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Agenda 

 Objectives 

 Overview of Intensive Care Management 

 Development of Care Plans 

 Collaboration 

 Integrated Role of Community Health Workers 

 Questions and Answers 
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 Explain when a care plan is developed, and how often is 

it is updated/reviewed 

 Describe the role of the member in the care plan 

 Clarify where the care plan actually exists in the system 

 Explain how are goals established, measured, & 

accomplished 

 Identify who is in charge of the care plan 

 Describe how the ASO coordinates and collaborates 

with providers or others involved in the members care 

Presentation Objectives 



 Intensive Care Management (ICM) is a voluntary 

program developed to help HUSKY Health members 

manage their social, medical, financial and behavioral 

health needs 

 The Intensive Care Manager and the member interact 

through face-to-face visits, phone calls, and/or video 

conferencing sessions 

 Referrals are received from a variety of sources, 

including hospital reports, hospital staff, providers, 

CHNCT’s Member Engagement Services, state 

agencies, data analytic reporting, and more  
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Intensive Care Management Program 



The program works with members who have: 

 Multi Chronic Conditions (MCC) such as coronary heart 

disease, heart failure, COPD, chronic pain, children and 

youth with special healthcare needs and substance abuse  

 Coexisting medical and behavioral health conditions Serious 

and Persistent Mental Illness [SPMI] 

 Need for coordination of services for organ transplant 

authorizations, transgender procedures, pain management 

services  

 Need for condition care management: 

 Asthma 

 Diabetes 

 Sickle Cell 

 Perinatal, postpartum, and newborn needs 
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Who ICM Serves? 



Goals of the ICM Program 

 Assist with identifying barriers and strengths 

 Encourage participation with provider treatment plans 

 Empower members to take control of their conditions 

 Promote health and wellness 
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What is a Care Plan? 

 A Care Plan is developed with the member and/or Head 

of Household [HOH] to serve as a road map for the 

member to be able to manage their own care 

 The Care Plan is a part of the ICM Assessment 

 ICM develops a Care Plan within 14 days of completing 

a member’s assessment  

 The Care Plan is reviewed and updated during each 

interaction with the member 

 At minimum every 90 days, usually every few weeks 
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The 5 Parts of a Care Plan 

1. Assessment 

2. Problems 

3. Interventions 

4. Goals 

5. Coordination & Collaboration  

 



The member and/or head of household and nurse have a conversation to 

identify the member’s strengths and barriers, including: 

 

 

 

Basic and Social Needs 
 

• Food Security 

• Safety of Living Environment 

• Social Determinants of Health  

• Poverty, socioeconomic status, etc. 

 

Conditions and Diagnoses 
 

• Assess Condition Management 

• Impact of Condition on Member’s Life 

 

 

 

 

 

Stress & Behavioral Health Needs 
 

• Perceived Stress Scale 

• Depression Screening 

• Domestic Violence Screening 

• Risk Taking Behaviors 

 

 

 

 

Ability to Care for Themselves 
 

• Acquire Medical Care 

• Follow Treatment Plans 

• Take Medications as Prescribed 

• Manage Conditions on a Day-to-Day Basis 
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Assessment 
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Problems & Interventions 

 Care Plan Problems 

 Problems are identified with the member or head of household 

from the answers to the questions asked by the nurse in the 

assessment 

 Care Plan Interventions 

 Interventions are identified by the nurse  

 Nurses help the member resolve and/or address the care plan 

problems and achieve goals  

 



ICM works with members to identify new ways in 

which members can take care of themselves by 

posing questions such as: 

What is 
most 

important 
to you? 

What do 
you think 
might get 

in the 
way? 

What 
would 

you like 
to work 
on first? 

When do 
you think 
you can 
start? 

What 
steps do 
you want 
to take 
next? 
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Goals 
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Goals – SMART Format 

 Specific: The goal is specific to what action or behavior 

will take place to achieve the goal 

 Measurable: The goal can be measured 

 Attainable/Agreed Upon: The goal is achievable, 

relevant to the problem, and agreed upon   

 Realistic: The goal is reasonable, not out of reach for the 

member 

 Time Bound: The goal has a deadline or “achieve by” 

date (i.e. by 5/1/16, within 1 month, etc.) 
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Goals - Example 

Member stated goal, “I want to lose weight”  

 STG #1: The member will verbalize 2 - 3 positive dietary 

changes (i.e. low fat diary, increase daily fruits and 

vegetables, drink water instead of soda) by {date} 

 STG #2:  The member will report walking 20 minutes per 

day, 3 - 5 times per week for two months by {date} 

 LTG #1:  The member will report a loss of 20 lbs. within 

6 months or by {date} 

 



Member 

Community 
Health 

Workers Social 
Workers 

Registered 
Dietitians 

Medical 
Director 

ICM Nurses 

Providers 

DSS 

DCF 

DDS 

Hospital 
Discharge 
Planners 

ICM nurses work as part of a team comprised of, but not limited to… 
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Collaboration & Coordination 
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Collaboration & Coordination 

 The Care Plan is shared with the member’s providers if 

member agrees   

 A Plan of Care letter is sent, which includes the 

member’s problems, medications, barriers, strengths, 

interventions, and goals  

 The provider may respond back with any suggestions to 

the member’s plan of care 
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Provider Care Plan Letter Sample 
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Provider Care Plan Letter Sample 
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Next Steps  

 ICM and the member have follow up conversations, 

usually every few weeks, to review the Plan of Care: 

 Goals may be revised or new ones set as needed   

 Problems can be resolved and/or new ones added 

 New interventions may be identified  

 New conditions may be identified 

 ICM will follow up and revise care plan, if needed, after 

inpatient or ED utilization 

 Assessment is repeated every 6 months 

 When the goals are met and the member is able to 

manage his/her care, the case is closed  
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ICM Referral Process 

Providers may refer members to ICM through the following 

methods: 

 Call 1.800.440.5071, extension 2024  

 Fax completed ICM Referral Form to 1.866.361.7242  

 To download the ICM Referral Form, go to 

www.huskyhealth.com, click “For Providers,”  “Provider 

Bulletins & Forms,”  then “ICM Referral Form” 

 

http://www.huskyhealth.com/


Questions/Comments 
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