for each area.  During 2016, 229 member surveys were 
distributed, of which 33 were returned yielding a 14% return rate.  Results 
indicate 100% of members who responded to the survey reported satisfaction 
with frequency of contact, professional and courteous manner, ability of case 
manager to help coordinate their care, usefulness of information, and overall 
helpfulness.  The goal was met in all areas. 
 
 
 
 
The areas surveyed in the second graph include: 

1) Overall effectiveness 

2) Professional manner 

3) Coordination of care 

4) Value of information 

 

 

The goal is 90% for each area.  Results indicate 100% of members who 
responded to the survey reported satisfaction with overall effectiveness, 
professional and courteous manner, and ability of case manager to help 
coordinate their care.  92% of members who responded to the survey reported 
satisfaction with value of information.  The goal was met in all areas. 
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VII. Member Satisfaction Results for Improvement of Health or Quality of Life 

 

 
 

 

 

 
 
 

Goal: Maintain or exceed the goal of 75% or above in member's perception of 
improved overall health status and quality of life. 
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Analysis of Findings: The graphs above represents the membersô satisfaction regarding 
improvement in health or quality of life.  The areas surveyed in the first graph 
include: 

1) Goals set by Case Manager and Member 

2) Quality of Life 

3) Overall Health 

4) Control of Pain 

 
 
The goal is 75% for all areas.  Results indicate 63% of members who 
responded to the survey reported improvement in quality of life, 40% reported 
improvement in overall health, and 40% reported better pain control.  The 
goal was not met in all areas.  However, the total number of returned surveys 
(33) is too small to make valid conclusions about the generalizability of the 
results. 
 
 
 
 
 
 
The areas surveyed in the second graph include: 

1) Goals set by Case Manager and Member 

2) Quality of Life 

3) Overall Health 

 

 

The goal is 75% for all areas.  Results indicate 85% of members who 
responded to the survey reported improvement in quality of life, and 77% 
reported improvement in overall health.  The goal was met in all areas. 
 
 
 
 
 
 
 
 
 
 
 
 
During 2016, there were no complaints received regarding the CCM Program 
or the Complex Case Managers. 
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VIII. Annual Review of Passportôs Total Population 

 
 
 

      
 
 
 
 
 

 
 
 
 
 

2015 Top 5 Primary Diagnosis 
Codes for All Members 

 2015 Top 5 Secondary 
Diagnosis Codes for Members 

Diagnosis 
Code Diagnosis Description 

Member 
Count  

Diagnosis 
Code Diagnosis Description 

Member 
Count 

31401 
ADD of Childhood with 
Hyperactivity 

125,479 
 

V5869 
Encounter For Long-Term Use 
of Other Medications 

60,714 

30400 
Opioid Type Dependence 
Unspecified Abuse 

90,037 

 

4019 
Unspecified Essential 
Hypertension 

51,033 

29690 
Unspecified Episodic Mood 
Disorder 

77,973 

 

30000 Anxiety State, Unspecified 38,070 

311 
Depression Disorder Not 
Elsewhere Classified 

64,019 

 

7242 Lumbago 36,478 

V5869 
Encounter For Long-Term Use of 
Other Medications 

62,976 

 

3051 
Nondependent Tobacco Use 
Disorder 

33,876 
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2016 Top 5 Primary Diagnosis 
Codes for All Members 

 2016 Top 5 Secondary 
Diagnosis Codes for Members 

Diagnosis 
Code Diagnosis Description 

Member 
Count  

Diagnosis 
Code Diagnosis Description 

Member 
Count 

Z00129 
Encounter for routine child health 
examination without abnormal 
findings 

52,026 

 

I10 Essential (primary) hypertension 34,068 

J069 
Acute upper respiratory infection, 
unspecified 

36,327 

 

J069 
Acute upper respiratory 
infection, unspecified 

21,682 

I10 Essential (primary) hypertension 34,068 
 

R05 Cough 21,278 

J029 Acute pharyngitis, unspecified 31,127 
 

J029 Acute pharyngitis, unspecified 21,133 

Z00121 
Encounter for routine child health 
examination with abnormal 
findings 

29,529 

 

M545 Low back pain 21,098 
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Objective: To annually assess the characteristics of Passportôs populations and 
evaluate available resources to meet the needs of these members. 
 

Analysis of Findings: Population Analysis:  At least annually, Passport assesses, analyzes, and 
evaluates the characteristics and needs of its member population in order to 
identify relevant subpopulations, revise and update its processes to meet 
member needs, and to assure Passport has all the needed resources to 
address memberôs needs. 
 

During 2016, Passport engaged in enrolling several subpopulations as a 
group into CCM services.  Children were a majority of our plan enrolled 
population in years past; however, the adult population has increased over 
the past two years due to the expansion population.  The adult population 
also tends to be the age group enrolled in CCM services.  Also, as in years 
past, the female population is higher than the male population.  Noted co-
morbidities of the CCM population each have specific DM programs with the 
exception of End Stage Renal Disease (ESRD).  Members with an ESRD 
diagnosis tend to utilize CM services versus DM due to needing dialysis and 
a higher level of care coordination than typical DM programs.  Therefore, 
Passport has made a conscious decision to keep those members in CCM.  
At this time, no barriers are identified thus no changes are needed at this 
time. 
 
Substance use as well has been noted with an increase in referrals as well. 
This most certainly can be contributed to House Bill I and the declination in 
prescribing opioids by clinicians. 
 
Member Engagement: Complex Case Managers fully engaged 129 
members in 2016.  This represents a 9% decrease from 2015.  Complex 
Case Managers provide intensive proactive services and work with 
members with complex, multiple co-morbidities and psychosocial barriers.  
These case managers work to decrease readmissions and ER utilization 
and to increase outpatient services and compliance with treatment and care 
plans. 




